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Abstract: Although fibrin matrices derived from Platelet-Rich Plasma (PRP) are widely used in
regenerative medicine, they have some limitations that can hinder their application. Modifying the
composition of the PRP-derived fibrin matrix may improve its properties, making it suitable for
certain medical uses. Three types of fibrin matrices were obtained: a PRP-derived fibrin matrix (FM),
a PRP-derived fibrin matrix with a high fibrinogen content and platelets (FM-HFP) and a PRP-derived
fibrin matrix with a high fibrinogen content (FM-HF). The fibrinogen levels, biomechanical properties
and cell behavior were analyzed. The presence of platelets in the FM-HFP generated an inconsistent
fibrin matrix that was discarded for the rest of the analysis. The fibrinogen levels in the FM-FH were
higher than those in the FM (p < 0.0001), with a concentration factor of 6.86 ± 1.81. The values of
clotting and swelling achieved using the FM-HF were higher (p < 0.0001), with less clot shrinkage
(p < 0.0001). The FM had a significantly higher stiffness and turned out to be the most adherent
composition (p = 0.027). In terms of cell viability, the FM-HF showed less cell proliferation but
higher live/dead ratio values (p < 0.01). The increased fibrinogen and platelet removal in the FM-HF
improved its adhesion and other biomechanical properties without affecting cell viability.
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1. Introduction

Platelet-Rich Plasma (PRP) is a biological treatment based on obtaining, from a pa-
tient’s own blood, a volume of plasma with a concentration of platelets similar to or higher
than the blood levels [1]. Its biosafety as an autologous product and its ease of production
and application, as well as its promising results, have led to the rapid spread of research
and numerous medical specialties in this area [2]. Another advantage is its versatility since
it allows different types of formulations to be obtained. Thus, it is possible to obtain liquid
formulations for injections and solid formulations consisting of fibrin clots/membranes [3].
The formation of these matrices is achieved via the activation of PRP, which triggers platelet
degranulation and the coagulation cascade. This results in the interaction between throm-
bin and fibrinogen for the formation of a fibrin matrix (FM) [4]. PRP in its liquid form, as
well as when formulated in a FM, presents therapeutic potential that makes it a valuable
tool for various medical fields.

The mechanisms of action that favor these positive biological processes for healing are
mainly mediated by biomolecules. They act on cell receptors and give rise to the resulting
cellular response. Some of them are contained inside the α-granules of platelets, while
others circulate in the plasma [5,6]. These factors are involved in the stimulation of cellular
processes [1], in the early phases of tissue repair, in the coagulation system and in the
immune response [7]. In these PRP-derived FMs, other types of proteins are found, such as
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thrombospondin-1 and lipoproteins, which participate in the processes of fibrinolysis and
help delay the degradation of fibrin, allowing for a more sustained release of the various
active molecules over time [8,9].

The ex vivo preparation of these fibrin scaffolds allows the application of PRP in
medical processes where a liquid formulation is insufficient. For instance, its use can be
applied in the treatment of wounds [10] or in surgical interventions addressing injuries
of the musculoskeletal system [11]. As mentioned above, the placement of these scaffolds
at the site of injury provides a controlled drug delivery system that stimulates tissue
repair over time, extending the time of action of a conventional injection of a liquid PRP
formulation [12,13].

However, the FMs derived from PRP have disadvantages that can limit their use on
certain occasions. For example, the coagulation process through which FMs are formed
takes a long time, making it unsuitable for applications requiring rapid matrix formation,
such as in vivo processes [14]. In addition, the often-poor adhesion of these matrices, which
can be compromised by their low fibrinogen concentration [15], also limits their application
when prolonged adhesion of the clot to the tissue is required. Thus, commercial sealants
based on these products vary in their proportions of thrombin and fibrinogen so as to
modify product adhesion [16].

As for clot retraction, although it is beneficial in the biological processes of an organ-
ism [17], it can also be a limiting factor when using these matrices as scaffolds and fillers
in surgical procedures [11,18]. According to previous studies, a higher concentration of
fibrinogen in this type of matrix could improve its mechanical properties [19,20].

