THE BEST OF
TISSUE REGENERATION
FOCUSED ON PATIENTS’ NEEDS

Tissue regeneration is a natural process by which the body forms a functional
neo-tissue to repair a wound. This process requires the patient’s cells to
colonize the wound and vascularize it1.
The function of a biological prosthesis is to act as a temporary support
for the cells, which are naturally remodeled during the process of tissue
regeneration2.
Meccellis Biotech has concentrated all its know-how to make CELLIS®, an
efficient collagen matrix by allowing a gradual remodeling and leading to a
physiological and healthy repair.
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ACHIEVE POSITIVE
OUTCOMES USING
CELLIS® MATRIX FOR
VENTRAL HERNIA REPAIR

CELLIS®

BENEFITS

+ Acellular,

Performing Ventral Hernia repair is a challenge

+ Easy to use,

for even the highest experienced surgeons

+ Quick hydration,

since multiples variables may affect the expec-

+ Without chemical
crosslinked agents,

ted results of the surgery. Therefore the careful

+ Freeze-dried and free
from preservative,

cal practices are really important to optimize the

selection of the proper matrix and optimal surgi-

+ Upto 3 years preservation,

successfull outcome of the procedure.

+ Tissue structure close to
human dermis3

CELLIS® is one of the latest generation of the

+ Not sterilized with ETO
(toxic and carcinogenic)

biologic implant combining drastic selection of

+ Without any allergenic bovine
proteins 4–8
+ Without risk of TSE
(Transmissible Spongiform
Encephalopathy) 9,10

tissues, exclusive manufacturing process preserving the natural structure of the dermis, no
preservatives and a moderate price.

CLASSIFICATION FROM THE VENTRAL
HERNIA WORKING GROUP11
Grade 1
Low risk

Low risk of
contaminations,
No history
of wound
infection.

Synthetic meshes

Grade 2
Comorbid

Potentially contaminated

Grade 3

Grade 4

Smoker, Obese,
Diabetic,
Immunosuppressed.

Previous wound
infection,
Presence of ostomy,
Violation of the
gastrointestinal
tract.

Grossly infected
mesh,
Septic dehiscence.

Infected
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EXCLUSIVE
MANUFACTURING PROCESS
CELLIS® is manufactured with an exclusive process,
based on our high experienced tissue acellularization.
It has been developed with the aim of preserving the
essential qualities of the best porcine dermis.
Naturally cross-linked: the purification process
of MECCELLIS BIOTECH enables to preserve the
crosslinking. This exclusive process avoids the addition of chemical crosslinking agents.
Preservative-free: The CELLIS® matrix uses the
freeze dry technology which allows long-term preservation in a double sterile packaging without
preservatives.
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natural structure of the dermis and thus its natural

EXAMPLES
OF CLINICAL CASES

Abdominal compartment syndrome.

Granulation tissue formation following negative pressure therapy.

Rectal prolapse treatment.

Hiatus hernia treatment.

Complex abdominal wall surgery.
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Bioprosthetic mesh reinforcement
during temporary stoma closure
decreases the rate of incisional hernia:
A blinded, case-matched study in 94
patients with rectal cancer
L�
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ecile Mongin, MD,a and
Yves Panis, MD, PhD,a Clichy, France

Background. This case-matched study aimed to assess the feasibility and the potential benefits of
placement of a prophylactic bioprosthetic collagen porcine mesh during closure of the temporary ileostomy
after total mesorectal excision (TME) for rectal cancer.
Methods. From September 2012 to March 2013, 30 consecutive patients underwent placement of a
retromuscular bioprosthetic mesh in the abdominal wall during closure of a diverting ileostomy after
sphincter-saving laparoscopic TME for rectal cancer (mesh group). These 30 patients were matched
individually to all identical patients who underwent a closure of the ileostomy without mesh after
laparoscopic TME extracted from our prospective database (control group). The matching process was
performed according to sex, age, body mass index, medically treated diabetes mellitus, neoadjuvant
radiotherapy, and the delay between TME and closure of the ileostomy. The primary endpoint was stoma
site incisional hernia, assessed in a blinded fashion by CT 1 year later.
Results. Mesh placement was feasible in all mesh group patients. There was no postoperative mortality.
Overall postoperative morbidity rates were similar between mesh and control groups (n = 5 [17%] vs
n = 7 [11%], respectively; P = .512). On the 1-year CT, incisional hernia at the site of stomal closure
was less in the mesh group (n = 1) compared with the control group (n = 12; P = .043). Reoperation for
incisional hernia at the site of stomal closure was performed in 8 patients (13%) in the control group,
whereas no patient from the mesh group required repair of the hernia (P = .052).
Conclusion. Placement of a bioprosthetic collagen porcine mesh during closure of the temporary ileostomy
after laparoscopic TME for rectal cancer seems to decrease the chance of hernia formation at the stoma
site, at least at the 1-year follow-up. (Surgery 2015;j:j-j.)
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PROCTECTOMY WITH TOTAL MESORECTAL EXCISION (TME)
is the gold standard treatment for rectal cancer
management.1 Over the last decade, advances in
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neoadjuvant radiochemotherapy and operative
techniques, including a decrease in the required
distal margin and intersphincteric resection, has
led to an increased rate of sphincter-saving procedures for rectal cancer.2 Despite its excellent oncologic results, sphincter-saving TME is associated
with a substantial rate of postoperative complications, even if a laparoscopic approach is performed.3,4 More specifically, anastomotic leakage
remains among the most feared and frequent complications after sphincter-saving TME with a reported incidence varying from 3 to 27%.5-8 This
high risk has led an increasing number of surgeons
to perform routinely a diverting stoma after
sphincter-saving TME, which decreases the risk of
symptomatic anastomotic leakage in a large randomized, controlled trial5 and a metaanalysis.9
SURGERY 1

Bioprosthetic mesh reinforcement during
temporary stoma closure decreases the rate of
incisional hernia.
A blinded, case-matched study in 94 patients with rectal
cancer. Léon Maggiori, MD,a David Moszkowicz, MD,a
Magaly Zappa, MD,b Cécile Mongin, MD,a and Yves Panis,
MD, PhD,a Clichy, France.
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