
SUMMARY
Conservative and surgical methods utilized so far to treat 

temporomandibular disorders have demonstrated inconsistent results. 
Tissue engineering is a new, rapidly expanding, multi-disciplinary field 
aiming to generate tissue and organ substitutes in vitro. Stem cells have 
already shown the potential to form multiple tissue types. Thus, their ability 
could be incorporated in contemporary paradigms to reconstruct the 
temporomandibular joint disc, though such attempts are rare. This review 
points out the unique histological and biomechanical character of the disc, 
trying to delineate the basic parameters that need to be considered in this 
process. In fact, the histological character of the disc cannot be defined 
as hyaline cartilage but fibro-cartilage. Particularly, the type I fibrillar 
collagen prevalence and relatively low glucosamino-glycan content, along 
with their specific topographic arrangement and distribution, correspond 
to the cellular content and correlate to the biomechanical characteristics 
of the disc, which mirror its functional role. Here, the various biomaterials, 
biochemical and biomechanical stimuli utilized for the reconstruction of 
hyaline cartilage are explored, since the experience and knowledge from 
these research fronts offer a useful guideline for the reconstruction of the 
temporomandibular joint disc. The cross-talk between these advancing 
scientific fields, together with a deeper comprehension of the physiology and 
pathophysiology of the temporomandibular complex can act as a catalyst, 
elevating the prospects of the disc’s regeneration to new heights.
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The Prospect of Stem Cell-Based Regeneration of the 
TMJ Disc: Where Have We Gone So Far?
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Introduction

The temporomandibular joint (TMJ), a diarthrodial, 
synovial joint, is the only joint contained in the 
craniofacial region. Its importance is highlighted by its 
involvement   in the processes of mastication, ingestion 
and speech. The TMJ is basically unique in the sense 
that it is composed by 2 separate joints, located on either 
sides of the mandible, whose coordinated function is 
necessary to perform the opening and closure of the 
jaw. The joint of either side consists of the articulating 
surfaces of the temporomandibular (or glenoid) fossa 
and the head of the mandibular condyle, as well as an 
intervening articular disc. The disc together with the 

synovial membrane serves to lubricate and enhance the 
congruity of the articular surfaces, stabilize the joint 
and absorb shock. The articular surfaces of the TMJ and 
the articular disc normally experience dynamic loading 
during physiological functions, such as chewing and 
speaking. Parafunctional habits, such as clenching, 
grinding or bruxism, apply static loading to the joint and 
are considered as causal factors of a number of disorders. 
Cartilage has a low cellular content and is in short supply 
of progenitor cells from the blood or the bone marrow 
since it lacks vasculature. As a result, it has a low self-
repair capacity which hinders therapeutic approaches. 
Temporomandibular disorders (TMDs) are manifested 
with cervical pain, headaches, impaired movement, 



clicking and popping of the jaw, all of which eventually 
interfere with the physiological function of the TMJ and 
negatively affect the quality of life.  

The etiology and clinical management of TMDs 
are subjects of considerable controversy1. This broad 
category of diseases involves both TMJ and related 
musculoskeletal structures of the head and neck2,3. 
Epidemiological data show that TMDs affect roughly 
a quarter of the general population and 70% of them 
suffer from TMJ dysfunction4-6. Abnormalities of the 
TMJ may develop as a part of systemic disease as well. 
Osteoarthritis mainly affects older people and involves the 
erosion of the articulating surfaces of joints. It is mainly 
caused by excessive stress on joints over time, leading 
to the gradual degeneration of the cartilage matrix, while 
genetic disorders of the molecular components of the 
matrix may also predispose individuals to osteoarthritis. 
Rheumatoid arthritis is another systemic disease that 
attacks joints including the TMJ. Its cause remains 
unclear, though autoimmune, bacterial antigen and 
genetic mechanisms have been proposed7-9. At a local 
level, several causal factors such as occlusal dysfunction 
or stress related parafunctional habits have been explored 
and found to play a key role in the pathophysiology of 
TMDs. These conditions, in combination with genetic 
predispositions, hormonal and inflammatory mediators, 
may participate in the rise and development of TMDs. 

Nearly 3-4% of the population seeks treatment for 
TMDs and interestingly, significantly more women are 
treated for TMDs than men, with a female to male patient 
prevalence reported between 3:1 to 8:14,10,11. Conditions 
requiring treatment include internal joint derangement, 
ankylosis, arthritic conditions, anterior disc displacement, 
traumatic injuries and tumours. With this vast array of 
abnormalities and related symptoms, dental practitioners 
and surgeons have encountered a great dilemma over 
treatment selection. 

Treatment methods range from conservative, such 
as physical therapy (including self-care exercises12 and 
splints13) and medication, to various surgical procedures. 
The latter are nowadays considered as last options 
when non-surgical approaches fail to give satisfactory 
results14. Discectomy was initially performed to treat 
all kinds of disc derangement, regardless of their 
causality and severity15. Today, this procedure is used 
only in severe cases of TMDs to remove a damaged 
or dislocated disc and may involve the use of a disc 
replacement. Alternatively, as was first described by 
Farrar and McCarty5 in 1979, a surgical procedure called 
discoplasty is utilized for the repositioning of the disc, 
in a less aggressive approach. When removal of the 
disc does not succeed in relief of pain and recovery of 
functional joint mobility, the need of its replacement 
arises. This drove to the development of disc analogues 
from alloplastic materials, such as silicone rubber16 and 
Proplast/Teflon17. Though early reports showed promising 

results18, both implant systems were found to undergo 
fragmentation gradually, due to their vulnerability to 
the repeated mechanical stresses and ultimately cause 
a foreign body reaction; this fact led to their withdrawal 
from the market19. Because of the disastrous results from 
the use of alloplastic materials, autogenous tissues, such 
as dermis20 and the temporalis muscle21 were used to 
replace the disc but showed inconsistent results. In an 
approach for the reconstruction of the total TMJ complex, 
3 implant systems, approved by the FDA, are currently 
commercially available (Christensen TMJ Implant, W. 
Lorenz/Biomet TMJ Implant, Techmedica/TMJ Concepts 
TMJ Implant).

Given the marginal success displayed by the 
methods used so far for the treatment of TMDs, tissue 
engineering (TE) arises as the perfect candidate for 
the regeneration and replacement of a tissue that, as 
mentioned above, has limited ability for intrinsic repair. 
Tissue engineering can be defined as an interdisciplinary 
field that applies principles of engineering and life 
sciences (trying to understand the mechanisms of tissue 
growth) toward the development of biological substitutes 
that restore, maintain or improve functions of tissues 
or whole organs22. In early attempts, transplantation 
of in vitro expanded autologous chondrocytes into 
defect sites underneath membranes (ACT), was used to 
regenerate cartilage in major joints, such as the knee joint 
giving promising functional results23-25. The isolation 
of mesenchymal stem cells (MSCs) from multiple 
tissue sources26-30 and identification of their ability to 
differentiate into multiple mesodermal cell lines31-33 
and form tissues of mesenchymal origin, combined with 
recent advances in biotechnology led to the evolution of 
TE approaches and raised therapeutic prospects (Fig. 1). 
Briefly, the field of TE comprises of 3 basic axes: the 
adequate cells, a biocompatible scaffold and the delivery 
of specific bioactive molecules. Contemporary concepts 
involve the use of cell lines capable to generate tissues 
with functional, biochemical and biomechanical properties 
similar to those of native tissues. In order to achieve such 
results, these cells must first be cultivated and conditioned 
with specific biological differentiating stimuli. As such, 
growth factors (GF) can not only induce differentiation of 
multipotent cells, but can also promote their proliferation 
and anabolic activity. The use of biomaterial scaffolds 
of synthetic or natural origin provides a hospitable 
environment for cellular attachment, proliferation and 
growth. Through cellular synthetic activity and concurrent 
scaffold degradation, the latter is eventually replaced by 
the newly formed tissue. The in vitro maturation process 
of the compound takes place in bioreactors, devices that 
provide the necessary biochemical and biomechanical 
micro-environmental features in a controlled manner. 
Alternatively and/or additionally, a period of in vivo 
maturation may be required. Scaffolds provide the means 
to deliver the cells to the site of the defect and ensure 
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after transplantation that they stay in place long enough 
to achieve the desired repair. Furthermore, incorporated 
bioactive molecules trigger the chemotactic migration of 
host cells in a means to enhance in vivo maturation and 
integration of the construct. 

In this review, an attempt is made to present the state 
of knowledge in the rapidly advancing field of TE on 
cartilage reconstruction. This presentation will focus on 
the prospect of reconstructing the TMJ disc, highlighting 

its unique histological and biomechanical characteristics. 
Taking into consideration the fact that articular 
cartilage and the TMJ disc share several functional 
and histological similarities and given the scarcity 
of attempts to reconstruct the TMJ disc34-36, a brief 
presentation of cartilage engineering research is going 
to follow. Knowledge of the anatomical and histological 
features of the TMJ gives the theoretical background for 
understanding these efforts. 

Figure 1. Title: Stem cell-based tissue engineering

Anatomy and Histology of the TMJ

The TMJ is a diarthrodial synovial joint composed 
of the condylar process of the mandible on one side, the 
glenoid fossa and articular eminence of the temporal 
bone on the other and an articular disc located in 

between (Fig. 2). Both the surfaces of the condyle and 
glenoid fossa are covered with fibro-cartilage. The 
glenoid fossa is an oval depression in the temporal 
bone’s lower surface, anteriorly to acoustic meatus. 
The condyle is situated over the ascending mandibular 
ramus. A capsule encloses the joint and consists of 
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2 layers: an outer fibrous one and an inner synovial 
one. The latter contains the disc which together with 
its surrounding attachments divides the joint into 
superior and inferior joint spaces. Both cavities contain 
approximately one millilitre of synovial fluid each. 
The synovial membrane-disc complex serves to absorb 
shock, lubricate and improve the affinity of the joint 
surfaces. As the articular disc has little vasculature, the 
transfer of nutrients, oxygen and waste products occurs 
through the synovial fluid. The disc is biconcave in 
shape, with a thinner centre and a thicker periphery; 
it is subdivided into the anterior, intermediate and the 
posterior zones and additionally into lateral, central and 
medial zones. Dislocation of the disc is prevented by 

its peripheral attachments: posterior to the retrodiscal 
tissue and the condyle, medially and laterally to the disc 
capsule and the medial and lateral poles of the condyle 
via triangular zones of connective tissue and anteriorly 
to the eminence, the head of the condyle and through a 
fibrous insertion to the lateral pterygoid muscle. The 
latter facilitates the disc’s movement forwards, following 
the rotation of the condyle during jaw opening, while the 
repositioning of the disc is attributed to the elastic recoil 
of the superior lamella of the retrodiscal tissue pad. 
The masseter and temporalis muscles also have fibrous 
connections to the disc. The capsule and to a lesser 
degree the disc are innervated by small unmyelinated 
nerve fibres of the trigeminal ganglion37. 

Figure 2. Graphic representation of the TMJ complex: Temporomandibular joint disc, located between the glenoid fossa [F], the anterior eminence 
[E], the mandibular condyle [C], is subdivided into posterior [P], intermediate [IZ] and anterior [A] zones. Lateral pterygoid muscle [LP], 

acoustic meatus [AM]

From a histological point, the TMJ condylar cartilage 
is different from other joints. There are 3 types of cartilage 
(hyaline, elastic and fibro-cartilage) present in adults, 
depending on function and location. The mandibular 
condyle’s articular cartilage is fibroelastic38, having 
characteristics similar to both hyaline and fibro-cartilage, 
mirroring the functional needs of the jaw movement. 
It consists mostly of type I fibrillar collagen unlike 
hyaline cartilage, which is made out of type II collagen39. 
Specifically, the cartilage of the condyle displays 4 
distinct layers: 

The superficial or fibrous articular zone, forming 
the articular surface, is composed of dense fibrous tissue. 
On the contrary, most joint surfaces consist of hyaline 
cartilage. Most fibres are collagenous and are arranged 
parallel to the surface, running anteroposteriorly through 
the centre of the condyle and circumferentially around 
the periphery. Elastin fibres exist as well but in a low 

extent. Chondrocytes are scarce in this region and appear 
flattened and elongated; 

The cell-rich or prechondroblastic layer is the site 
where proliferation occurs, providing a source of cells to 
adjacent layers. This layer has been reported to thin down 
or even disappear with age;

The chondroblastic or fibrocartilagenous zone. Here, 
the round chondrocyte-like cells are irregularly distributed 
unlike in growth plates of axial bones. This arrangement 
allows growth and remodelling of cartilage in all three 
dimensions40;

The endochondral ossification or hypertrophic zone, 
where hypertrophic chondrocytes, calcified cartilage 
blood and lymph vessels are observed.

The synovial membrane lining the inner surface of 
the fibrous joint capsule is composed entirely of loose 
connective tissue rich in type V collagen. Deep stromal 
cells and 2 types of lining cells: macrophage-like cells 
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(type A cells) and fibroblast-like cells (type B cells) 
populate the membrane41,42. Type A cells are arranged 
so, as for their apex to protrude into the synovial space 
and therefore seem to participate in the formation of the 
viscous synovial fluid and removal of waste degradation 
products. Efficient lubrication is considered a necessity 
for proper joint function and is attributed to surface-
active phospholipids and hyaluronic acid43-45. Surface-
active phospholipids cover the articulating surfaces while 
hyaluronic acid forms a mucus film separating them 
to prevent friction43,44. Phospholipids consist mainly 
of phosphatidylcholine and are subject to hydrolysis 
by phospholipase A2. Adherence of hyaluronic acid to 
phospholipid membranes (liposomes) was seen in vitro 
and protected those membranes from phospholipase A2 
activity. This observation suggests that in situ hyaluronic 
acid probably plays a key role by adhering to the surface-
active phospholipids and preventing their uncontrolled 
degradation from phospholipase A245.

The articular disc of the TMJ is a dense fibrous 
tissue and its histology has not been investigated 
thoroughly as for its cell distribution and extracellular 
matrix composition in humans46. Several animal models 
have been used instead, including mice37,47, rabbits48,49, 
bovines50 and porcine51. The porcine model is suggested 
to be the most suitable animal model for biomechanics 
research and tissue engineering studies. A study by 
Detamore et al52 on porcine TMJ discs investigated the 
cell types and distribution. Cells were classified either 
as fibroblasts (spindle-shaped with no discernable cell 
boundary) or chondrocyte-like (polygonal, in lacunae, 
therefore described as fibro-chondrocytes). Predominant 
in total cell count were fibroblasts (70% ±11%, mean 
± SD). Cells were unevenly distributed through the 
anteroposterior and mediolateral axes. The anterior 
and posterior bands contained fewer cells than the 
intermediate zone, which in turn had fewer cells than 
the lateral and medial regions. This contradicts previous 
studies on rabbits53 and primates54 reporting that cells 
were more numerous in or near the anterior and posterior 
bands compared to the intermediate zone. The cell type 
regional distribution varied significantly; fibroblasts 
were predominant in the anterior and posterior bands. 
Fibro-chondrocytes showed higher relative numbers 
in the centre and through the superoinferior axis in the 
inferior layer of the disc. Regarding the ultra-structure 
of the cells, Detamore’s group reported that fibroblasts 
appeared to have large nuclei and few organelles, poorly 
developed smooth and rough endoplasmic reticulum (ER) 
and rarely observed Golgi apparatus and mitochondria. 
Chondroblast-like cells also had relatively large nuclei, 
small amounts of rough ER and Golgi apparatus, but often 
displayed several mitochondria, a sign of high metabolic 
activity. 

The extracellular matrix (ECM) of the disc consists 
of tissue fluid (65-85%) and macromolecules which 

mainly refer to collagen (85-90%) and proteoglycans (10-
15%)55,56. Smooth muscle has also been detected, mainly 
in the anterior section of the disc, implying the presence 
of vasculature52. The primary glucosaminoglycan (GAG) 
was Chondroitin Sulphate followed by Dermatan sulphate. 
The high content of both GAGs (as components of the 
large proteoglycan, aggrecan) found in the intermediate 
and anterior parts of the disc51,55,57 corresponds well with 
the increased compressive stiffness of the area reported 
in other studies58,59 and is attributed to the abundance of 
fibro-chondrocytes in that region. Proteoglycans (PGs) 
attribute significant compressive strength, because 
they have the ability to trap amounts of water, which 
is rather incompressible, due to their highly anionic 
nature. Regarding the prevalence of type I collagen and 
noticeable amounts of elastin found in the central parts 
of both the anterior and posterior bands51, a correlation 
with the predominance of fibroblasts in those regions 
is indicated52. Furthermore, the same research group 
observed the collagen fibres’ arrangement in the disc 
using scanning electron microscopy and reported fibres 
running in a circular manner around the periphery and 
anteroposteriorly through the intermediate zone51. These 
characteristics are similar to those of condylar cartilage 
and demonstrate their close functional relation. 