Accordingly, we hypothesize that modifying the composition of a PRP-derived FM
may alter its mechanical characteristics, making it suitable for certain medical uses. Thus,
the aim of this study was to develop a new protocol to obtain, from autologous PRP, a
novel FM with a high fibrinogen content (FM-HF) whose biomechanical properties would
be suitable for clinical application.

2. Results
2.1. Fibrinogen Concentration

Figure 1 depicts the fibrinogen levels of PRP and the fibrinogen concentrate used to
create the FM and the FM-HF, respectively. While there is no difference in the fibrinogen
concentration in PRP compared to that in the blood, the fibrinogen levels in the fibrino-
gen concentrate are significantly higher than those of both blood and PRP, reaching a
concentration factor of 6.86 ± 1.81.
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Figure 1. Fibrinogen concentration for matrix preparation. The graph represents the concentration of
fibrinogen in blood (basal levels), in the PRP used to prepare the FM and in the fibrinogen concentrate
(FC) used to create FM-HF. Error bars = standard deviation (n = 8). Statistically significant differences
were calculated using one-way ANOVA (**** p < 0.0001).
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2.2. Clotting, Swelling and Retraction of the Matrices

Both matrices were formed within 2 to 3 min after mixing the components, with no
time differences between them. However, the FM-HF underwent a gel state (Video S1)
prior to final matrix formation that did not occur in the FM. The percentage of clotting
achieved by the FM-HF was 82.85% ± 3.54, while that of the FM was significantly lower, at
only 4.46% ± 1.55 (p < 0.0001).

In both matrices, the swelling ratio was low, with values below 1, and it was signifi-
cantly higher for the FM-HF compared to the FM (0.87 ± 0.14 vs. 0.42 ± 0.12; p < 0.001).

Regarding retraction, the FM-HF decreased in its initial volume by only 4.91% ± 1.79,
while the FM showed a much greater decrease (92.82% ± 2.17) (p < 0.0001). Table 1 shows
all the data for each matrix.

Table 1. Clotting, swelling and retraction of fibrin matrices.

FM FM-HF p Value

Wi (g) (mean ± SD) 0.60 ± 0.01 0.60 ± 0.02 0.742
Wf (g) (mean ± SD) 0.03 ± 0.01 0.50 ± 0.03 <0.0001 ****

Clotting (%) (mean ± SD) 4.46 ± 1.55 82.85 ± 3,54 <0.0001 ****
Wd (g) (mean ± SD) 0.01 ± 0.00 0.07 ± 0.00 <0.0001 ****
Ww (g) (mean ± SD) 0.02 ± 0.00 0.13 ± 0.00 <0.0001 ****

Swelling ratio 0.42 ± 0.12 0.87 ± 0.14 <0.001 ***
Vi (mm3) (mean ± SD) 102.74 ± 5.23 103.71 ± 4.29 0.756
Vf (mm3) (mean ± SD) 7.35 ± 2.10 100.98 ± 4.91 <0.0001 ****

Retraction (%) (mean ± SD) 92.82 ± 2.17 4.91 ± 1.79 <0.0001 ****
FM: Fibrin matrix; FM-HF: fibrin matrix with high fibrinogen content; Wi: initial weight; Wf: weight after 24 h;
Wd: weight after drying; Ww: weight after rehydration; Vi: initial volume; Vf: volume after 24 h. (*** p < 0.001;
**** p < 0.0001).

Macroscopic images showed the reduction in volume of each matrix 24 h after its
formation, due to the retraction of the matrices (Figure 2). The FM-HF formulations
remained unchanged, while the FM clearly decreased in volume.
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Figure 2. Retraction of the matrices. Macroscopic images show the initial volume of FM (A) and
FM-HF (B) and the volume after 24 h, showing retraction in FM (C) and not in FM-HF (D).

In the images obtained using SEM, it could be observed that the FM presents a much
more retracted and rougher surface than that of the FM-HF, on which the fibrin filaments
are arranged in a more uniform manner (Figure 3).
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Figure 3. Surface of the matrices. SEM images show that the FM surface is rougher (A), with more
contracted fibrin fibers (B). In contrast, the FM-HF surface is smoother (C), with more evenly arranged
fibers (D).

2.3. Biomechanical Properties of the Matrices

The Young’s modulus data showed that the FM (64.16 kPa ± 95.23) had a significantly
higher stiffness than the FM-HF formulation (13.89 kPa ± 10.18) (p = 0.023) (Figure 4A).
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Error bars = standard deviation (n = 8). Statistically significant differences were calculated using
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In terms of the energy dissipation, the FM-HF composite dissipated energy of 4.40 mJ/m,
presenting a significantly higher cushioning capacity than the FM formulation, which
dissipated energy of 1.78 mJ/m ± 1.02 (p < 0.0001) (Figure 4B).

Finally, the FM-HD turned out to be the most adherent composition, with an adhesion
strength of 402.17 mN/cm2 ± 162.58, compared to the FM, which presented values of
256.92 mN/cm2 ± 46.71 (p = 0.027) (Figure 4C).

2.4. Cellular Viability of the Dermal Fibroblasts Seeded in the FM-HF and FM

The FM and FM-HF scaffolds were kept for 24 h and 120 h, and the live and dead cells
were counted under a fluorescence microscope (Figure 5). The results showed a higher
cell count in the FM scaffolds (p < 0.01) than in the FM-HF. In both cases, cells proliferated
significantly from the 24 h to 120 h timepoint measurements, with faster growth in the FM
(p < 0.01) than in the FM-HF (p < 0.05). However, higher dead cell levels were observed
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in the FM. In fact, when the live/dead ratio was considered, the FM-HF scaffold showed
higher values than the FM (p < 0.01 and p < 0.01 at 24 h and 120 h, respectively) (Figure 6).
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bar = 500 µm (5× objective).
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in the FM-HF (B). In both matrices, there is proliferation over time; however, the live/dead ratio is
higher in the FM-HF (C). Error bars = standard deviation (n = 4). Statistically significant differences
were calculated using Student’s t-test (* p < 0.05; ** p < 0.01).

3. Discussion

The main findings of this work were improvements in the properties of a PRP-derived
FM by removing platelets and increasing the levels of fibrinogen. The major advantages lay
in the absence of shrinkage and retraction over time, a better consistency and cushioning
capacity and greater adhesion strength, which allowed it to remain stable in the tissue.
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In addition, the toxicity of this type of biological matrix was not increased, which could
compromise the cell viability of the target tissue.

Fibrin clot retraction is a physiological process within tissue repair. After clot forma-
tion, the reduction of its volume due to retraction favors aspects such as fibrin density,
stiffness and stability [21]. However, in cases where FMs are prepared ex vivo or applied
in vivo in order to be used for tissue repair during surgical procedures, this retraction
may hinder the procedure. Therefore, avoiding clot retraction without losing the positive
biomechanical properties that the clot entails could represent a breakthrough in the de-
velopment of biological matrices for tissue repair. For this purpose, the development of
the FM presented in this work was based on two main strategies, fibrinogen increase and
platelet removal, but providing its biomolecular content in the scaffold.

This new fibrin matrix is characterized by its concentration of fibrinogen, as mentioned
above, since the improvement of the FM’s mechanical properties is also related to fibrino-
gen levels [20,22]. Thus, in addition to using platelet-free plasma to create the FM-HF
formulation, the fibrinogen levels were also increased. To achieve this, the platelet-free
plasma fraction underwent a cryoprecipitation process using ethanol and low temperatures
to promote the precipitation of fibrinogen, which was collected using centrifugation. This
process was previously described by other authors, in which they used it to obtain an
autologous fibrin gel [23] for successful use in thoracic [24] or maxillofacial surgery [25].

This increase in fibrinogen levels resulted in a new fibrin matrix that was much more
consistent than a conventional one, as indicated by Young’s modulus, as well as higher
energy dissipation, leading to better cushioning properties [26]. Finally, the increase in
fibrinogen concentration also meant an increase in the adhesion of the FM-HF formulation.
This fibrinogen-concentration-dependent adhesion has already been observed in previous
studies [22,27,28]. In addition, the presence of platelets may also affect the adhesion of
these matrices, as demonstrated by Irwin et al., who obtained better adhesion results with
matrices derived from platelet-poor plasma than from PRP [29].