Concluding, the TMJ disc is both fibrous and 
cartilaginous in nature; its cellular and histological 
composition shares characteristics with articular cartilage, 
tendon and meniscus (Tab. 1).

Table 1. Summary of TMJ disc key characteristics:

• Predominance of fibrillar type I Collagen (not type II).
• Collagen fibers arranged parallel to the surface, running 

circularly around the periphery and anteroposteriorly through 
the intermediate zone. 

• Main GAG is Chondroitin sulphate, total GAG content is 
lower than hyaline cartilage.

• High content of GAGs in anterior and intermediate regions 
attribute increased compressive stiffness.

• Main PG is aggrecan that consists of Chondroitin sulphate.  
• Uneven distribution of fibroblasts and fibrochondroblasts 

through its zones.

Stem Cells

A stem cell (SC) is one that, through asymmetric 
mitotic division, is able to differentiate into several 
specialized cell lineages (multipotency), while retaining 
the potential for self-renewal. Such division results in 2 
daughter cells, 1 of which follows the mothers’ genotype 
while the other (either by genetic or environmental 
influence) targets a specialized lineage60. Stem cells exist 
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at different hierarchical levels during the development 
of an organism. At one end of the spectrum are SCs 
that can give rise to all cell types in the body, which are 
called pluripotent. Other SCs may be partially committed 
and, thus, only retain ability to differentiate into a more 
restricted subset of different cell types; these are called 
multipotent. Sources of stem cells can be either embryonic 
or adult. Embryonic stem cells are obtained from the inner 
cell mass of blastocyst stage embryos61; however, their 
use has given rise to ethical considerations. Although 
adult stem cells can be found in children, adolescences 
and adults, and can be obtained from multiple tissues, the 
question “how age might affect their capacity?” is still 
unclear62.

In the early sixties Petrakova et al63 were the first to 
show that fragments of bone marrow had the potential to 
form osseous tissue when implanted ectopically. This was 
the first indication that bone marrow contains some kind 
of cells with osteogenic capacity. Isolation of such cells 
from bone marrow was performed by Fridenshtein64 in the 
late sixties, and they were described as “colony forming 
fibroblast-like cells”. Almost 2 decades later, Caplan65 
gave them their current name (mesenchymal stem cells, 
MSCs) and identified their full potential to differentiate 
into multiple mesodermal cell lines, forming tissues of 
mesenchymal origin66. This revelation broke new ground 
for the prospect of tissue regeneration. Multiple sources of 
adult stem cells have been identified since then, including 
adipose tissue27,67, heart28, umbilical cord blood68, skeletal 
muscle69, dermis of skin30,70, the bulge region of the hair 
follicle71 as well as brain72,73. In the craniofacial region, 
stem cells can be isolated from orofacial bone77, dental 
pulp74,75 exfoliated deciduous teeth76, and periodontal 
ligament78. The 2 most extensively examined stem cell 
sources for their capacity to differentiate into various cell 
lineages are bone marrow derived stem cells (BMSCs) 
and adipose derived stem cells (ASCs). 

BMSCs are considered the premier source for tissue 
engineering. They can be easily obtained from various 
locations79 and have the ability to form mesenchymal 
and connective tissues32 such as bone, cartilage, 
ligament, fat and muscle80-82. Moreover, BMSCs have 
been reported to differentiate into hepatic, cardiac, renal 
and neural cells33,83-85, although these pathways are 
not normally utilized to prove multipotency of isolated 
MSCs as will be described later in this paper. At this 
point, it should be noted that clonal studies showed that 
adhering cell populations isolated from bone marrow are 
functionally heterogeneous, containing undifferentiated 
stem progenitors and lineage restricted precursors86,87,95. 
This heterogeneity can partially explain the variations of 
the differentiation capacities observed in related studies 
composing a hurdle in their comparative evaluation.

Though being considered primarily as a metabolic 
reservoir, the adipose compartment appears to be a good 
and plentiful source of MSCs as first Zuk67 found. ASCs 

can be readily obtained via lipoaspirate, a minimally 
invasive procedure, of great need nowadays. Several 
groups reported that ASCs undergo adipogenesis, 
chondrogenesis, osteogenesis, and myogenesis27,67,88,89, 
while others even suggest that ASCs are able to 
differentiate into non-mesodermal tissues, such as hepatic 
and neuronal-glial 90-92.

Even though there are no definite markers of MSCs, 
different methods have been used for their identification. 
One of the main characteristics of MSCs, still used in 
contemporary identification processes, is their ability 
to adhere to the plastic plate surfaces when maintained 
in standard culture conditions, as was first observed by 
Friedenstein64. Currently, more sophisticated procedures 
that researchers utilize include positive selection with 
microbeads combined with fluorescence-activated cell-
sorting or magnetic-activated cell-sorting that enable 
the defined isolation and precise characterization of 
MSCs93,94. The Mesenchymal and Tissue Stem Cell 
Committee of the International Society for Cellular 
Therapy96 has listed the minimal criteria required for 
a cell to be regarded as an MSC, providing a general 
consensus (Fig. 3). The list includes several markers that 
cells should lack or exhibit additionally to the ability to 
differentiate to osteoblasts, adipocytes and chondroblasts 
in vitro. However, new ones are proposed over time.

Today, despite the fact that multiple sources of stem 
cells have been identified, certain drawbacks related to 
the harvesting process of BMSCs such as pain, stigma 
and low yield62 as well as the debate surrounding the 
use of embryonic stem cells led to the elevation of 
ASCs as an attractive option for a wide range of medical 
applications. Additionally, alternative orofacial sources 
of SCs and their capacities where also investigated. As 
mentioned, SCs can be isolated from the dental pulp of 
extracted humans 3rd molars74,75, exfoliated deciduous 
teeth76 and the periodontal ligament78. These sources 
present tempting alternatives through minimally invasive 
harvesting methods. Although small in number, dental 
pulp SCs (DPSCs) demonstrated higher proliferation 
rates compared to BMSCs in a study by Shi et al97. 
DPSCs can not only form dentin/pulp-like structures 
when implanted in immunodeficient mice98, but have 
also shown the ability to differentiate into neuron-like and 
glial-like cells (expressing nestin and glial-fibrillar acid 
protein)74. Furthermore, DPSCs are often mentioned in 
recent discussions about regenerative endodontics99,100. 
Accordingly, when SCs from exfoliated deciduous teeth 
were implanted in immunodeficient mice in a HA/TCP 
carrier, they formed dentin-like structures76. Periodontal 
ligament SCs (PDLSCs) generated cementum/PDL-like 
structures, containing a thin layer of cementum interfaced 
with dense collagen fibres similar to Sharpey’s fibres in a 
small animal in vivo model78. A recent review article by 
Huang et al101 discussed availability of dental derived 
stem cells in regenerative medicine.
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Based on the great potential of tissue engineering 
and other stem cell based therapies, storage banks were 
established to isolate and freeze-store stem cells from 
multiple sources, such as extracted 3rd molars and the 
umbilical cord. These banks provide donors a prospect for 
stem cell-based therapies in the future if such need arises 
and given that stem cell science has evolved. However, 
there is the need to fully certify and standardize the 
procedures utilized for the isolation and particularly the 
maintenance of cells in a viable state.  

But to what extent do stem cells, originating from 
different tissue, differ in their potential? Moreover, does 
their potential lie with their intrinsic features, or with 
the fact that stem cell populations might include lineage 
restricted precursors? A study by Im et al102 suggested that 
ASCs have inferior chondrogenic potential than BMSCs, 
a view supported by the work of Vidal et al103 and 
Kisiday et al104. In addition, a comparative study between 
orofacial and iliac crest derived MSCs reported that the 

latter showed more proliferative and fewer senescence 
properties and different chondrogenic and adipogenic 
potentials77. In a comparative study by Wagner105 in 2005, 
however, no phenotypic differences between MSCs from 
bone marrow, adipose tissue and umbilical cord blood 
were observed. Thus, research must focus on identifying 
and comparing the distinct capacities of stem cells from 
different sources.

Scaffolds

In order to provide a hospitable 3D environment 
for cell attachment, proliferation and differentiation to 
form a tissue analogue, the use of biomaterial scaffolds 
was introduced in tissue engineering. Scaffolds must 
satisfy a number of requirements, primarily to ensure 
their safe usage and secondarily to fit the specific 

Figure 3.  Minimal criteria for defining multipotent mesenchymal stromal cells. MSCs must: (1) be plastic-adherent when maintained in standard 
culture conditions; (2) differentiate to osteoblasts, adipocytes and chondroblasts in vitro; (3) express CD105, CD73 and CD90, and lack expression of 

CD45, CD34, CD14 or CD11b, CD79alpha or CD19 and HLA-DR surface molecules 
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called integrins. In physiological cell-ECM interactions, 
integrins play an important role in tissue homeostasis. 
Binding of ECM proteins to these receptors promotes 
focal adhesion. Additionally, this process leads to 
activation of intracellular signalling pathways that 
mediate changes in gene expression and thus affect cell 
proliferation, survival and differentiation117-120. Though 
results from their use are so far controversial121,122, 
integration of such signalling molecules in scaffolds 
is of great interest and strikes promise for the use in 
chondrogenic induction of MSCs.

For tissue engineering purposes, a wide variety of 
different scaffold materials exists, which can be natural, 
synthetic or composite. Natural scaffold biomaterials can 
be further classified to protein-base and polysaccharide-
based, while synthetic materials can be subdivided into 
ceramics (hydroxyapatites or HA), calcium phosphates 
(CaPs) and synthetic polymers. In cartilage engineering, 
the main scaffold materials found in literature are 
summarized in table 2; so far however, none seems to 
possess the ideal characteristics to rise up as the perfect 
candidate. Particularly natural biomaterials could 
stimulate cell attachment, proliferation, differentiation 
and synthetic activity as they home in the cell’s natural 
environment. On the contrary, synthetic scaffold 
biomaterials offer significant advantages over the 
purely biological ones in terms of unlimited supply and 
manipulation of their mechanical properties, macro, micro 
and nano-topography and degradation behaviour. 

Looking to the future, a minimally invasive surgical 
technique, such as an injection of a gel or paste material, 
seeded with MSCs or committed cells into a single or 
multi-tissue defect and shaped in situ seems ideal. In 
this direction several promising materials are being 
developed including, calcium phosphate cements123,124, 
in situ polymerizable and cross-linkable materials125,126, 
stimulus responsive systems127,128, and self-assembling 
materials129,130. A detailed review of injectable materials 
focusing on the regeneration of complex craniofacial 
tissues is available by Kretlow et al131.

characteristics of the tissue we intend to reconstruct. For 
example, scaffolds used for bone modelling must have 
comparable mechanical properties to bone, while for 
engineering of soft tissues (i.e. dermis, oral mucosa), 
a must softer scaffold is often required. It is essential 
that biocompatibility of the material and its subsequent 
degradation products is ensured106. Additionally, scaffolds 
must be biodegradable, with a controlled, predetermined 
degradation rate; after implantation, they must act as a 
temporary framework securing the initial stability and 
mechanical support of the construct itself, protecting the 
cells contained within, and surrounding tissues. Gradually 
they should give space to the newly formed tissue, 
allowing its ingrowth. Ideally scaffold materials should 
also demonstrate good handling characteristics (the ability 
to be shaped and fit into complex defects). 

Moreover, scaffolds must have sufficient porosity 
to enable cellular colonization and tissue ingrowth (pore 
size is dependent to the specific cell type needs), as well 
as pore interconnectivity107-111 to facilitate the transport 
of nutrients and oxygen inwards, degradation and 
cellular metabolic by-products outwards. It is possible to 
modulate the pore topography and size to suit a particular 
cell type. Research has shown that pore shape can have 
a profound effect on both cell attachment and long 
term survival of cells112. Current developments in 3D 
computerized-tomography, 3D computer-aided design and 
rapid prototyping techniques are used for the design and 
engineering of customized cartilaginous implants made 
of synthetic polymers in defined pore architecture113,114.  
Porosity can, however, adversely affect important 
mechanical characteristics of the scaffold, thus precise 
computational design techniques are needed to predict 
and ultimately optimize the microstructure to achieve the 
desired balance106. 

In an attempt to enhance the attachment of cells 
onto scaffolds, scientists have incorporated small peptide 
sequences (such as the RGD: Asp-Gly-Asp sequence115 
and the IKVAV sequence116) in scaffold biomaterials. 
These peptides are recognized by cell surface receptors, 

Table 2. Scaffold materials used for cartilage tissue engineering

Type Natural References Synthetic References

Material Agarose 132, 133, 134 PLA,  poly(lactic acid 155, 156, 157

 Alginate 133, 134, 135, 136 PGA, poly(glycolic acid) 158, 159, 160

 Cellulose 137, 154 PLGA, poly(L-lactic-co-glycolic acid) 161, 162, 163

 Chitosan 138, 139, 140 PEG, poly(ethylene-glycol) 164, 165, 166

 Hyaluronic Acid 141, 142, 143, 144 PCL, poly(capro-lactone) 167, 168, 169, 170

 Collagen 145, 146, 147, 156 POC, poly(1,8-octenadiol citrate) 171, 172

  Fibrin 147, 148, 149, 150 PU, poly(urethane) 173, 174

 Silk 151, 152, 153   
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technology should include developments of automated 
closed systems equipped with sophisticated tools, 
providing the means to both monitor physiochemical 
variables and enable adjustment of their values, thus 
allowing reproducibility and standardization of culture 
conditions. Aiming to predict the maturation level of the 
engineered construct advanced non-destructive analysis 
techniques (such as micro computerized tomography) 
could be integrated.

Mechanical stimulation seems to be a factor that 
greatly influences the developmental process. Research 
has shown induction of multipotent cells, seeded in 
engineered constructs subjected to physiological loads, 
towards various cell lines depending on the type of 
mechanical stimulation as it will be discussed later in this 
paper. Different stress protocols have been incorporated 
in bioreactor systems and applied to cell-loaded scaffolds. 
These include perfusion flow, shear, compression and 
tension among others. When these forces are applied in 
an advantageous combination with specific magnitudes 
and frequencies, they may not only enable controlled 
induction of differentiation but also enhance the quality 
of the generated construct. Schulz and Bader have 
recently reviewed different bioreactor systems used for 
the cultivation and stimulation of chondrocytes for the 
purposes of cartilage tissue engineering177.

Signalling Molecules

In the processes of tissue engineering, numerous 
hurdles need to be surpassed, as different approaches, 
referring to the selection of cell types, can be adopted. 
For example, when dealing with MSCs, apart from an 
appropriate 3D scaffold, the use of a series of signaling 
molecules is required for the in vitro proliferation, guided 
differentiation of the cells and the induction of neo-tissue 
formation. In vivo, MSCs’ differentiation is initiated 
through interactions of molecular signals, emitted from 
neighboring cells, transduced via extra or intra-cellular 
pathways and induced by cytokines, growth factors and 
ECM proteins (such as PGs and collagens), or through 
direct interaction with surface proteins of neighbouring 
cells. Trying to mimic the in vivo environment, 
researchers provide controlled delivery of stimulating 
factors to stem cells cultured in vitro, but furthermore 
have to ensure the long term maintenance of their 
phenotype. This last requirement also stands for the in 
vitro culturing of differentiated cells, such as autologous 
chondrocytes. A series of excellent reviews of the 
growth factors used for those purposes is available in the 
literature178-180 and a brief presentation of them follows. 
Among the growth factors investigated, some families of 
molecules have demonstrated a great impact on articular 
cartilage TE. 