Regarding platelet deletion, these elements mediate the main mechanism of clot
retraction [30], more specifically via the α2bβ3 receptor, which is highly expressed on the
surface of platelets [31]. The different interactions and signaling pathways generated after
the activation of this receptor lead to a shape change induced by the microtubule system,
filopodia formation and clot retraction, mediated by actin reorganization [32]. In the present
work, the high presence of platelets during processing caused platelet aggregation and
retraction processes that prevented the final formation of a stable and homogenous fibrin
matrix. This was finally achieved after the removal of platelets from the process. The
resulting matrix (FM-HF) did not undergo a shrinkage process, maintaining its initial
volume over time with a high percentage of clotting.

However, modifications that seek to mechanically enhance fibrin matrices may ad-
versely affect their biological properties. The removal of platelets could also be a limiting
factor for this type of autologous matrix, as these elements contain a large number of
molecules involved in biological processes that stimulate tissue repair [33]. It is reasonable
to think that the removal of platelets might diminish their ability to stimulate tissue repair.
For this reason, the method described in this work to elaborate the FM-HF formulation
includes the use of a fraction of PRP. Following its activation, the platelets release their
content [34] and thus obtain a serum with thrombin and growth factors. Combining this
serum with the fibrinogen concentration generates the fibrin clot, and the molecules re-
leased by the platelets present in the serum fraction anchor in the fibrin mesh through the
heparin sulfate domains [35]. This results in a scaffold without platelets but with their
platelet content and the rest of the plasmatic biomolecules [6]. Fibrin degradation over
time would allow a gradual and controlled release of fibrin-anchored growth factors. The
kinetics of this growth factor delivery seem to consist of an initial rapid release of 30% of
the bioactive content after 1 h of incubation and a steady-state release of almost 70%. The
autologous fibrin matrix retained almost 30% of the amount of the growth factors after



Int. J. Mol. Sci. 2024, 25, 4069 7 of 13

8 days of incubation [36]. However, in the case of the FM-HF, this release would be delayed
due to slower degradation because of its high fibrinogen content.

Increased fibrinogen levels can also lead to alterations in the biological properties of
scaffolds. The swelling ratio of the scaffolds is a factor that may condition the relationship
between the matrices and the cells. In both formulations, these values were low, although
they were higher in the FM-HF scaffold, suggesting that its nutrient diffusion capacity
would not be compromised and consequently nor would the cell viability [37]. Moreover,
the modification of the cushioning properties, in addition to being a mechanical improve-
ment, can also favor other biological processes. Indeed, Abdel-Sayed et al. showed that
scaffolds with higher levels of energy dissipation had better chondrogenic properties [38],
making the use of such matrices highly suitable in chondral defects [39].

In contrast, previous studies have shown that increased fibrinogen can affect other
cellular processes such as cell migration or proliferation. This phenomenon was described
in different cell populations, such as retinal pigment epithelial cells [40], neutrophils [41]
and mesenchymal stem cells [42–44]. The results obtained in the present work are in line
with these studies, as the cell proliferation was lower in the FM-HF formulation than
in the FM. The increase in fibrinogen concentration could lead to a reduced capacity for
cellular interactions and the diffusion of nutrients and other biomolecules, resulting in
a decrease or even inhibition of cell proliferation [40]. In the present work, this growth
was not inhibited but progressed slowly over time, possibly because fibrinogen did not
reach excessive concentrations, as in commercial products [29]. On the other hand, the cell
proliferation values in the FM formulation, which had a lower concentration of fibrinogen,
were much higher. This cell growth occurred in a short period of time, although it was
accompanied by an increase in cell death. This higher mortality may be due precisely to
the high rate of proliferation in a scaffold that was rapidly shrinking in size, thus depleting
the nutrients and space that supported the cells [45]. These levels of cell death were not
observed in the FM-HF scaffold, indicating an absence of cellular toxicity, as well as slower
and more sustained cell growth over time.