Bioreactors

Bioreactors can be defined as devices in which 
biological and/or biochemical processes are re-enacted 
under controlled conditions175, providing an environment 
that is advantageous for the creation of a desired 
product, weather it is wine or ECM as in cartilage 
tissue engineering. A number of parameters such as pH, 
temperature, pressure, nutrient supply, oxygen supply 
and waste removal should be carefully controlled and 
kept in optimal levels in the challenging attempt to 
mimic in vitro the dynamics of in vivo tissue growth. 
The in vitro generation of large three dimensional tissue 
analogues requires the development of sophisticated and 
complex systems that allow cells to locate them in a 3D 
scaffold, differentiate, proliferate and produce ECM, at 
the same time satisfying their physiochemical demands. 
The accurate simulation of the native physiological 
microenvironment will not only enhance the quality of the 
tissue engineered construct, but also hopefully ensure cell 
survival, tissue integration and proper function following 
implantation.

The simplest and most commonly used bioreactors 
are culture discs and flasks. They are easy to handle, 
affordable and through mechanisms of passive diffusion 
of nutrients and oxygen allow rapid multiplication of cells 
when cultured in monolayer. When multilayer approaches 
are adopted, transport of these substrates in and out of the 
cell containing microenvironment is mediated by inducing 
fluid flow, and/or passive diffusion along concentration 
gradients.

The advances in technology of bioreactor systems 
for the hosting of scaled-up scaffolds, trying to facilitate 
improved cell survival, reach new levels of complexity 
in tissue engineering techniques. Current standard 
culture conditions seem inadequate to distribute nutrients 
and oxygen throughout the construct and removal low 
molecular metabolites and waste products from it, which 
occurs mainly through diffusion phenomena from the 
center of the scaffold. This leads to migration of cells, 
initially located in the inner areas, to more superficial 
areas of the scaffold, where the nutrient concentration is 
higher. Eventually a steep fall in the cell density in the 
deeper zones of the construct is observed, affecting the 
homogeneity of the ECM and cell distribution in the final 
tissue equivalent176. 

As summarized by Depprich et al175 in an excellent 
review, the concept of improving the bioreactor and 
scaffold design, in order to reduce diffusional limitations 
and ensure the viability of inner areas of the three 
dimensional construct, requires advances in both 
bioreactor and scaffold technology. From this point of 
view a dynamic laminar flow environment, achieved by 
perfusion directly through bioreactor inherent tubes and 
prefabricated interconnecting pores of the scaffold, would 
seem an ideal prospect175. Further advances in bioreactor 
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development and degeneration is provided by Chun et 
al199.

The Hypoxia induced factor (HIF) family 
consists of 3 subgroups (HIF-1a, HIF-2a and HIF-
3a) of transcription factors capable of sensing and 
responding to alterations of the oxygen tension in the 
cell’s microenvironment. Recent studies show enhanced 
chondrogenic differentiation of rat MSCs, in hypoxic 
conditions, through up-regulation of the HIF-1a levels200. 
The importance of HIF-2a induction of the human articular 
chondrocytic phenotype in hypoxic condition has been 
suggested, whereas HIF-1a has been shown to be essential 
for growth arrest and survival of chondrocytes201. Another 
study showed that chondrocytes produce increased 
quantities of collagen type II in vitro, through HIF-1a202.

Other substances used for the induction of 
chondrogenesis include dexamethasone, β-glycerophosphate 
and ascorbic acid. Dexamethasone, a synthetic 
glycocorticoid, stimulating chondrogenesis by enhancing 
expression of cartilage extracellular matrix genes is used 
in standard cultivation media203. In animal studies, it is 
reported to be a potent stimulant of chondrogenesis204. In a 
study by Bean et al205, the use of 25 μg/ml concentration of 
ascorbic acid in culture media showed increased production 
of collagen by TMJ disc cells and is considered to be 
effective for the regeneration of the TMJ disc. 

Even though extensive research is being conducted 
in the field of growth factors, the sometimes contradictory 
results for their potential role in in vitro chondrogenic 
differentiation of MSCs, and in vivo chondrogenic 
development, cartilage homeostasis and function, 
highlight the need for a better characterization of their 
signalling pathways. Currently, in the effort to simulate 
physiological in vivo processes of tissue development 
and maintenance through the series of interactions of 
biological factors, researchers seem to be trying to decode 
and reproduce an unknown tongue. In fact this is the 
richest and most complex language that exists, the one 
of nature. So far in this challenge, we have succeeded in 
identifying only a few words (could be GFs) and their 
likely meanings (could be their role), but are still unable 
to generate meaningful sentences. Thus, exploring the 
vocabulary and understanding the syntax, based on which 
these words are used (put in order), are essential to both 
understand and speak this language. 

Accordingly, a profound understanding of the 
underlying biological and physiological background, 
accurately delineating the stages and defining 
the molecular markers involved in chondrogenic 
differentiation and development, can facilitate coordinated 
supply of growth and differentiation factors. Furthermore, 
sophisticated materials have to be developed to enable 
controlled spatial and dynamic release of these factors.

Alternative approaches for the delivery of GFs, 
involving gene therapy techniques, have also been 
investigated. The concept of gene therapy, as first 

The transforming growth factor (TGF) superfamily, 
include 5 members of TGFs-β (1-5), the BMPs, activins 
and inhibins which interact with type I and II cell surface 
receptors and activate intracellular mechanisms. TGF-β1, 
2 and 3 are predominantly produced in bone and cartilage 
and are considered to be potent stimulators of proteoglycan 
and type II collagen production and induce chondrogenic 
differentiation of MSCs in vitro181. It seems that TGF-β, 
as part of a serum-free differentiating medium, is one of 
the most widely used GFs and, in addition to promoting 
chondrogenesis, has also been shown to inhibit osteogenic 
and adipogenic differentiation32,182,183. BMPs compose 
a large subgroup of 20 polypeptides mainly investigated 
for their role in bone repair and seem to be key regulators 
of skeletal development. There is evidence indicating 
that BMP-2, -4, and -6 can stimulate chondrogenic 
differentiation of MSCs184 and synthesis of type II 
collagen and aggrecan by chondrocytes in vitro185. BMP-7 
(osteogenic protein-1) was reported to enhance repair 
articular cartilage defect in animal models186, 187. 

The fibroblast growth factor (FGF) family 
comprises 22 members that bind to one of 4 FGF receptors 
(FGFRs). The importance of FGFs in skeletal development 
is highlighted by number of dysplasias that have been 
attributed to specific mutations of genes encoding 
FGFRs. Research showed that FGF-18 stimulated cell 
proliferation, differentiation and cartilage ECM formation 
both in vitro and in vivo188,189. Expansion of MSCs in 
medium containing FGF-2 has also shown to promote 
chondrogenesis190-192. In a rabbit model, FGF-2 stimulated 
cartilage restoration in temporomandibular or articular 
cartilage defects193.

The insulin-like growth factor (IGF) family 
comprises of IGF-1, IGF-2, their respectful receptors 
(IGF1R, IGF2R) and several IGF-binding proteins and 
proteases that regulate their activity. Their anabolic role 
is supported by severe growth retardations observed in 
mice with IGF-1 mutations. Expression of IGF-1 and 
IGFR1 in adults occurs in chondrocytes, osteoblasts and 
osteoclasts194. Additionally, it was shown that IGF-1 
induces proteoglycan synthesis, chondrocyte survival 
and proliferation195 and promotes articular cartilage 
regeneration196, a fact that supports its role as a mediator 
of cartilage growth and homeostasis. IGF-1 has also 
been shown to stimulate chondrogenic differentiation of 
MSCs197.

The Wingless (Wnt) family contains more than 20 
members involved in skeletal development and the control 
chondrogenesis. Church et al198 investigated the role of 
Wnts in chondrogenic development and found that Wnt-
5a, Wint-5b and Wnt-11 regulate chondrocyte proliferation 
and hypertrophic maturation in embryonic and post natal 
growth plates, while it seems that deregulation of Wnt 
signalling might lead to disease, in particular osteoarthritis. 
A recent review on the role of Wnts in cartilage 



110   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

pellet cultures212. It seems that dynamic compression can 
further stimulate chondrocyte metabolism and enhance 
cartilage ECM production213-215. However, these specific 
effects are highly dependent on the magnitude and 
frequency of the applied stimuli. Furthermore, engineered 
tissues in different stages of development, progressing 
from scaffold occupied towards ECM occupied 
constructs, may require different mechanical stimuli. 
Osteogenesis, on the other hand, appears to be promoted 
by cyclic mechanical stretching216 and continuous 
perfusion217. 

Articular cartilage experiences low oxygen 
concentrations due to its avascular nature. However, 
chondrocytes are adapted to these hypoxic conditions and 
produce ATP through anaerobic glycolysis mediated by 
the HIF-1a transcription factor218,219. Based on that fact, 
studies have investigated the effects of oxygen levels 
on cartilage regeneration in vitro. Reports have shown 
hypoxia to induce the chondrogenic differentiation of 
MSCs220,221 as well as the synthesis of ECM proteins in 
cultured chondrocytes222, while higher oxygen tension 
leads to osteogenic differentiation of MSCs223. Studies 
suggest that low oxygen levels inhibit the expression of 
type X collagen, a marker of hypertrophic chondrocytes 
leading to bone formation224. Recently, Wuertz et al225,226 
showed that low pH inhibits the expression of aggrecan 
by MSCs, while in another study they reported that, 
when cultured in an environment containing low glucose, 
low pH and high osmolarity, MSCs displayed lower 
proliferation rates and lower expression of matrix genes 
compared to standard conditions.

As described previously, TGF-β, FGF-2 and 
IGF-1 are the most commonly used growth factors for 
chondrogenesis. However, in physiological tissues, 
none of these substances acts independently, they rather 
participate in an orchestrated sequence of interactions that 
mediate physiological function of tissues. 

Consequently, researchers have attempted to deliver 
simultaneously various signalling molecules implicated in 
chondrogenesis. In particular, a combination of TGF-β3 
and BMP-2 gave improved chondrogenic differentiation 
compared to either GF alone, or the combination of 
TGF-β3 with either BMP-4 or BMP-6184. Likewise 
the combination of TGF-β and application of cyclic 
mechanical load better promoted chondrogenesis of 
MSCs of either stimulant alone227. Indrawattana et al228 
demonstrated how combinations such as TGF-β3/BMP-6 
and TGF-β3/IGF-1 and the cycling of these combinations 
can induce chondrogenesis in MSCs. Additionally, a 
study by Chua et al229 demonstrated that the combination 
of IGF-1, bFGF and TGF-β2 increased cartilage-
specific ECM expression and enhanced the histological 
features of the engineered cartilage. IGF-1 could be 
involved in synergism with TGF-β1, as the expression 
of chondrogenic-specific transcription factor SOX9 and 
production of type II collagen and cartilage specific PGs 

described by Evans206, involves the delivery of a cDNA 
specific to a GF or signalling molecule into target cells 
which then produce that factor in vivo. Gene therapy can 
be performed directly, through delivery of transfection 
vectors in the targeted site or indirectly, where cells are 
transfected in vitro prior to their in situ implantation. 
The vectors can be either non-viral or viral which 
include lentiviruses, adenoviruses and adeno-associated 
viruses. Each approach displays different advantages and 
disadvantages. For example: the use of non-viral vectors 
is relatively simple but their expression is generally 
transient. On the other hand, the use of viral vectors 
results in prolonged transgene expression, but carries 
the risk of insertional mutagenesis. The incorporation 
of plasmid-DNA into scaffold materials is a similar idea 
that has also been explored in a number of studies207,208. 
Recently, the concept of gene delivery in cartilage repair 
has been reviewed by Steinert et al209.

Since our clinical experience with GF technology 
is relatively new, issues such as the long-term effects of 
implanting materials containing supra-physiological doses 
of GFs and the safety of gene therapy approaches, have to 
be addressed.

Research in Cartilage Tissue 
Engineering

In the literature, reports for reconstruction of 
the TMJ disc using stem cell-based TE approaches 
are scarce36. On the other hand, substantial work has 
focused on the TE of the hyaline cartilage, which is not 
surprising taking into consideration its significantly higher 
commercial interest. The experience and knowledge from 
the research in hyaline cartilage TE could provide an 
insight for attempts to reconstruct the TMJ disc, given the 
similarities of those tissues, while not overlooking their 
compositional and functional differences. Thus, a brief 
presentation of cartilage engineering will follow.

In vitro studies have attempted to determine the 
optimal mechanical and biochemical stimuli required 
for proliferation and differentiation of stem cells into the 
chondroblastic line, as well as for the maintenance of 
their phenotype and ECM production. As stated above, 
a number of different techniques can be used including: 
perfusion flow, cyclic strain and/or compression, bending, 
controlled pH, controlled oxygen levels and growth factor 
delivery. Elder210 demonstrated an enhanced chondrogenic 
differentiation under cyclic mechanic compression (9.25 
KPa, 0.33 Hz, 2 h, for 3 days) of BMSCs in agarose 
gel. The same group reported that cyclic hydrostatic 
compression induced chondroinduction of MSCs211. 
Cyclic hydrodynamic stimulation has been shown to 
promote the chondrogenic commitment of hBMSCs in 
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by TGF-β, IGF-1 and FGF-2 has been shown to direct 
re-differentiation of de-differentiated cells238,239 and 
increase the cells’ proliferation rate238,240.

Stem cells were introduced early in the field of TE, 
as they possess the potential to differentiate into almost 
all types of cells. Multipotent stem cells, as mentioned 
before, can be obtained easily from various tissues. 
BMSCs have already demonstrated their tendency to 
undergo osteogenic and chondrogenic differentiation 
when cultured under certain conditions. However, it 
should be noted that adhering cell populations isolated 
from bone marrow are functionally heterogeneous, 
containing undifferentiated stem progenitors and lineage 
restricted precursors, with varying differentiation 
capacities86,87,95. Moreover, chondrogenic differentiation 
of MSCs in standard in vitro culture systems routinely 
results in expression of hypertrophic markers, such as type 
X collagen and alkaline phosphatise, which correlate with 
calcification and vascular invasion242. This undesirable 
phenomenon can be restrained by conditioning 
the cultured cells with biological, biochemical and 
biomechanical stimuli. 

A vast number of animal studies have explored 
their ability to repair mainly osseous defects displaying 
controversial results. Bone marrow derived MSCs have 
been, combined with HA/TCP scaffolds to help build 
calvarial and alveolar bone defects in canines243,244 and 
mice245, seeded into hyaluronan-based polymers for 
reconstruction of orbital rim defects in pigs246. They 
have been also loaded onto gelatin sponges for repair of 
calvarial defects in mice247 and onto poly(caprolactone)
(PCL)-based scaffolds to repair cranial defects in 
rabbits248. Adipose derived MSCs have been used in 
combination with gel foam scaffolds into rabbit calvarial 
defects249 and seeded onto PLGA scaffolds for rat critical-
sized calvarial defects250, and showed moderate and 
significant results, respectively. In a worth mentioning 
human case by Warnke251, a gross and fully vascularized 
mandibular construct was created through the combined 
use of a custom designed titanium mesh scaffold, loaded 
with hydroxyapatite (HA) blocks and a bovine type I 
collagen coating containing BMP-7 and bone marrow 
aspirate. The compound was allowed to maturate in a 
prefabricated muscle flap and revascularized through 
vessels’ ingrowth from the thoracodorsal artery. After 7 
weeks of maturation, the construct with its accompanying 
soft tissue envelope (including the adjacent vessel pedicle) 
was transplanted into the defect. The thoracodorsal 
artery and vein were anastomosed onto the external 
carotid artery and the cephalic vein, respectively. The 
patient’s ability to eat and speak improved greatly, but 
unfortunately the researchers were able to follow up only 
for 15 months when the patient passed away from cardiac 
arrest.

The repair of osteochondral defects has also been 
addressed through the use of MSCs in scaffold and 

by stimulated MSCs were comparable to those of mature 
chondrocytes, as shown by Longobardi et al230. Addition 
of the parathyroid hormone PTHrP to TGF-β3-stimulated 
MSCs has been shown to inhibit the expression of type 
X collagen and suppress cells’ terminal differentiation231. 
At the same time, other reports show negative and no 
response to the use of the combinations IGF-1/FGF-2232 
and IGF-1/TGF-β233, respectively. 

Current experimental data give us a glimpse of the 
complexity of interactions involved in the processes of 
tissue growth and homeostasis; and as they emphasize the 
limited extent of our knowledge, they indicate a need for 
deeper understanding of the background of this field.

Discussion

To what extent can we really hope that TE techniques 
can result in a viable disc analogue? The idea of seeding 
multipotent cells in specially designed scaffolds with 
concurrent orchestrated delivery of biological factors, 
creating an environment for directed differentiation 
and tissue maturation for the reconstruction of a fully 
functional tissue, TMJ disc in this case, seems to be an 
ideal prospect. In this process, however, a number of 
issues still remain unsolved.

For example, which is the most favourable cell 
source? A cell source of chondrogenic and/or fibroblastic 
cells is needed. The most apparent choice would be 
native tissue cells, already possessing the tissue specific 
differentiated phenotype; however, in our case either 
physiological or degenerated disc cells are in sort supply. 
Furthermore, their harvesting process is associated with 
an additional surgical procedure and post-operative 
donor site morbidity. The use of mature chondrocytes 
from either non-load bearing or non-articular cartilage, 
such as nasal, rib and auricular cartilage, has also been 
proposed, an approach that reduces the site morbidity 
due to the lower levels of physical forces it experiences. 
An alternative choice could be tissue specific cells of 
xenogenic origin, which would be limitless in number and 
easy to obtain, but their use could potentially implicate the 
possibility of disease transmission and histocompatibility 
issues. 

The major obstacles in the utilization of mature 
chondrocytes for TE purposes is their low expansion rates 
and de-differentiation leading to loss of function when 
cultivated in vitro234. The de-differentiation phenomenon 
is accompanied by a shift towards a fibroblast-like 
phenotype characterized by the adoption of a spindle-like 
shape and type I collagen production235. De-differentiation 
seems to be reversible when these cells are relocated 
in a 3D environment222,236,237. This observation points 
out significance of the 3D scaffold architecture in 
promoting the chondrocytic phenotype. Also, stimulation 
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maturation and conditioning in vitro should diminish 
the incidence of undesirable metaplasia, meaning 
mineralization of the chondral part towards bone. A 
number of TE studies for the mandibular condyle are 
available as the number of scientists in the field is 
growing exponentially262. 

Nevertheless, these efforts did not incorporate 
current data regarding histological and biomechanical 
characteristics of the mandibular condyle’s cartilage. This 
is not surprising since our experience on TE is limited. 
Particularly, the cartilage of the mandibular condyle 
contains a heterogeneously distributed ECM. The type 
and arrangement of collagen fibres and the type and 
distribution of GAG-associated PGs through its regions 
mirrors the function of the TMJ. For the construction of a 
viable and fully functional mandibular condyle we should 
not only attempt to mimic the macroscopic gross anatomy 
and composition of the targeted tissue. The construct 
should also display the same detailed organization of 
its cellular and non-cellular components to meet the 
requirements of native tissue. So far, efforts proposed for 
engineering composite constructs are based on specific 
strategies for selection of scaffolds and cell sources. These 
include single homogenous and biphasic scaffolds in cell-
free approaches or loaded with chondrogenic, osteogenic 
or multipotent cells263.

Issues similar to the ones of tissue engineered 
osteochondral constructs complicate the disc 
reconstruction. The TMJ disc histology has not been 
investigated thoroughly as for its cell distribution and 
extracellular matrix composition in humans46, but several 
animal models have been used, including mice37,47, 
rabbits48,49, bovines50 and porcine51. It has been suggested, 
based on a TE study where no differences were observed 
between results from porcine and human cells264, that 
the porcine model is suitable for characterization and 
TE studies of the TMJ disc. Furthermore, the first 
TMJ Bioengineering Conference held in May 2006 in 
Broomfield, Colorado263 proposed that, given the high 
cost of primate research and the similarity of the gross 
morphology of the constituents of the TMJ including 
the disc265-269, the porcine model is the most suitable 
animal model for biomechanics research and TE studies. 
Data obtained from the histological, biochemical and 
biomechanical analysis of TMJ discs of animal models, 
such as the porcine, show that the disc contains a vast 
population of fibroblasts and relatively less fibro-
chondroblasts (chondrocyte-like cells); accordingly, it is 
composed mainly of type I collagen and its total elastin 
and GAG content gives it a unique character that falls in 
between hyaline cartilage and meniscus. The compressive 
and tensile properties, demonstrated by the disc, are 
attributed to its composition and beyond that, to the 
topographic arrangement of its macromolecules. The high 
GAG concentrations, located in the intermediate zone 
and anterior band of the disc51,57,270 seem to contribute 

scaffoldless approaches. A combination of soluble 
scaffolds with MSCs have been injected in knees of 
rabbits and goats and showed controversial effects252-254. 
A biphasic PCL/TCP scaffold with MSCs was used 
in condylar defects of pigs255 and a PLGA/nano-
hydroxyapatite (NHA) composite loaded with MSCs was 
used in rats’ knees256 to repair osteochondral defects; 
both gave promising results. Accordingly, Wakitani 
et al257-259 investigated the effect of transplantation of 
MSCs embedded in collagen gel for repair of human 
full-thickness articular cartilage defects with promising 
results. Taking into consideration that there is no single 
method regarded as a standard for isolation and expansion 
of MSCs, in field of TE; it is important to realize that 
these varying approaches make it difficult to directly 
compare experimental results.

These efforts for osteochondral tissue reconstruction 
could potentially play a key role in TMJ TE, especially 
when dealing with defects involving both condylar 
bone and articular cartilage. Furthermore, as pointed 
out during the TE session of the TMJ Bioengineering 
Conference, surgical implantation and attachment of a 
TMJ disc alone is considered difficult or even impossible 
in practice by most. Thus constructing and attaching an 
engineered disc/condyle composite would be the most 
rational approach for implanting an engineered disc. This 
approach would better fit cases where disc abnormalities 
are concurrent or induced by primary degenerations of the 
condyle. Alhadlaq and Mao260,261 succeeded in generating 
constructs with the shape and dimensions of the human 
mandibular condyle. They used rat MSCs, independently 
stimulated towards the chondrogenic and osteogenic 
lines, seeded onto a photo-polymerizable, 2-layered 
polyethylene-glycol diacrylate (PEGDA) scaffold 
and implanted into the dorsum of immunodeficient 
mice for 12-week maturation. Each layer of the 
construct demonstrated tissue distinctive microscopic 
characteristics. Infiltration between osseous and 
cartilaginous compartments was enhanced by increasing 
cell encapsulation density. However, integration of the 
condyle analogue to the ascending ramus and surrounding 
attachments still composes a hurdle. 

Furthermore, a number of other issues need to be 
addressed in the challenge of implanting an engineered 
condyle. The tissue engineered condylar graft should 
be adequately vascularized whereas its attachments 
and mechanical properties should ensure the ability to 
withstand the early shear and torque stresses. Mechanical 
properties of the condylar construct depend highly on the 
level of in vitro maturation. Longer periods of maturation 
seem to lead to a better developed cartilaginous ECM, 
displaying better mechanical properties and enhanced 
success rates when subjected to physiological mechanical 
loads. However this prolonged maturation could 
negatively affect the construct’s capacity to integrate 
with the adjacent tissues. In addition, proper construct 
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found that the presence of succinic acid and lactic acid is 
a reliable marker of septic arthritis. Lavage of the upper 
compartment of the TMJ washes away degraded particles 
and inflammatory components, such as radical oxygen 
species (ROS), phospholipase A2286 and interleukins 1β 
and 6287 among others, concurrently decreasing the intra-
articular pressure. So far, diagnostic criteria in various 
TMDs, through biochemical analysis of the synovial fluid, 
are insufficiently defined, leading to inefficient treatment. 
Progressive evaluative analysis of changes occurring in 
different developmental stages of the pathogenesis of 
TMDs can offer an insight on the ongoing pathogenetic 
mechanisms. This could facilitate a deeper understanding 
of the etiology of these pathoses and subsequently enable 
the development of new successful treatments.   

The ultimate goal is reconstruction of a fully 
viable, rapidly integrating disc equivalent possessing 
the biomechanical and histological characteristics of a 
physiological human disc. In this direction, data derived 
from engineering research of relevant tissues (such 
as the knee joint) can be incorporated in TMJ disc TE 
paradigms. Concurrently scientists have to focus on 
the TMJ for a better comprehension of its physiology, 
pathophysiology and biomechanics. Advances in 
scientific fields, such as molecular and cellular biology, 
biomaterials and bioengineering, constitute a basis of 
collective wisdom. The cross-talk between specialties, 
forming interdisciplinary and multidisciplinary 
partnerships, will be the catalyst in moving the field of TE 
to new heights. Adult stem cells are a powerful tool for 
regenerative medical applications. TMJ tissue engineering 
is an opportunity that dentistry cannot afford to miss. 

Abbreviations:
TE: tissue engineering
TMJ: temporomandibular joint
TMD: temporomandibular disorder
MSC: mesenchymal stem cell
BMSC: bone marrow derived stem cell
ASC: adipose derived stem cell
DPSCs: dental pulp derived stem cells
PDLSCs: periodontal ligament derived stem cells
ECM: extra-cellular matrix
GAG: glucosaminoglycan
PGs: proteoglycans
GF: growth factor
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to the high compressive strength of these parts58,59; 
collagen fibres running circularly around the periphery 
and anteroposteriorly through the intermediate zone of the 
disc51 also correspond to the high tensile stiffness reported 
by a previous study271 and to the taut tension, applied 
through the disc’s anteroposterior axis by its anterior and 
posterior attachments. Another arising issue is a theory 
of a more mechanically demanding environment in the 
inferior joint space, which is supported by the increased 
degeneration of the inferior disc surface observed in TMJ 
disorders272-274 and the high relative number of fibro-
chondrocytes found in the inferior layer, compared to 
the superior and middle layers of the disc52. However, 
it must be taken into consideration that though porcine 
TMJ discs are approved for characterization, some early 
research data for human discs275 show controversy 
regarding the GAG distribution. In addition, differences 
existing between functional parameters of the TMJ, such 
as the frequency of mastication, indicate that they are 
not completely identical. These facts ultimately lead 
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symptomatic joint, for example in cases of septic arthritis, 
will not only instantly relieve symptoms but also enable 
identification of the microorganisms involved through 
cultivation and antibiotic sensitivity testing. Microscopic 
analysis of the synovial fluid provides information on 
compositional changes of the fluid of diseased joints 
and thus is a valuable diagnostic tool. For example, 
identification of crystals allows innocuous effusion caused 
by osteoarthritis to be differentiated from that caused by 
crystal induced inflammation284. Borenstein et al285, using 
gas-liquid chromatographic analysis of the synovial fluid, 



114   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

22. Langer R, Vacanti JP. Tissue engineering. Science, 1993; 
260:920-926.

23. Brittberg M, Lindahl A, Nilsson A, Ohlsson C, Isaksson O, 
Peterson L. Treatment of deep cartilage defects in the knee 
with autologous chondrocyte transplantation. N Engl J Med, 
1994; 331(14):889-895.

24. Knutsen G, Engebretsen L, Ludvigsen TC, Drogset JO, 
Grøntvedt T, Solheim E, Strand T, Roberts S, Isaksen 
V, Johansen O. Autologous chondrocyte implantation 
compared with microfracture in the knee. A randomized 
trial. J Bone Joint Surg Am, 2004; 86-A(3):455-464.

25. Peterson L, Minas T, Brittberg M, Lindahl A. Treatment 
of osteochondritis dissecans of the knee with autologous 
chondrocyte transplantation: results at two to ten years. J 
Bone Joint Surg Am, 2003; (85-A Suppl 2):17-24.

26. Caplan AI, Bruder SP. Mesenchymal stem cells: building 
blocks for molecular medicine in the 21st century. Trends 
Mol Med, 2001; 7(6):259-264.

27. Zuk PA, Zhu M, Ashjian P, De Ugarte DA, Huang 
JI, Mizuno H, Alfonso ZC, Fraser JK, Benhaim P, Hedrick 
MH. Human adipose tissue is a source of multipotent stem 
cells. Mol Biol Cell, 2002; 13(12):4279-4295.

28. Warejcka DJ, Harvey R, Taylor BJ, Young HE, Lucas PA. 
A population of cells isolated from rat heart capable of 
differentiating into several mesodermal phenotypes. J Surg 
Res, 1996; 62(2):233-242.

29. Campagnoli C, Roberts IA, Kumar S, Bennett 
PR, Bellantuono I, Fisk NM. Identification of mesenchymal 
stem/progenitor cells in human first-trimester fetal blood, 
liver, and bone marrow. Blood, 2001; 98(8):2396-2402.

30. Toma JG, Akhavan M, Fernandes KJ, Barnabé-Heider F, 
Sadikot A, Kaplan DR, Miller FD. Isolation of multipotent 
adult stem cells from the dermis of mammalian skin. Nat 
Cell Biol, 2001; 3(9):778-784.

31. Conget PA, Minguell JJ. Phenotypical and functional 
properties of human bone marrow mesenchymal progenitor 
cells. J Cell Physiol, 1999; 181(1):67-73.

32. Pittenger MF, Mackay AM, Beck SC, Jaiswal RK, Douglas 
R, Mosca JD, Moorman MA, Simonetti DW, Craig 
S, Marshak DR. Multilineage potential of adult human 
mesenchymal stem cells. Science, 1999; 284(5411):143-147.

33. Brazelton TR, Rossi FM, Keshet GI, Blau HM. From 
marrow to brain: expression of neuronal phenotypes in 
adult mice. Science, 2000; 290(5497):1775-1779.

34. Thomas M, Grande D, Haug RH. Development of an in 
vitro temporomandibular joint cartilage analog. J Oral 
Maxillofac Surg, 1991; 49(8):854-856; discussion 857.

35. Puelacher WC, Wisser J, Vacanti CA, Ferraro NF, 
Jaramillo D, Vacanti JP. Temporomandibular joint 
disc replacement made by tissue-engineered growth of 
cartilage. J Oral Maxillofac Surg, 1994; 52(11):1172-1177; 
discussion 1177-1178.

36. Mäenpää K, Ellä V, Mauno J, Kellomäki M, Suuronen 
R, Ylikomi T, Miettinen S. Use of adipose stem cells 
and polylactide discs for tissue engineering of the 
temporomandibular joint disc. J R Soc Interface, 2010; 
7(42):177-188.

2. Greene CS. The etiology of temporomandibular disorders: 
implications for treatment. J Orofac Pain, 2001; 15(2):93-
105; discussion 106-116.

3. Carlsson GE. Epidemiology and treatment need for 
temporomandibular disorders. J Orofac Pain, 1999; 
13(4):232-237. 

4. Solberg WK, Woo MW, Houston JB. Prevalence of 
mandibular dysfunction in young adults. J Am Dent Assoc, 
1979; 98(1):25-34.

5. Farrar WB, McCarty WL Jr.  The TMJ dilemma. J Am Dent 
Assoc, 1979; 63(1):19-26.

6. Dodson TB. Epidemiology of temporomandibular disorders. 
In: Bays RA, Quinn PD (Eds). Oral and Maxillofacial 
Surgery. Vol 4. Temporomandibular Disorders. 
Philadelphia: Saunders, 2000; pp 93-107.

7. Cremer MA, Rosloniec EF, Kang AH. The cartilage 
collagens: a review of their structure, organization, and role 
in the pathogenesis of experimental arthritis in animals and in 
human rheumatic disease. J Mol Med, 1998; 76(3-4):275-288.

8. Weyand CM, Goronzy JJ. The molecular basis of 
rheumatoid arthritis. J Mol Med, 1997; 75(11-12):772-785. 

9. Myers LK, Rosloniec EF, Cremer MA, Kang AH. Collagen-
induced arthritis, an animal model of autoimmunity. Life 
Sci, 1997; 61(19):1861-1878.

10. Campbell JH, Courey MS, Bourne P, Odziemiec C. 
Estrogen receptor analysis of human temporomandibular 
disc. J Oral Maxillofac Surg, 1993; 51(10):1101-1105.

11. Gray RJM, Davis SJ, Quayle AA. Temporomandibular 
Disorders: a clinical approach. London: British Dental 
Association, 1995. 

12. Michelotti A, de Wijer A, Steenks M, Farella M. Home-
exercise regimes for the management of non-specific 
temporomandibular disorders. J Oral Rehabil, 2005; 
32(11):779-785.

13. Dao TT, Lavigne GJ. Oral splints: the crutches for 
temporomandibular disorders and bruxism? Crit Rev Oral 
Biol Med, 1998; 9(3):345-361.

14. Ingawalé S, Goswami T. Temporomandibular joint: 
disorders, treatments, and biomechanics. Ann Biomed 
Eng, 2009; 37(5):976-996.

15. Kiehn CL, Desprez JD. Meniscectomy for internal 
derangement of temporomandibular joint. Br J Plast Surg, 
1962; 15:199-204. 