Overall, this work describes the process required to create a new PRP-derived fibrin
matrix which, thanks to its improved biomechanical properties, facilitates improved ap-
plication in the medical–surgical field. Furthermore, fast polymerization allows for easy
application in liquid form to the target tissue, where a highly adherent and stable scaffold
will be generated and maintained over time. These properties make the new fibrin matrix
suitable for applications in arthroscopic surgery. The administration in a liquid state and
subsequent polymerization in the target tissue would allow its application to this type of
intervention. In addition, its adhesion and lack of shrinkage would also make it suitable
for use in the treatment of wounds or other types of tissue defects.

This study has a number of limitations. First, commercial products already exist that
may facilitate clinical use, even if they do not have the biological advantages of autologous
products. The use of these commercial products as controls would have provided more
information for the study, though the characterization of these products already exists in the
scientific literature (Table S1) [23,46,47]. Second, only the cell viability was measured for the
analysis of the biological properties; in further studies, cell assays of inflammation or cell
migration should be considered in the future. Finally, in vivo and clinical studies are needed
to evaluate aspects such as new tissue formation, scar generation, safety and effectiveness.
However, these results will pave the way for new approaches and studies for the creation
of PRP-derived autologous scaffolds. Future studies could focus on translational and
clinical research addressing the use of this matrix for the treatment of different pathological
conditions, such as wounds or osteochondral defects.
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4. Materials and Methods
4.1. Preparation of the Formulations

For the preparation of the formulations in the study, whole blood was withdrawn from
healthy donors into tubes of 9 mL containing 3.8% (w/v) sodium citrate (9 NC coagulation
sodium citrate 3.8% tube, Greiner Bio-One, Kremsmünster, Austria). Ethical approval
was obtained from the Ethics Committee of Araba University Hospital (HUA) (2015-012,
27 March 2015), and written consent was obtained from the patients. Two plasma fractions
were obtained from the blood, which provided the main components for making the fibrin
matrices: thrombin and fibrinogen. Following the blood collection, different protocols were
written up for obtaining each type of fibrin matrix (Figure S1).

4.1.1. PRP-Derived Fibrin Matrix (FM)

After the blood collection, we centrifugated four tubes at 580× g for 8 min at room
temperature in order to obtain the PRP fractions (BTI Biotechnology Institute, Vitoria-
Gasteiz, Spain). The resulting fractions in each tube were divided into 2 halves: an upper-
half fraction with fewer platelets and a lower-half fraction with a platelet concentration
between 1.5 and 2.5 times higher compared to that of the peripheral blood. We collected
the upper fractions in a 9 mL tube and the lower fractions in another 9 mL tube. (Z No
Additive tube, Greiner Bio-One, Kremsmünster, Austria).

We added calcium chloride (10% w/v) to the tube containing the upper fraction in order
to activate the platelets and trigger the coagulation process. Once a clot was formed, next
came its retraction and the exudation of serum containing growth factors and thrombin.

We added this serum to the tube with the lower fraction of PRP (v/v: 1/1). When the
two components were mixed, there occurred an interaction between the thrombin in the
serum and the fibrinogen in the PRP, forming the final fibrin matrix.

Although in standard practice this fibrin matrix is made with the addition of initial cal-
cium chloride, the method used in this study is intended to be compatible and comparable
with the new protocol.

4.1.2. The PRP-Derived Fibrin Matrix with a High Fibrinogen Content and
Platelets (FM-HFP)

Ten tubes of the collected blood were centrifuged at 580× g for 8 min at room tempera-
ture in order to obtain the PRP fraction (BTI Biotechnology Institute, Vitoria-Gasteiz, Spain).
We collected all the PRP whole columns in five 9 mL tubes (Z No Additive tube, Greiner
Bio-One, Kremsmünster, Austria). We used one PRP tube to obtain the serum containing
growth factors and thrombin. For this purpose, we added calcium chloride to the tube (10%
w/v), causing clot formation and the subsequent retraction and exudation of the serum.

We used the other four PRP tubes to obtain the fibrinogen and platelets. For this, we
added ethanol 96% (PanReac AppliChem, Barcelona, Spain) to the PRP tubes (10% v/v),
and after mixing them gently, they were incubated at 4 ◦C for 30 min.