16. Hansen WC, Deshazo BW. Silastic reconstruction of 
temporo-mandibular joint meniscus. Plast Reconstr Surg, 
1969; 43(4):388-391. 

17. Kiersch TR. The use of Proplast/Teflon implants for 
meniscectomy and disc repair in the temporomandibular 
joint. AAOMS Clinical Congress, San Diego CA, 1984.

18. Spagnoli D, Kent JN. Multicenter evaluation of 
temporomandibular joint Proplast-Teflon disk implant. Oral 
Surg Oral Med Oral Pathol, 1992; 74(4):411-421.

19. US Food and Drug Administration. STMJ implants: a 
consumer information update. Rockville, MD: US Food and 
Drug Administration; 1990.

20. Meyer RA. The autogenous dermal graft in 
temporomandibular joint disc surgery. J Oral Maxillofac 
Surg, 1988; 46(11):948-954.

21. Feinberg SE. Use of local tissues for temporomandibular 
joint surgery disc replacement. Oral Maxillofac Surg Clin 
North Am, 1996; 4(2):51-74.



Balk J Stom, Vol 14, 2010 Regeneration Possibilities of the TMJ Disc  115

51. Detamore MS, Orfanos JG, Almarza AJ, French MM, Wong 
ME, Athanasiou KA. Quantitative analysis and comparative 
regional investigation of the extracellular matrix of the 
porcine temporomandibular joint disc. Matrix Biol, 2005; 
24(1):45-57.

52. Detamore MS, Hegde JN, Wagle RR, Almarza AJ, 
Montufar-Solis D, Duke PJ, Athanasiou KA. Cell type and 
distribution in the porcine temporomandibular joint disc. J 
Oral Maxillofac Surg, 2006; 64(2):243-248.

53. Scapino RP, Canham PB, Finlay HM, Mills DK. The 
behaviour of collagen fibres in stress relaxation and stress 
distribution in the jaw-joint disc of rabbits. Arch Oral Biol, 
1996; 41(11):1039-1052.

54. Mills DK, Fiandaca DJ, Scapino RP. Morphologic, 
microscopic, and immunohistochemical investigations into 
the function of the primate TMJ disc. J Orofac Pain, 1994; 
8:136-154.

55. Nakano T, Scott PG. A quantitative chemical study of 
glycosaminoglycans in the articular disc of the bovine 
temporomandibular joint. Arch Oral Biol, 1989; 34(9):749-757.

56. Sindelar BJ, Evanko SP, Alonzo T, Herring SW, Wight 
T. Effects of intraoral splint wear on proteoglycans in the 
temporomandibular joint disc. Arch Biochem Biophys, 
2000; 379(1):64-70.

57. Kopp S. Topographical distribution of sulphated 
glycosaminoglycans in human temporomandibular joint 
disks. A histochemical study of an autopsy material. J Oral 
Pathol, 1976; 5(5):265-276.

58. Beek M, Aarnts MP, Koolstra JH, Feilzer AJ, van Eijden 
TM. Dynamic properties of the human temporomandibular 
joint disc. J Dent Res, 2001; 80(3):876-880.

59. Nickel JC, McLachlan KR. In vitro measurement of the 
stress-distribution properties of the pig temporomandibular 
joint disc. Arch Oral Biol, 1994; 39(5):439-448.

60. Robey PG, Bianco P. The use of adult stem cells in 
rebuilding the human face. J Am Dent Assoc, 2006; 
137(7):961-972.

61. Keller G. Embryonic stem cell differentiation: emergence 
of a new era in biology and medicine. Genes Dev, 2005; 
19(10):1129-1155.

62. Zuk PA. Tissue engineering craniofacial defects with 
adult stem cells? Are we ready yet? Pediatr Res, 2008; 
63(5):478-486.

63. Petrakova KV, Tolmacheva AA, Fridenshtein AJ. Bone 
formation occurring in bone marrow transplantation in 
diffusion chambers. Biull Eksp Biol Med, 1963; 56:87-91.

64. Fridenshteĭn AIa, Kuz’menko GN. Formation of fibroblast 
colonies in monolayer cultures of the spleen of irradiated 
and normal mice. Biull Eksp Biol Med, 1971; 71(1):74-78.

65. Caplan AI. Mesenchymal stem cells. J Orthop Res, 1991; 
9(5):641-650.

66. Caplan AI. The mesengenic process. Clin Plast Surg, 1994; 
21(3):429-435.

67. Zuk PA, Zhu M, Mizuno H, Huang J, Futrell JW, Katz AJ, 
Benhaim P, Lorenz HP, Hedrick MH. Multilineage cells 
from human adipose tissue: implications for cell-based 
therapies. Tissue Eng, 2001; 7(2):211-228.

68. Campagnoli C, Roberts IA, Kumar S, Bennett PR, 
Bellantuono I, Fisk NM. Identification of mesenchymal 
stem/progenitor cells in human first-trimester fetal blood, 
liver, and bone marrow. Blood, 2001; 98(8):2396-2402. 

37. Kido MA, Kiyoshima T, Ibuki T, Shimizu S, Kondo T, 
Terada Y, Tanaka T. A topographical and ultrastructural 
study of sensory trigeminal nerve endings in the rat 
temporomandibular joint as demonstrated by anterograde 
transport of wheat germ agglutinin-horseradish peroxidase 
(WGA-HRP). J Dent Res, 1995; 74(7):1353-1359.

38. Stratmann U, Schaarschmidt K, Santamaria P. 
Morphometric investigation of condylar cartilage and 
disc thickness in the human temporomandibular joint: 
significance for the definition of ostearthrotic changes. J 
Oral Pathol Med, 1996; 25(5):200-205.

39. Delatte M, Von den Hoff JW, van Rheden RE, Kuijpers-
Jagtman AM. Primary and secondary cartilages of the 
neonatal rat: the femoral head and the mandibular condyle. 
Eur J Oral Sci, 2004; 112(2):156-162.

40. Petrovic AG, Stutzmann JJ, Oudet C. Control processes 
in the postnatal growth of the condylar cartilage of the 
mandible, Determinations of Mandibular Form and Growth. 
In: McNamara JA (Ed). Monograph no. 4 Craniofacial 
growth series. Center for Human Growth and Development. 
University of Michigan, Ann Arbor 1975, pp 101-153.

41. Kiyoshima T, Kido MA, Nishimura Y, Himeno M, Tsukuba 
T, Tashiro H, Yamamoto K, Tanaka T. Immunocytochemical 
localization of cathepsin L in the synovial lining cells of 
the rat temporomandibular joint. Arch Oral Biol, 1994; 
39(12):1049-1056.

42. Kiyoshima T, Tsukuba T, Kido MA, Tashiro H, Yamamoto K, 
Tanaka T. Immunohistochemical localization of cathepsins 
B and D in the synovial lining cells of the normal rat 
temporomandibular joint. Arch Oral Biol, 1993; 38(4):357-359.

43. Hills BA. Synovial surfactant and the hydrophobic articular 
surface. J Rheumatol, 1996; 23(8):1323-1325.

44. Schwarz IM, Hills BA. Synovial surfactant: lamellar bodies 
in type B synoviocytes and proteolipid in synovial fluid and 
the articular lining. Br J Rheumatol, 1996; 35(9):821-827.

45. Rahamim E, Better H, Dagan A, Nitzan DW. Electron 
microscope and biochemical observations of the surface 
active phospholipids on the articular surfaces and in 
the synovial fluid of the temporomandibular joint: a 
preliminary investigation. J Oral Maxillofac Surg, 2001; 
59(11):1326-1332.

46. Minarelli AM, Liberti EA. A microscopic survey of the 
human temporomandibular joint disc. J Oral Rehabil, 1997; 
24(11):835-840.

47. O’dell NL, Burlison SK, Starcher BC, Pennington CB. 
Morphological and biochemical studies of the elastic fibres 
in the craniomandibular joint articular disc of the tight-skin 
mouse. Arch Oral Biol, 1996; 41(5):431-437.

48. Shaw RM, Molyneux GS. Age-related changes to the surface 
ultrastructure of the rabbit temporomandibular disc. J Anat, 
1994; 185 (Pt 3):577-585.

49. Ali AM, Sharawy MM. An immunohistochemical study of 
collagen types III, VI and IX in rabbit craniomandibular 
joint tissues following surgical induction of anterior disk 
displacement. J Oral Pathol Med, 1996; 25(2):78-85.

50. Landesberg R, Takeuchi E, Puzas JE. Cellular, 
biochemical and molecular characterization of the bovine 
temporomandibular joint disc. Arch Oral Biol, 1996; 41(8-
9):761-767.



116   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

87. Muraglia A, Cancedda R, Quarto R. Clonal mesenchymal 
progenitors from human bone marrow differentiate in vitro 
according to a hierarchical model. J Cell Sci, 2000; 113(Pt 
7):1161-1166.

88. Mizuno H, Zuk PA, Zhu M, Lorenz HP, Benhaim P, Hedrick 
MH. Myogenic differentiation by human processed 
lipoaspirate cells. Plast Reconstr Surg, 2002; 109(1):199-
209; discussion 210-211.

89. Ogawa R, Mizuno H, Hyakusoku H, Watanabe A, Migita M, 
Shimada T. Chondrogenic and osteogenic differentiation of 
adipose-derived stem cells isolated from GFP transgenic 
mice. J Nippon Med Sci, 2004; 71(4):240-241.

90. Timper K, Seboek D, Eberhardt M, Linscheid P, Christ-
Crain M, Keller U, Müller B, Zulewski H. Human adipose 
tissue-derived mesenchymal stem cells differentiate into 
insulin, somatostatin, and glucagon expressing cells. 
Biochem Biophys Res Commun, 2006; 341(4):1135-1140.

91. Seo MJ, Suh SY, Bae YC, Jung JS. Differentiation of human 
adipose stromal cells into hepatic lineage in vitro and in 
vivo. Biochem Biophys Res Commun, 2005; 328(1):258-264.

92. Safford KM, Hicok KC, Safford SD, Halvorsen YD, 
Wilkison WO, Gimble JM, Rice HE. Neurogenic 
differentiation of murine and human adipose-derived 
stromal cells. Biochem Biophys Res Commun, 2002; 
294(2):371-379.

93. Jones EA, Kinsey SE, English A, Jones RA, Straszynski L, 
Meredith DM, Markham AF, Jack A, Emery P, McGonagle 
D. Isolation and characterization of bone marrow 
multipotential mesenchymal progenitor cells. Arthritis 
Rheum, 2002; 46(12):3349-3360.

94. Arbab AS, Jordan EK, Wilson LB, Yocum GT, Lewis BK, 
Frank JA. In vivo trafficking and targeted delivery of 
magnetically labeled stem cells. Hum Gene Ther, 2004; 
15(4):351-360.

95. Dominici M, Paolucci P, Conte P, Horwitz EM. 
Heterogeneity of multipotent mesenchymal stromal 
cells: from stromal cells to stem cells and vice versa. 
Transplantation, 2009; 87(9 Suppl):S36-42.

96. Dominici M, Le Blanc K, Mueller I, Slaper-Cortenbach 
I, Marini F, Krause D, Deans R, Keating A, Prockop 
Dj, Horwitz E. Minimal criteria for defining multipotent 
mesenchymal stromal cells. The International Society for 
Cellular Therapy position statement. Cytotherapy, 2006; 
8(4):315-317.

97. Shi S, Robey PG, Gronthos S. Comparison of human 
dental pulp and bone marrow stromal stem cells by cDNA 
microarray analysis. Bone, 2001; 29(6):532-539.

98. Batouli S, Miura M, Brahim J, Tsutsui TW, Fisher LW, 
Gronthos S, Robey PG, Shi S. Comparison of stem-cell-
mediated osteogenesis and dentinogenesis. J Dent Res, 
2003; 82(12):976-981.

99. Murray PE, Garcia-Godoy F, Hargreaves KM. 
Regenerative endodontics: a review of current status and a 
call for action. J Endod, 2007; 33(4):377-390.

100. Sloan AJ, Smith AJ. Stem cells and the dental pulp: 
potential roles in dentine regeneration and repair. Oral Dis, 
2007; 13(2):151-157. 

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

69. Wada MR, Inagawa-Ogashiwa M, Shimizu S, Yasumoto 
S, Hashimoto N. Generation of different fates from 
multipotent muscle stem cells. Development, 2002; 
129(12):2987-2995.

70. Janes SM, Lowell S, Hutter C. Epidermal stem cells. J 
Pathol, 2002; 197(4):479-491.

71. Yu H, Fang D, Kumar SM, Li L, Nguyen TK, Acs G, Herlyn 
M, Xu X. Isolation of a novel population of multipotent 
adult stem cells from human hair follicles. Am J Pathol, 
2006; 168(6):1879-1888.

72. McKay R. Stem cells in the central nervous system. Science, 
1997; 276(5309):66-71.

73. Gage FH. Mammalian neural stem cells. Science, 2000; 
287(5457):1433-1438.

74. Gronthos S, Mankani M, Brahim J, Robey PG, Shi S. 
Postnatal human dental pulp stem cells (DPSCs) in vitro 
and in vivo. Proc Natl Acad Sci USA, 2000; 97(25):13625-
13630.

75. Shi S, Gronthos S. Perivascular niche of postnatal 
mesenchymal stem cells in human bone marrow and dental 
pulp. J Bone Miner Res, 2003; 18(4):696-704.

76. Miura M, Gronthos S, Zhao M, Lu B, Fisher LW, Robey PG, 
Shi S. SHED: stem cells from human exfoliated deciduous 
teeth. Proc Natl Acad Sci USA, 2003;100(10):5807-5812.

77. Akintoye SO, Lam T, Shi S, Brahim J, Collins MT, Robey 
PG. Skeletal site-specific characterization of orofacial 
and iliac crest human bone marrow stromal cells in same 
individuals. Bone, 2006; 38(6):758-768.

78. Seo BM, Miura M, Gronthos S, Bartold PM, Batouli 
S, Brahim J, Young M, Robey PG, Wang CY, Shi S. 
Investigation of multipotent postnatal stem cells from human 
periodontal ligament. Lancet, 2004; 364(9429):149-155.

79. Caplan AI, Bruder SP. Mesenchymal stem cells: building 
blocks for molecular medicine in the 21st century. Trends 
Mol Med, 2001; 7(6):259-264.

80. Noël D, Djouad F, Jorgense C. Regenerative medicine 
through mesenchymal stem cells for bone and cartilage 
repair. Curr Opin Investig Drugs, 2002; 3(7):1000-1004.

81. Barry FP, Murphy JM. Mesenchymal stem cells: clinical 
applications and biological characterization. Int J Biochem 
Cell Biol, 2004; 36(4):568-584. 

82. Caplan AI. Adult mesenchymal stem cells for tissue 
engineering versus regenerative medicine. J Cell Physiol, 
2007; 213(2):341-347.

83. Petersen BE, Bowen WC, Patrene KD, Mars WM, Sullivan 
AK, Murase N, Boggs SS, Greenberger JS, Goff JP. Bone 
marrow as a potential source of hepatic oval cells. Science, 
1999; 284(5417):1168-1170.

84. Poulsom R, Alison MR, Cook T, Jeffery R, Ryan E, Forbes 
SJ, Hunt T, Wyles S, Wright NA. Bone marrow stem cells 
contribute to healing of the kidney. J Am Soc Nephrol, 
2003; 14(Suppl 1):S48-54.

85. Orlic D, Kajstura J, Chimenti S, Jakoniuk I, Anderson SM, 
Li B, Pickel J, McKay R, Nadal-Ginard B, Bodine DM, 
Leri A, Anversa P. Bone marrow cells regenerate infarcted 
myocardium. Nature, 2001; 410(6829):701-705.

86. Phinney DG, Kopen G, Righter W, Webster S, Tremain N, 
Prockop DJ. Donor variation in the growth properties and 
osteogenic potential of human marrow stromal cells. J Cell 
Biochem, 1999; 75(3):424-436.



Balk J Stom, Vol 14, 2010 Regeneration Possibilities of the TMJ Disc  117

118. Giancotti FG. Complexity and specificity of integrin 
signalling. Nat Cell Biol, 2000; 2(1):E13-14.

119. Hynes RO. Integrins: bidirectional, allosteric signaling 
machines. Cell, 2002; 110(6):673-687.

120. Segat D, Comai R, Di Marco E, Strangio A, Cancedda 
R, Franzi AT, Tacchetti C. Integrins alpha(6A)beta 1 and 
alpha(6B)beta 1 promote different stages of chondrogenic 
cell differentiation. J Biol Chem, 2002; 277(35):31612-
31622.