Next, we centrifuged these tubes at 580× g for 8 min at room temperature in order
to precipitate the platelets and fibrinogen and after centrifugation. The supernatant was
discarded from each tube, keeping the pellets formed. We incubated the pellets at 37 ◦C
until dissolution and collected them in the same tube, giving a final volume of the fibrinogen
and platelet concentrate of 1.5–2 mL.

To create the final fibrin matrix, we mixed the fibrinogen and platelet concentrate
with the serum. The serum contained both thrombin and growth factors. We used equal
volumes of each component.

However, during the creation of this fibrin matrix, the platelet and fibrinogen concen-
trate presented a heterogeneous appearance due to the formation of small fibers and clots,
resulting in an inconsistent and heterogenous fibrin matrix which was discarded for the
rest of the analysis (Figure S2A,B).
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4.1.3. The PRP-Derived Fibrin Matrix with a High Fibrinogen Content (FM-HF)

Ten tubes of the collected blood (9 NC coagulation sodium citrate 3.8% tube, Greiner
Bio-One, Kremsmünster, Austria) were used for this protocol. We used two of them to
obtain the serum containing platelet and plasma biomolecules and thrombin. For this
purpose, we centrifuged these two tubes at 580× g for 8 min at room temperature in
order to obtain the PRP fractions. These two PRP whole columns were collected in one
9 mL tube (Z No Additive tube, Greiner Bio-One, Kremsmünster, Austria). As before, we
added calcium chloride to the tube (10% w/v), causing clot formation and the subsequent
retraction and exudation of the serum.

We used the other eight blood tubes to obtain the fibrinogen concentrate without
platelets. We centrifuged these tubes at 1500× g for 15 min at room temperature in order
to achieve a platelet-free plasma fraction. We collected all these plasma columns in four
9 mL tubes (Z No Additive tube, Greiner Bio-One, Kremsmünster, Austria) and mixed
them gently with ethanol 96%, pharma-grade (PanReac AppliChem, Spain) (10% v/v). We
incubated the tubes at 4 ◦C for 30 min.

The tubes were centrifuged at 580× g for 8 min at room temperature to precipitate the
fibrinogen. The supernatant was discarded from each tube, keeping the fibrinogen pellets,
and we incubated them at 37 ◦C until dissolution. We collected the dissolved pellets in the
same tube, reaching a final volume of the fibrinogen concentrate of 1.5–2 mL.

To create the final fibrin matrix, we mixed the fibrinogen concentrate with the serum.
The serum contained both thrombin and growth factors. We used equal volumes of
each component.

Unlike the fibrinogen with platelets, all the initial components and the final matrix
were homogeneous and consistent, so it was this fibrin matrix that was selected for the
various different analyses. (Figure S2C,D).

4.2. Fibrinogen Level Measurements

We measured the fibrinogen levels using a coagulation analyzer (STA Compact Max,
Stago, Asnières-sur-Seine, France). We compared the fibrinogen levels present in the blood
plasma, in the PRP and in the fibrinogen concentrate samples.

4.3. Clotting, Swelling and Retraction

We compared the clotting, swelling and retraction properties between the FM and
FM-HF. In order to prepare the formulations, we mixed 300 µL of thrombin serum and
300 µL of PRP for the FM, and we used 300 µL of thrombin serum and 300 µL of fibrinogen
for the FM-HF.

We measured the clotting time for each formulation from the moment the two compo-
nents were mixed until clot formation. The clotting or coagulation percentage [(Wf/Wi) × 100]
was analyzed, taking into account the initial weight of the mixture (Wi) with the weight of
the matrix 24 h after its formation (Wf).

The swelling ratios were determined using a gravimetric method. We calculated
the swelling ratio as [(Ww − Wd)/Wd], where Ww is the weight of the wet matrix and
Wd is its weight 24 h after forming and drying. After weighing the dry scaffolds, we
plunged them into PBS for 24 h. Thereafter, we weighed the wet scaffolds again and
calculated the swelling ratio. Immediately before weighing, any excess surface water was
carefully removed.