121. Hwang NS, Varghese S, Zhang Z, Elisseeff J. Chondrogenic 
differentiation of human embryonic stem cell-derived cells 
in arginine-glycine-aspartate-modified hydrogels. Tissue 
Eng, 2006; 12(9):2695-2706.

122. Connelly JT, García AJ, Levenston ME. Inhibition of in 
vitro chondrogenesis in RGD-modified three-dimensional 
alginate gels. Biomaterials, 2007; 28(6):1071-1083.

123. Habraken WJ, Zhang Z, Wolke JG, Grijpma DW, Mikos 
AG, Feijen J, Jansen JA. Introduction of enzymatically 
degradable poly(trimethylene carbonate) microspheres into 
an injectable calcium phosphate cement. Biomaterials, 
2008; 29(16):2464-2476.

124. Habraken WJ, de Jonge LT, Wolke JG, Yubao L, Mikos AG, 
Jansen JA. Introduction of gelatin microspheres into an 
injectable calcium phosphate cement. J Biomed Mater Res 
A, 2008; 87(3):643-655.

125. Declercq HA, Gorski TL, Tielens SP, Schacht EH, 
Cornelissen MJ. Encapsulation of osteoblast seeded 
microcarriers into injectable, photopolymerizable three-
dimensional scaffolds based on d,l-lactide and epsilon-
caprolactone. Biomacromolecules, 2005; 6(3):1608-1614.

126. Declercq HA, Cornelissen MJ, Gorskiy TL, Schacht EH. 
Osteoblast behaviour on in situ photopolymerizable three-
dimensional scaffolds based on D, L-lactide, epsilon-
caprolactone and trimethylene carbonate. J Mater Sci Mater 
Med, 2006; 17(2):113-122.

127. Nair LS, Starnes T, Ko JW, Laurencin CT. Development 
of injectable thermogelling chitosan-inorganic phosphate 
solutions for biomedical applications. Biomacromolecules, 
2007; 8(12):3779-3785.

128. Klouda L, Mikos AG. Thermoresponsive hydrogels in 
biomedical applications. Eur J Pharm Biopharm, 2008; 
68(1):34-45.

129. Haines-Butterick L, Rajagopal K, Branco M, Salick D, 
Rughani R, Pilarz M, Lamm MS, Pochan DJ, Schneider JP. 
Controlling hydrogelation kinetics by peptide design for 
three-dimensional encapsulation and injectable delivery of 
cells. Proc Natl Acad Sci USA, 2007; 104(19):7791-7796.

130. Rothenfluh DA, Bermudez H, O’Neil CP, Hubbell JA. 
Biofunctional polymer nanoparticles for intra-articular 
targeting and retention in cartilage. Nat Mater, 2008; 
7(3):248-254.

131. Kretlow JD, Young S, Klouda L, Wong M, Mikos AG. 
Injectable Biomaterials for Regenerating Complex 
Craniofacial Tissues. Adv Mater, 2009; 21(32-33):3368-3393.

132. Nedopil AJ, Mandrussow LG, Daldrup-Link HE. 
Implantation of ferumoxides labeled human mesenchymal 
stem cells in cartilage defects. J Vis Exp, 2010; (38). pii: 
1793. doi: 10.3791/1793.

133. Selmi TA, Verdonk P, Chambat P, Dubrana F, Potel 
JF, Barnouin L, Neyret P. Autologous chondrocyte 
implantation in a novel alginate-agarose hydrogel: outcome 
at two years. J Bone Joint Surg Br, 2008; 90(5):597-604.

102. Im GI, Shin YW, Lee KB. Do adipose tissue-derived 
mesenchymal stem cells have the same osteogenic and 
chondrogenic potential as bone marrow-derived cells? 
Osteoarthritis Cartilage, 2005; 13(10):845-853.

103. Vidal MA, Robinson SO, Lopez MJ, Paulsen DB, 
Borkhsenious O, Johnson JR, Moore RM, Gimble 
JM. Comparison of chondrogenic potential in equine 
mesenchymal stromal cells derived from adipose tissue and 
bone marrow. Vet Surg, 2008; 37(8):713-724.

104. Kisiday JD, Kopesky PW, Evans CH, Grodzinsky AJ, 
McIlwraith CW, Frisbie DD. Evaluation of adult equine 
bone marrow- and adipose-derived progenitor cell 
chondrogenesis in hydrogel cultures. J Orthop Res, 2008; 
26(3):322-331.

105. Wagner W, Wein F, Seckinger A, Frankhauser M, Wirkner U, 
Krause U, Blake J, Schwager C, Eckstein V, Ansorge W, Ho 
AD. Comparative characteristics of mesenchymal stem cells 
from human bone marrow, adipose tissue, and umbilical 
cord blood. Exp Hematol, 2005; 33(11):1402-1416.

106. Hollister SJ, Lin CY, Saito E, Lin CY, Schek RD, Taboas 
JM, Williams JM, Partee B, Flanagan CL, Diggs A, Wilke 
EN, Van Lenthe GH, Müller R, Wirtz T, Das S, Feinberg SE, 
Krebsbach PH. Engineering craniofacial scaffolds. Orthod 
Craniofac Res, 2005; 8(3):162-173.

107. Salgado AJ, Coutinho OP, Reis RL. Bone tissue 
engineering: state of the art and future trends. Macromol 
Biosci, 2004; 4(8):743-765.

108. Hollister SJ. Porous scaffold design for tissue engineering. 
Nat Mater, 2005; 4(7):518-524. Erratum in: Nat Mater, 
2006; 5(7):590.

109. Hutmacher DW, Cool S. Concepts of scaffold-based tissue 
engineering--the rationale to use solid free-form fabrication 
techniques. J Cell Mol Med, 2007; 11(4):654-669.

110. Adachi T, Osako Y, Tanaka M, Hojo M, Hollister SJ. 
Framework for optimal design of porous scaffold 
microstructure by computational simulation of bone 
regeneration. Biomaterials, 2006; 27(21):3964-3972.

111. Jones AC, Arns CH, Sheppard AP, Hutmacher DW, 
Milthorpe BK, Knackstedt MA. Assessment of bone 
ingrowth into porous biomaterials using MICRO-CT. 
Biomaterials, 2007; 28(15):2491-2504. 

112. Holy CE, Dang SM, Davies JE, Shoichet MS. In vitro 
degradation of a novel poly(lactide-co-glycolide) 75/25 
foam. Biomaterials, 1999; 20(13):1177-1185.

113. Woodfield TB, Malda J, de Wijn J, Péters F, Riesle J, van 
Blitterswijk CA. Design of porous scaffolds for cartilage 
tissue engineering using a three-dimensional fiber-
deposition technique. Biomaterials, 2004; 25(18):4149-
4161.

114. Yeong WY, Chua CK, Leong KF, Chandrasekaran M. Rapid 
prototyping in tissue engineering: challenges and potential. 
Trends Biotechnol, 2004; 22(12):643-652.

115. Nuttelman CR, Tripodi MC, Anseth KS. Synthetic hydrogel 
niches that promote hMSC viability. Matrix Biol, 2005; 
24(3):208-218.

116. Santiago LY, Nowak RW, Peter Rubin J, Marra KG. 
Peptide-surface modification of poly(caprolactone) with 
laminin-derived sequences for adipose-derived stem cell 
applications. Biomaterials, 2006; 27(15):2962-2969.

117. Dedhar S. Cell-substrate interactions and signaling through 
ILK. Curr Opin Cell Biol, 2000; 12(2):250-256.



118   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

147. Shainer R, Gaberman E, Levdansky L, Gorodetsky R. 
Efficient isolation and chondrogenic differentiation of 
adult mesenchymal stem cells with fibrin microbeads and 
micronized collagen sponges. Regen Med, 2010; 5(2):255-265.

148. Ho ST, Cool SM, Hui JH, Hutmacher DW. The influence of 
fibrin based hydrogels on the chondrogenic differentiation 
of human bone marrow stromal cells. Biomaterials, 2010; 
31(1):38-47.

149. Pelaez D, Huang CY, Cheung HS. Cyclic Compression 
Maintains Viability and Induces Chondrogenesis of Human 
Mesenchymal Stem Cells in Fibrin Gel Scaffolds. Stem 
Cells Dev, 2008; [Epub ahead of print]

150. Dragoo JL, Carlson G, McCormick F, Khan-Farooqi H, 
Zhu M, Zuk PA, Benhaim P. Healing full-thickness cartilage 
defects using adipose-derived stem cells. Tissue Eng, 2007; 
13(7):1615-1621.

151. Haider M, Cappello J, Ghandehari H, Leong KW. In vitro 
chondrogenesis of mesenchymal stem cells in recombinant 
silk-elastinlike hydrogels. Pharm Res, 2008; 25(3):692-699.

152. Wang Y, Kim HJ, Vunjak-Novakovic G, Kaplan DL. Stem 
cell-based tissue engineering with silk biomaterials. 
Biomaterials, 2006; 27(36):6064-6082.

153. Hofmann S, Knecht S, Langer R, Kaplan DL, Vunjak-
Novakovic G, Merkle HP, Meinel L. Cartilage-like tissue 
engineering using silk scaffolds and mesenchymal stem 
cells. Tissue Eng, 2006; 12(10):2729-2738. 

154. Pulkkinen H, Tiitu V, Lammentausta E, Laasanen MS, 
Hämäläinen ER, Kiviranta I, Lammi MJ. Cellulose sponge 
as a scaffold for cartilage tissue engineering. Biomed Mater 
Eng, 2006; 16(4 Suppl):S29-35.

155. Chen J, Wang C, Lü S, Wu J, Guo X, Duan C, Dong 
L, Song Y, Zhang J, Jing D, Wu L, Ding J, Li D. In vivo 
chondrogenesis of adult bone-marrow-derived autologous 
mesenchymal stem cells. Cell Tissue Res, 2005; 
319(3):429-438. 

156. Heymer A, Bradica G, Eulert J, Nöth U. Multiphasic 
collagen fibre-PLA composites seeded with human 
mesenchymal stem cells for osteochondral defect repair: 
an in vitro study. J Tissue Eng Regen Med, 2009; 3(5):389-
397.

157. Yin Z, Chen X, Chen JL, Shen WL, Hieu Nguyen TM, 
Gao L, Ouyang HW. The regulation of tendon stem 
cell differentiation by the alignment of nanofibers. 
Biomaterials, 2010; 31(8):2163-2175. 

158. Mahmoudifar N, Doran PM. Chondrogenic differentiation 
of human adipose-derived stem cells in polyglycolic 
acid mesh scaffolds under dynamic culture conditions. 
Biomaterials, 2010; 31(14):3858-3867. 

159. DiCarlo BB, Hu JC, Gross T, Vago R, Athanasiou KA. 
Biomaterial effects in articular cartilage tissue engineering 
using polyglycolic acid, a novel marine origin biomaterial, 
IGF-I, and TGF-beta 1. Proc Inst Mech Eng H, 2009; 
223(1):63-73. 

160. Zhou XZ, Leung VY, Dong QR, Cheung KM, Chan D, Lu 
WW. Mesenchymal stem cell-based repair of articular 
cartilage with polyglycolic acid-hydroxyapatite biphasic 
scaffold. Int J Artif Organs, 2008; 31(6):480-489. 

161. Xin X, Hussain M, Mao JJ. Continuing differentiation of 
human mesenchymal stem cells and induced chondrogenic 
and osteogenic lineages in electrospun PLGA nanofiber 
scaffold. Biomaterials, 2007; 28(2):316-325.

134. Awad HA, Wickham MQ, Leddy HA, Gimble JM, Guilak 
F. Chondrogenic differentiation of adipose-derived adult 
stem cells in agarose, alginate, and gelatin scaffolds. 
Biomaterials, 2004; 25(16):3211-3222.

135. Yang C, Frei H, Rossi FM, Burt HM. The differential in 
vitro and in vivo responses of bone marrow stromal cells on 
novel porous gelatin-alginate scaffolds. J Tissue Eng Regen 
Med, 2009; 3(8):601-614.

136. Chang JC, Hsu SH, Chen DC. The promotion of 
chondrogenesis in adipose-derived adult stem cells by an 
RGD-chimeric protein in 3D alginate culture. Biomaterials, 
2009; 30(31):6265-6275.

137. Vinatier C, Magne D, Moreau A, Gauthier O, Malard O, 
Vignes-Colombeix C, Daculsi G, Weiss P, Guicheux J. 
Engineering cartilage with human nasal chondrocytes and 
a silanized hydroxypropyl methylcellulose hydrogel. J 
Biomed Mater Res A, 2007; 80(1):66-74.

138. Hoemann CD, Sun J, McKee MD, Chevrier A, Rossomacha 
E, Rivard GE, Hurtig M, Buschmann MD. Chitosan-
glycerol phosphate/blood implants elicit hyaline cartilage 
repair integrated with porous subchondral bone in 
microdrilled rabbit defects. Osteoarthritis Cartilage, 2007; 
15(1):78-89. 

139. Ragetly GR, Griffon DJ, Lee HB, Fredericks LP, 
Gordon-Evans W, Chung YS. Effect of chitosan scaffold 
microstructure on mesenchymal stem cell chondrogenesis. 
Acta Biomater, 2010; 6(4):1430-1436.

140. Breyner NM, Hell RC, Carvalho LR, Machado CB, 
Peixoto Filho IN, Valério P, Pereira MM, Goes AM. 
Effect of a three-dimensional chitosan porous scaffold 
on the differentiation of mesenchymal stem cells into 
chondrocytes. Cells Tissues Organs, 2010; 191(2):119-128. 

141. Marcacci M, Berruto M, Brocchetta D, Delcogliano A, 
Ghinelli D, Gobbi A, Kon E, Pederzini L, Rosa D, Sacchetti 
GL, Stefani G, Zanasi S. Articular cartilage engineering 
with Hyalograft C: 3-year clinical results. Clin Orthop 
Relat Res, 2005; 435:96-105.

142. Kayakabe M, Tsutsumi S, Watanabe H, Kato Y, Takagishi 
K. Transplantation of autologous rabbit BM-derived 
mesenchymal stromal cells embedded in hyaluronic 
acid gel sponge into osteochondral defects of the knee. 
Cytotherapy, 2006; 8(4):343-353.

143. Jakobsen RB, Shahdadfar A, Reinholt FP, Brinchmann JE. 
Chondrogenesis in a hyaluronic acid scaffold: comparison 
between chondrocytes and MSC from bone marrow and 
adipose tissue. Knee Surg Sports Traumatol Arthrosc, 2009; 
[Epub ahead of print]

144. Erickson IE, Huang AH, Sengupta S, Kestle S, 
Burdick JA, Mauck RL. Macromer density influences 
mesenchymal stem cell chondrogenesis and maturation in 
photocrosslinked hyaluronic acid hydrogels. Osteoarthritis 
Cartilage, 2009; 17(12):1639-1648.

145. Cherubino P, Grassi FA, Bulgheroni P, Ronga M. 
Autologous chondrocyte implantation using a bilayer 
collagen membrane: a preliminary report. J Orthop Surg 
(Hong Kong), 2003; 11(1):10-15.

146. Kuroda R, Ishida K, Matsumoto T, Akisue T, Fujioka H, 
Mizuno K, Ohgushi H, Wakitani S, Kurosaka M. Treatment 
of a full-thickness articular cartilage defect in the femoral 
condyle of an athlete with autologous bone-marrow stromal 
cells. Osteoarthritis Cartilage, 2007; 15(2):226-231.



Balk J Stom, Vol 14, 2010 Regeneration Possibilities of the TMJ Disc  119

178. Puetzer JL, Petitte JN, Loboa EG. Comparative Review 
of Growth Factors for Induction of Three-Dimensional In 
Vitro Chondrogenesis in Human Mesenchymal Stem Cells 
Isolated from Bone Marrow and Adipose Tissue. Tissue Eng 
Part B Rev, 2010 [Epub ahead of print]

179. Gaissmaier C, Koh JL, Weise K. Growth and differentiation 
factors for cartilage healing and repair. Injury, 2008; 39 
(Suppl 1):S88-96. 

180. Brochhausen C, Lehmann M, Halstenberg S, Meurer A, 
Klaus G, Kirkpatrick CJ. Signalling molecules and growth 
factors for tissue engineering of cartilage-what can we learn 
from the growth plate? J Tissue Eng Regen Med, 2009; 
3(6):416-429. 

181. Grimaud E, Heymann D, Rédini F. Recent advances in 
TGF-beta effects on chondrocyte metabolism. Potential 
therapeutic roles of TGF-beta in cartilage disorders. 
Cytokine Growth Factor Rev, 2002; 13(3):241-257. 

182. Jian H, Shen X, Liu I, Semenov M, He X, Wang XF. Smad3-
dependent nuclear translocation of beta-catenin is required 
for TGF-beta1-induced proliferation of bone marrow-
derived adult human mesenchymal stem cells. Genes Dev, 
2006; 20(6):666-674.

183. Zhou S, Eid K, Glowacki J. Cooperation between TGF-
beta and Wnt pathways during chondrocyte and adipocyte 
differentiation of human marrow stromal cells. J Bone 
Miner Res, 2004; 19(3):463-470.

184. Sekiya I, Larson BL, Vuoristo JT, Reger RL, Prockop DJ. 
Comparison of effect of BMP-2, -4, and -6 on in vitro 
cartilage formation of human adult stem cells from bone 
marrow stroma. Cell Tissue Res, 2005; 320(2):269-276.

185. Gründer T, Gaissmaier C, Fritz J, Stoop R, Hortschansky 
P, Mollenhauer J, Aicher WK. Bone morphogenetic protein 
(BMP)-2 enhances the expression of type II collagen and 
aggrecan in chondrocytes embedded in alginate beads. 
Osteoarthritis Cartilage, 2004; 12(7):559-567.

186. Kuo AC, Rodrigo JJ, Reddi AH, Curtiss S, Grotkopp E, 
Chiu M. Microfracture and bone morphogenetic protein 7 
(BMP-7) synergistically stimulate articular cartilage repair. 
Osteoarthritis Cartilage, 2006; 14(11):1126-1135.

187. Cook SD, Patron LP, Salkeld SL, Rueger DC. Repair of 
articular cartilage defects with osteogenic protein-1 (BMP-
7) in dogs. J Bone Joint Surg Am, 2003; 85-A (Suppl 
3):116-123.

188. Davidson D, Blanc A, Filion D, Wang H, Plut P, Pfeffer 
G, Buschmann MD, Henderson JE. Fibroblast growth 
factor (FGF) 18 signals through FGF receptor 3 to promote 
chondrogenesis. J Biol Chem, 2005; 280(21):20509-20515.

189. Moore EE, Bendele AM, Thompson DL, Littau A, Waggie 
KS, Reardon B, Ellsworth JL. Fibroblast growth factor-18 
stimulates chondrogenesis and cartilage repair in a rat 
model of injury-induced osteoarthritis. Osteoarthritis 
Cartilage, 2005; 13(7):623-631. 

190. Solchaga LA, Penick K, Porter JD, Goldberg VM, 
Caplan AI, Welter JF. FGF-2 enhances the mitotic and 
chondrogenic potentials of human adult bone marrow-
derived mesenchymal stem cells. J Cell Physiol, 2005; 
203(2):398-409.

191. Solchaga LA, Penick K, Goldberg VM, Caplan AI, Welter 
JF. Fibroblast growth factor-2 enhances proliferation and 
delays loss of chondrogenic potential in human adult bone-
marrow-derived mesenchymal stem cells. Tissue Eng Part 
A, 2010; 16(3):1009-1019.

162. Munirah S, Kim SH, Ruszymah BH, Khang G. The use of 
fibrin and poly(lactic-co-glycolic acid) hybrid scaffold for 
articular cartilage tissue engineering: an in vivo analysis. 
Eur Cell Mater, 2008; 15:41-52.

163. Dai W, Kawazoe N, Lin X, Dong J, Chen G. The influence 
of structural design of PLGA/collagen hybrid scaffolds 
in cartilage tissue engineering. Biomaterials, 2010; 
31(8):2141-2152.

164. Mahmood TA, Shastri VP, van Blitterswijk CA, Langer R, 
Riesle J. Evaluation of chondrogenesis within PEGT: PBT 
scaffolds with high PEG content. J Biomed Mater Res A, 
2006; 79(1):216-222.

165. Nicodemus GD, Villanueva I, Bryant SJ. Mechanical 
stimulation of TMJ condylar chondrocytes encapsulated in 
PEG hydrogels. J Biomed Mater Res A, 2007; 83(2):323-331. 

166. Salinas CN, Anseth KS. Decorin moieties tethered into PEG 
networks induce chondrogenesis of human mesenchymal 
stem cells. J Biomed Mater Res A, 2009; 90(2):456-464.

167. Kim HJ, Lee JH, Im GI. Chondrogenesis using 
mesenchymal stem cells and PCL scaffolds. J Biomed 
Mater Res A, 2010; 92(2):659-666.

168. Shao X, Goh JC, Hutmacher DW, Lee EH, Zigang G. 
Repair of large articular osteochondral defects using hybrid 
scaffolds and bone marrow-derived mesenchymal stem 
cells in a rabbit model. Tissue Eng, 2006; 12(6):1539-1551.

169. Li WJ, Tuli R, Okafor C, Derfoul A, Danielson KG, Hall 
DJ, Tuan RS. A three-dimensional nanofibrous scaffold 
for cartilage tissue engineering using human mesenchymal 
stem cells. Biomaterials, 2005; 26(6):599-609.

170. Valonen PK, Moutos FT, Kusanagi A, Moretti MG, 
Diekman BO, Welter JF, Caplan AI, Guilak F, Freed LE. 
In vitro generation of mechanically functional cartilage 
grafts based on adult human stem cells and 3D-woven 
poly(epsilon-caprolactone) scaffolds. Biomaterials, 2010; 
31(8):2193-2200.

171. Kang Y, Yang J, Khan S, Anissian L, Ameer GA. A new 
biodegradable polyester elastomer for cartilage tissue 
engineering. J Biomed Mater Res A, 2006; 77(2):331-339.

172. Jeong CG, Hollister SJ. A comparison of the influence 
of material on in vitro cartilage tissue engineering with 
PCL, PGS, and POC 3D scaffold architecture seeded with 
chondrocytes. Biomaterials, 2010; 31(15):4304-4312.

173. Lee CR, Grad S, Gorna K, Gogolewski S, Goessl A, Alini 
M. Fibrin-polyurethane composites for articular cartilage 
tissue engineering: a preliminary analysis. Tissue Eng, 
2005; 11(9-10):1562-1573.

174. Li Z, Yao SJ, Alini M, Stoddart MJ. Chondrogenesis of 
Human Bone Marrow Mesenchymal Stem Cells in Fibrin-
Polyurethane Composites is Modulated by Frequency and 
Amplitude of Dynamic Compression and Shear Stress. 
Tissue Eng Part A, 2009; Sep 8.

175. Depprich R, Handschel J, Wiesmann HP, Jäsche-Meyer 
J, Meyer U. Use of bioreactors in maxillofacial tissue 
engineering. Br J Oral Maxillofac Surg, 2008; 46(5):349-354.

176. Sikavitsas VI, Bancroft GN, Mikos AG. Formation of 
three-dimensional cell/polymer constructs for bone tissue 
engineering in a spinner flask and a rotating wall vessel 
bioreactor. J Biomed Mater Res, 2002; 62(1):136-148.

177. Schulz RM, Bader A. Cartilage tissue engineering and 
bioreactor systems for the cultivation and stimulation of 
chondrocytes. Eur Biophys J, 2007; 36(4-5):539-568. 



120   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

207. Guo T, Zhao J, Chang J, Ding Z, Hong H, Chen J, Zhang 
J. Porous chitosan-gelatin scaffold containing plasmid DNA 
encoding transforming growth factor-beta1 for chondrocytes 
proliferation. Biomaterials, 2006; 27(7):1095-1103. 

208. Capito RM, Spector M. Collagen scaffolds for nonviral 
IGF-1 gene delivery in articular cartilage tissue 
engineering. Gene Ther, 2007; 14(9):721-732.

209. Steinert AF, Nöth U, Tuan RS. Concepts in gene therapy for 
cartilage repair. Injury, 2008; 39 (Suppl 1):S97-113.

210. Elder SH, Goldstein SA, Kimura JH, Soslowsky LJ, 
Spengler DM. Chondrocyte differentiation is modulated by 
frequency and duration of cyclic compressive loading. Ann 
Biomed Eng, 2001; 29(6):476-482.

211. Elder SH, Fulzele KS, McCulley WR. Cyclic hydrostatic 
compression stimulates chondroinduction of C3H/10T1/2 
cells. Biomech Model Mechanobiol, 2005; 3(3):141-146.

212. Angele P, Yoo JU, Smith C, Mansour J, Jepsen KJ, Nerlich 
M, Johnstone B. Cyclic hydrostatic pressure enhances the 
chondrogenic phenotype of human mesenchymal progenitor 
cells differentiated in vitro. J Orthop Res, 2003; 21(3):451-457.

213. Davisson T, Kunig S, Chen A, Sah R, Ratcliffe A. Static and 
dynamic compression modulate matrix metabolism in tissue 
engineered cartilage. J Orthop Res, 2002; 20(4):842-848.

214. Lee CR, Grodzinsky AJ, Spector M. Biosynthetic response 
of passaged chondrocytes in a type II collagen scaffold to 
mechanical compression. J Biomed Mater Res A, 2003; 
64(3):560-569.

215. Kisiday JD, Jin M, DiMicco MA, Kurz B, Grodzinsky AJ. 
Effects of dynamic compressive loading on chondrocyte 
biosynthesis in self-assembling peptide scaffolds. J 
Biomech, 2004; 37(5):595-604.

216. Jagodzinski M, Drescher M, Zeichen J, Hankemeier S, 
Krettek C, Bosch U, van Griensven M. Effects of cyclic 
longitudinal mechanical strain and dexamethasone on 
osteogenic differentiation of human bone marrow stromal 
cells. Eur Cell Mater, 2004; 7:35-41; discussion 41.

217. Bancroft GN, Sikavitsas VI, van den Dolder J, Sheffield TL, 
Ambrose CG, Jansen JA, Mikos AG. Fluid flow increases 
mineralized matrix deposition in 3D perfusion culture of 
marrow stromal osteoblasts in a dose-dependent manner. 
Proc Natl Acad Sci USA, 2002; 99(20):12600-12605.

218. Bibby SR, Urban JP. Effect of nutrient deprivation on the 
viability of intervertebral disc cells. Eur Spine J, 2004; 
13(8):695-701.

219. Mobasheri A, Bondy CA, Moley K, Mendes AF, Rosa SC, 
Richardson SM, Hoyland JA, Barrett-Jolley R, Shakibaei M. 
Facilitative glucose transporters in articular chondrocytes. 
Expression, distribution and functional regulation of GLUT 
isoforms by hypoxia, hypoxia mimetics, growth factors and 
pro-inflammatory cytokines. Adv Anat Embryol Cell Biol, 
2008; 200:1 p following vi, 1-84. 

220. Robins JC, Akeno N, Mukherjee A, Dalal RR, Aronow BJ, 
Koopman P, Clemens TL. Hypoxia induces chondrocyte-
specific gene expression in mesenchymal cells in 
association with transcriptional activation of Sox9. Bone, 
2005; 37(3):313-322.

221. Wang DW, Fermor B, Gimble JM, Awad HA, Guilak F. 
Influence of oxygen on the proliferation and metabolism 
of adipose derived adult stem cells. J Cell Physiol, 2005; 
204(1):184-191. 

192. Chiou M, Xu Y, Longaker MT. Mitogenic and chondrogenic 
effects of fibroblast growth factor-2 in adipose-derived 
mesenchymal cells. Biochem Biophys Res Commun, 2006; 
343(2):644-652.

193. Ishii I, Mizuta H, Sei A, Hirose J, Kudo S, Hiraki Y. Healing 
of full-thickness defects of the articular cartilage in rabbits 
using fibroblast growth factor-2 and a fibrin sealant. J Bone 
Joint Surg Br, 2007; 89(5):693-700.

194. Schmidt MB, Chen EH, Lynch SE. A review of the effects 
of insulin-like growth factor and platelet derived growth 
factor on in vivo cartilage healing and repair. Osteoarthritis 
Cartilage, 2006; 14(5):403-412.

195. Davies LC, Blain EJ, Gilbert SJ, Caterson B, Duance VC. 
The potential of IGF-1 and TGFbeta1 for promoting “adult” 
articular cartilage repair: an in vitro study. Tissue Eng Part 
A, 2008; 14(7):1251-1261.

196. Holland TA, Bodde EW, Cuijpers VM, Baggett LS, Tabata Y, 
Mikos AG, Jansen JA. Degradable hydrogel scaffolds for in 
vivo delivery of single and dual growth factors in cartilage 
repair. Osteoarthritis Cartilage, 2007; 15(2):187-197.

197. Uebersax L, Merkle HP, Meinel L. Insulin-like growth 
factor I releasing silk fibroin scaffolds induce chondrogenic 
differentiation of human mesenchymal stem cells. J Control 
Release, 2008; 127(1):12-21.

198. Church V, Nohno T, Linker C, Marcelle C, Francis-West P. 
Wnt regulation of chondrocyte differentiation. J Cell Sci, 
2002; 115(Pt 24):4809-4818.

199. Chun JS, Oh H, Yang S, Park M. Wnt signaling in cartilage 
development and degeneration. BMB Rep, 2008; 41(7):485-
494.

200. Kanichai M, Ferguson D, Prendergast PJ, Campbell VA. 
Hypoxia promotes chondrogenesis in rat mesenchymal stem 
cells: a role for AKT and hypoxia-inducible factor (HIF)-
1alpha. J Cell Physiol, 2008; 216(3):708-715.

201. Schipani E, Ryan HE, Didrickson S, Kobayashi T, Knight 
M, Johnson RS. Hypoxia in cartilage: HIF-1alpha is 
essential for chondrocyte growth arrest and survival. Genes 
Dev, 2001; 15(21):2865-2876.

202. Pfander D, Cramer T, Schipani E, Johnson RS. HIF-1alpha 
controls extracellular matrix synthesis by epiphyseal 
chondrocytes. J Cell Sci, 2003; 116(Pt 9):1819-1826.

203. Derfoul A, Perkins GL, Hall DJ, Tuan RS. Glucocorticoids 
promote chondrogenic differentiation of adult human 
mesenchymal stem cells by enhancing expression of 
cartilage extracellular matrix genes. Stem Cells, 2006; 
24(6):1487-1495.

204. Bosnakovski D, Mizuno M, Kim G, Takagi S, Okumura M, 
Fujinaga T. Isolation and multilineage differentiation of 
bovine bone marrow mesenchymal stem cells. Cell Tissue 
Res, 2005; 319(2):243-253.

205. Bean AC, Almarza AJ, Athanasiou KA. Effects of ascorbic 
acid concentration on the tissue engineering of the 
temporomandibular joint disc. Proc Inst Mech Eng H, 2006; 
220(3):439-447.

206. Evans CH, Robbins PD, Ghivizzani SC, Herndon JH, Kang 
R, Bahnson AB, Barranger JA, Elders EM, Gay S, Tomaino 
MM, Wasko MC, Watkins SC, Whiteside TL, Glorioso JC, 
Lotze MT, Wright TM. Clinical trial to assess the safety, 
feasibility, and efficacy of transferring a potentially anti-
arthritic cytokine gene to human joints with rheumatoid 
arthritis. Hum Gene Ther, 1996; 7(10):1261-1280.



Balk J Stom, Vol 14, 2010 Regeneration Possibilities of the TMJ Disc  121

237. Schulze-Tanzil G, de Souza P, Villegas Castrejon H, John 
T, Merker HJ, Scheid A, Shakibaei M. Redifferentiation 
of dedifferentiated human chondrocytes in high-density 
cultures. Cell Tissue Res, 2002; 308(3):371-379.

238. Barbero A, Ploegert S, Heberer M, Martin I. Plasticity of 
clonal populations of dedifferentiated adult human articular 
chondrocytes. Arthritis Rheum, 2003; 48(5):1315-1325.

239. Jenniskens YM, Koevoet W, de Bart AC, Weinans H, Jahr 
H, Verhaar JA, DeGroot J, van Osch GJ. Biochemical and 
functional modulation of the cartilage collagen network by 
IGF1, TGFbeta2 and FGF2. Osteoarthritis Cartilage, 2006; 
14(11):1136-1146.

240. Jakob M, Démarteau O, Suetterlin R, Heberer M, Martin 
I. Chondrogenesis of expanded adult human articular 
chondrocytes is enhanced by specific prostaglandins. 
Rheumatology (Oxford), 2004; 43(7):852-857.

241. Kuznetsov SA, Krebsbach PH, Satomura K, Kerr J, 
Riminucci M, Benayahu D, Robey PG. Single-colony 
derived strains of human marrow stromal fibroblasts form 
bone after transplantation in vivo. J Bone Miner Res, 1997; 
12(9):1335-1347.

242. Pelttari K, Winter A, Steck E, Goetzke K, Hennig T, 
Ochs BG, Aigner T, Richter W. Premature induction of 
hypertrophy during in vitro chondrogenesis of human 
mesenchymal stem cells correlates with calcification and 
vascular invasion after ectopic transplantation in SCID 
mice. Arthritis Rheum, 2006; 54(10):3254-3266.

243. De Kok IJ, Peter SJ, Archambault M, van den Bos 
C, Kadiyala S, Aukhil I, Cooper LF. Investigation of 
allogeneic mesenchymal stem cell-based alveolar bone 
formation: preliminary findings. Clin Oral Implants Res, 
2003; 14(4):481-489.

244. De Kok IJ, Drapeau SJ, Young R, Cooper LF. Evaluation of 
mesenchymal stem cells following implantation in alveolar 
sockets: a canine safety study. Int J Oral Maxillofac 
Implants, 2005; 20(4):511-518. 

245. Mankani MH, Kuznetsov SA, Wolfe RM, Marshall GW, 
Robey PG. In vivo bone formation by human bone marrow 
stromal cells: reconstruction of the mouse calvarium and 
mandible. Stem Cells, 2006; 24(9):2140-2149.

246. Radice M, Brun P, Cortivo R, Scapinelli R, Battaliard 
C, Abatangelo G. Hyaluronan-based biopolymers as 
delivery vehicles for bone-marrow-derived mesenchymal 
progenitors. J Biomed Mater Res, 2000; 50(2):101-109.

247. Krebsbach PH, Mankani MH, Satomura K, Kuznetsov SA, 
Robey PG. Repair of craniotomy defects using bone marrow 
stromal cells. Transplantation, 1998; 66(10):1272-1278. 

248. Bidic SM, Calvert JW, Marra K, Kumta P, Campbell P, 
Mitchell R, Wigginton W, Hollinger JO, Weiss L, Mooney 
MP. Rabbit calvarial wound healing by means of seeded 
Caprotite scaffolds. J Dent Res, 2003; 82(2):131-135.

249. Dudas JR, Marra KG, Cooper GM, Penascino VM, Mooney 
MP, Jiang S, Rubin JP, Losee JE. The osteogenic potential 
of adipose-derived stem cells for the repair of rabbit 
calvarial defects. Ann Plast Surg, 2006; 56(5):543-548.

250. Yoon E, Dhar S, Chun DE, Gharibjanian NA, Evans GR. 
In vivo osteogenic potential of human adipose-derived 
stem cells/poly lactide-co-glycolic acid constructs for bone 
regeneration in a rat critical-sized calvarial defect model. 
Tissue Eng, 2007; 13(3):619-627.

222. Domm C, Schünke M, Christesen K, Kurz B. 
Redifferentiation of dedifferentiated bovine articular 
chondrocytes in alginate culture under low oxygen tension. 
Osteoarthritis Cartilage, 2002; 10(1):13-22.

223. Malda J, Martens DE, Tramper J, van Blitterswijk CA, 
Riesle J. Cartilage tissue engineering: controversy in the 
effect of oxygen. Crit Rev Biotechnol, 2003; 23(3):175-194. 

224. Betre H, Ong SR, Guilak F, Chilkoti A, Fermor B, Setton 
LA. Chondrocytic differentiation of human adipose-derived 
adult stem cells in elastin-like polypeptide. Biomaterials, 
2006; 27(1):91-99.

225. Wuertz K, Godburn K, Iatridis JC. MSC response to pH 
levels found in degenerating intervertebral discs. Biochem 
Biophys Res Commun, 2009; 379(4):824-829. 

226. Wuertz K, Godburn K, Neidlinger-Wilke C, Urban J, 
Iatridis JC. Behavior of mesenchymal stem cells in the 
chemical microenvironment of the intervertebral disc. Spine 
(Philadelphia, Pa 1976), 2008; 33(17):1843-1849.

227. Li Z, Kupcsik L, Yao SJ, Alini M, Stoddart MJ. Mechanical 
Load Modulates Chondrogenesis of Human Mesenchymal 
Stem Cells through the TGF-beta Pathway. J Cell Mol Med, 
2009; May 11.

228. Indrawattana N, Chen G, Tadokoro M, Shann LH, Ohgushi 
H, Tateishi T, Tanaka J, Bunyaratvej A. Growth factor 
combination for chondrogenic induction from human 
mesenchymal stem cell. Biochem Biophys Res Commun, 
2004; 320(3):914-919. 

229. Chua KH, Aminuddin BS, Fuzina NH, Ruszymah BH. 
Interaction between insulin-like growth factor-1 with other 
growth factors in serum depleted culture medium for human 
cartilage engineering. Med J Malaysia, 2004; 59 (Suppl 
B):7-8.

230. Longobardi L, O’Rear L, Aakula S, Johnstone B, Shimer 
K, Chytil A, Horton WA, Moses HL, Spagnoli A. Effect of 
IGF-I in the chondrogenesis of bone marrow mesenchymal 
stem cells in the presence or absence of TGF-beta signaling. 
J Bone Miner Res, 2006; 21(4):626-636.

231. Kim YJ, Kim HJ, Im GI. PTHrP promotes chondrogenesis 
and suppresses hypertrophy from both bone marrow-
derived and adipose tissue-derived MSCs. Biochem Biophys 
Res Commun, 2008; 373(1):104-108.  

232. Veilleux N, Spector M. Effects of FGF-2 and IGF-1 on 
adult canine articular chondrocytes in type II collagen-
glycosaminoglycan scaffolds in vitro. Osteoarthritis 
Cartilage, 2005; 13(4):278-286. 

233. Kaplan BA, Gorman CR, Gupta AK, Taylor SR, Iezzoni 
JC, Park SS. Effects of transforming growth factor Beta 
and insulinlike growth factor 1 on the biomechanical and 
histologic properties of tissue-engineered cartilage. Arch 
Facial Plast Surg, 2003; 5(1):96-101.

234. Mano JF, Reis RL. Osteochondral defects: present situation 
and tissue engineering approaches. J Tissue Eng Regen 
Med, 2007; 1(4):261-273. 

235. Schnabel M, Marlovits S, Eckhoff G, Fichtel I, Gotzen L, 
Vécsei V, Schlegel J. Dedifferentiation-associated changes 
in morphology and gene expression in primary human 
articular chondrocytes in cell culture. Osteoarthritis 
Cartilage, 2002; 10(1):62-70.

236. Malda J, van Blitterswijk CA, Grojec M, Martens DE, 
Tramper J, Riesle J. Expansion of bovine chondrocytes on 
microcarriers enhances redifferentiation. Tissue Eng, 2003; 
9(5):939-948.



122   Ilias Mistakidis et al. Balk J Stom, Vol 14, 2010

265. Berg R. Contribution to the applied and topographical 
anatomy of the temporomandibular joint of some domestic 
mammals with particular reference to the partial resp. total 
resection of the articular disc. Folia Morphol (Praha), 1973; 
21(2):202-204.

266. Bermejo A, González O, González JM. The pig as an animal 
model for experimentation on the temporomandibular 
articular complex. Oral Surg Oral Med Oral Pathol, 1993; 
75(1):18-23.

267. Herring SW, Decker JD, Liu ZJ, Ma T. Temporomandibular 
joint in miniature pigs: anatomy, cell replication, and 
relation to loading. Anat Rec, 2002; 266(3):152-166.

268. Ström D, Holm S, Clemensson E, Haraldson T, Carlsson 
GE. Gross anatomy of the mandibular joint and masticatory 
muscles in the domestic pig (Sus scrofa). Arch Oral Biol, 
1986; 31(11):763-768.

269. Sun Z, Liu ZJ, Herring SW. Movement of 
temporomandibular joint tissues during mastication and 
passive manipulation in miniature pigs. Arch Oral Biol, 
2002; 47(4):293-305.

270. Nakano T, Scott PG. Changes in the chemical composition 
of the bovine temporomandibular joint disc with age. Arch 
Oral Biol, 1996; 41(8-9):845-853.

271. Detamore MS, Athanasiou KA. Tensile properties of the 
porcine temporomandibular joint disc. J Biomech Eng, 
2003; 125(4):558-565.

272. Kirk WS Jr. Morphologic differences between superior and 
inferior disc surfaces in chronic internal derangement of the 
temporomandibular joint. J Oral Maxillofac Surg, 1990; 
48(5):455-460. 

273. Kondoh T, Westesson PL, Takahashi T, Seto K. Prevalence 
of morphological changes in the surfaces of the 
temporomandibular joint disc associated with internal 
derangement. J Oral Maxillofac Surg, 1998; 56(3):339-343; 
discussion 343-344. 

274. Yoshida H, Fujita S, Nishida M, Iizuka T. Localization 
of lymph capillaries and blood capillaries in human 
temporomandibular joint discs. J Oral Rehabil, 1999; 
26(7):600-607.

275. Axelsson S, Holmlund A, Hjerpe A. Glycosaminoglycans in 
normal and osteoarthrotic human temporomandibular joint 
disks. Acta Odontol Scand, 1992; 50(2):113-119.

276. LeResche L. Epidemiology of temporomandibular 
disorders: implications for the investigation of etiologic 
factors. Crit Rev Oral Biol Med, 1997; 8(3):291-305. 

277. Milam SB, Schmitz JP. Molecular biology of 
temporomandibular joint disorders: proposed mechanisms 
of disease. J Oral Maxillofac Surg, 1995; 53(12):1448-1454. 

278. Zuniga JR. Current Pain Research: The Genetics of Pain. 
Oral Maxillofac Surg Clin North Am, 2000; 12:335-342. 

279.  Nitzan DW. Arthrocentesis--incentives for using this 
minimally invasive approach for temporomandibular 
disorders. Oral Maxillofac Surg Clin North Am, 2006; 
18(3):311-328.

280. Váchal J, Kríz J, Jehlicka D, Novák P. Infectious 
complications after arthroscopic replacement of the cruciate 
ligaments. Acta Chir Orthop Traumatol Cech, 2005; 
72(1):28-31. (in Czech)

281. MacGregor RR, Schimmer BM, Steinberg ME. Results 
of combined amphotericin B-5-fluorcytosine therapy for 
prosthetic knee joint infected with Candida parapsilosis. J 
Rheumatol, 1979; 6(4):451-455.

251. Warnke PH, Wiltfang J, Springer I, Acil Y, Bolte H, 
Kosmahl M, Russo PA, Sherry E, Lützen U, Wolfart 
S, Terheyden H. Man as living bioreactor: fate of an 
exogenously prepared customized tissue-engineered 
mandible. Biomaterials, 2006; 27(17):3163-3167.

252. Im GI, Kim DY, Shin JH, Hyun CW, Cho WH. Repair of 
cartilage defect in the rabbit with cultured mesenchymal 
stem cells from bone marrow. J Bone Joint Surg Br, 2001; 
83(2):289-294.

253. Yan H, Yu C. Repair of full-thickness cartilage defects with 
cells of different origin in a rabbit model. Arthroscopy, 
2007; 23(2):178-187. 

254. Quintavalla J, Uziel-Fusi S, Yin J, Boehnlein E, Pastor G, 
Blancuzzi V, Singh HN, Kraus KH, O’Byrne E, Pellas TC. 
Fluorescently labeled mesenchymal stem cells (MSCs) 
maintain multilineage potential and can be detected 
following implantation into articular cartilage defects. 
Biomaterials, 2002; 23(1):109-119.

255. Ho ST, Hutmacher DW, Ekaputra AK, Hitendra D, Hui JH. 
The evaluation of a biphasic osteochondral implant coupled 
with an electrospun membrane in a large animal model. 
Tissue Eng Part A, 2010; 16(4):1123-1141.

256. Xue D, Zheng Q, Zong C, Li Q, Li H, Qian S, Zhang B, Yu 
L, Pan Z. Osteochondral repair using porous poly(lactide-
co-glycolide)/nano-hydroxyapatite hybrid scaffolds with 
undifferentiated mesenchymal stem cells in a rat model. J 
Biomed Mater Res A, 2010; Feb 17.

257. Wakitani S, Mitsuoka T, Nakamura N, Toritsuka Y, 
Nakamura Y, Horibe S. Autologous bone marrow stromal 
cell transplantation for repair of full-thickness articular 
cartilage defects in human patellae: two case reports. Cell 
Transplant, 2004; 13(5):595-600.

258. Wakitani S, Imoto K, Yamamoto T, Saito M, Murata N, 
Yoneda M. Human autologous culture expanded bone 
marrow mesenchymal cell transplantation for repair of 
cartilage defects in osteoarthritic knees. Osteoarthritis 
Cartilage, 2002; 10(3):199-206.

259. Wakitani S, Nawata M, Tensho K, Okabe T, Machida 
H, Ohgushi H. Repair of articular cartilage defects in 
the patello-femoral joint with autologous bone marrow 
mesenchymal cell transplantation: three case reports 
involving nine defects in five knees. J Tissue Eng Regen 
Med, 2007; 1(1):74-79. 

260. Alhadlaq A, Mao JJ. Tissue-engineered neogenesis of 
human-shaped mandibular condyle from rat mesenchymal 
stem cells. J Dent Res, 2003; 82(12):951-956.

261. Alhadlaq A, Mao JJ. Tissue-engineered osteochondral 
constructs in the shape of an articular condyle. J Bone Joint 
Surg Am, 2005; 87(5):936-944.

262. Detamore MS, Athanasiou KA, Mao J. A call to action for 
bioengineers and dental professionals: directives for the 
future of TMJ bioengineering. Ann Biomed Eng, 2007; 
35(8):1301-1311.

263. Martin I, Miot S, Barbero A, Jakob M, Wendt D. 
Osteochondral tissue engineering. J Biomech, 2007; 
40(4):750-765. 

264. Springer IN, Fleiner B, Jepsen S, Açil Y. Culture of cells 
gained from temporomandibular joint cartilage on non-
absorbable scaffolds. Biomaterials, 2001; 22(18):2569-2577.



Balk J Stom, Vol 14, 2010 Regeneration Possibilities of the TMJ Disc  123

287. Nishimura M, Segami N, Kaneyama K, Sato J, Fujimura 
K. Comparison of cytokine level in synovial fluid between 
successful and unsuccessful cases in arthrocentesis of the 
temporomandibular joint. J Oral Maxillofac Surg, 2004; 
62(3):284-287; discussion 287-288.

Correspondence and request for offprints to:

Ilias Mistakidis 
Aristotle University of Thessaloniki
School of Dentistry 
Dept. of Basic Dental Sciences, Lab. of Dental Biomaterials
Thessaloniki
Greece
E-mail: iliasmista@hotmail.com 

282. Good AE, Hague JM, Kauffman CA. Streptococcal 
endocarditis initially seen as septic arthritis. Arch Intern 
Med, 1978; 138(5):805-806.

283. Ostensson A, Geborek P. Septic arthritis as a non-surgical 
complication in rheumatoid arthritis: relation to disease 
severity and therapy. Br J Rheumatol, 1991; 30(1):35-38.

284. Schlapbach P, Pfluger D, Gerber NJ. Identification of 
crystals in synovial fluid: joint-specific identification rate 
and correlation with clinical preliminary diagnosis. Schweiz 
Med Wochenschr, 1992; 122(25):969-974. (in German)

285. Borenstein DG, Gibbs CA, Jacobs RP. Gas-liquid 
chromatographic analysis of synovial fluid. Succinic acid 
and lactic acid as markers for septic arthritis. Arthritis 
Rheum, 1982; 25(8):947-953. 

286. Zardeneta G, Milam SB, Schmitz JP. Presence of denatured 
hemoglobin deposits in diseased temporomandibular 
joints. J Oral Maxillofac Surg, 1997; 55(11):1242-1248; 
discussion 1249. 