Regarding retraction, we calculated the volume of the matrices at their formation,
as well as 24 h later. We also took macroscopic photographs immediately after matrix
formation, as well as after 24 h. In addition, we used scanning electron microscopy (SEM) to
take microscopic images 24 h after the matrix formation to evaluate its structure. We rinsed
the formulations with phosphate-buffered saline, fixed them using 2% glutaraldehyde in
0.1 M cacodylate buffer for 4 h and washed them in cacodylate–sucrose buffer. Then, we
post-fixed the samples with osmium tetroxide for 1 h, washed them again and dehydrated
them with serial concentrations of ethanol. The samples were critical-point-dried (tousimis
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Autosamdri 814; Tousimis, Rockville, MD, USA), sputter-coated with 5 nm gold (Edwards
E306A; Edwards Vacuum, Burgess Hill, UK)) and subsequently examined under a scanning
electron microscope (Hitachi S-4800; Hitachi, Tokyo, Japan).

4.4. Mechanical Tests

To determine Young’s modulus and the dissipated energy of the FM and FM-HF, we
carried out instrumented indentation using a spherical indenter. In these tests, a calibrated
spherical indenter with a diameter of 5 mm was pressed onto the sample to be studied,
while recording the load used to penetrate the indenter, as well as the penetration distance
at each moment. The indentations were performed directly on 24-well plates, where the
different formulations were elaborated (Figure S3A). The sphere penetrated the sample at a
constant speed of 50 µm/s until it reached a depth equivalent to 20% of the initial thickness
of the sample. Once this penetration was reached, the direction of movement was reversed,
unloading the indenter at a constant speed of 100 µm/s.

To determine the adhesiveness of both types of matrices, we covered two cylinders
with a gauze, each impregnated with the formulation to be studied in its liquid state,
and the two gauzes were then pressed together. After waiting the necessary time for the
formation of the matrices, we made an attempt to detach the cylinders by separating the
two glued gauzes (Figure S3B). We calculated the resulting adhesion strength by identifying
the area of the glued gauzes and the maximum force required for their separation during
the test.

A zwickiLine Z1.0 uniaxial testing machine (ZwickRoell, Ulm, Germany) was used for
these tests. The load cell was a ZwickRoell Xforce P with a maximum load of 50 N.

4.5. Cell Assays

Normal Human Dermal Fibroblasts (NHDFs) (Lonza; Basel, Switzerland) were cul-
tured using Fibroblast Basal Medium (FBM) (Lonza; Basel, Switzerland) at 37 ◦C and
5% CO2.

When the cells reached confluence, they were trypsinized and seeded in the scaffold
precursor mix so that they stayed embedded into it after coagulation. In the case of the
fibrinogen, 103 cells were seeded per well. Considering that the FM underwent greater
retraction, reaching a final volume of 12% compared to the FM-HF, 120 cells were seeded
per well to ensure a similar confluency. We incubated the FM and FM-HF scaffolds for 24
and 120 h, respectively. Subsequently, we quantified the number of live and dead cells
using fluorescence microscopy. Four replicates were considered for each scaffold so that
each one could be measured at a specific timepoint.

A LIVE/DEAD kit (Thermo Fisher Scientific, Waltham, MA, USA) was employed for
measurement of the live and dead cells following the manufacturer’s instructions. The
fluorescence emitted by both calcein and ethidium was measured under a fluorescence
microscope, and each cell was manually counted.

4.6. Statistical Analysis

The distribution of the samples was assessed using Shapiro–Wilk’s normality test.
The different variables were determined by the mean and the standard deviation of the
parametric data. Comparisons were performed using ANOVA and Student’s t-test. Data
were considered statistically significant when p < 0.05. GraphPad Prism® software version
9.5 (San Diego, CA, USA) was used for the statistical analysis.

5. Conclusions

The removal of platelets and the increase in the fibrinogen levels result in the rapid
formation of a fibrin matrix with a high capacity for adhesion, consistency and cushioning
and no shrinkage, which favors its maintenance over time. Moreover, the improvement of
these mechanical properties does not lead to an increase in cell mortality or toxicity but
results in slow and sustained cell growth.



Int. J. Mol. Sci. 2024, 25, 4069 11 of 13

Supplementary Materials: The following supporting information can be downloaded at https://
www.mdpi.com/article/10.3390/ijms25074069/s1.

Author Contributions: Conceptualization, D.D., M.B., P.S. and M.S.; data curation, D.D., M.B. and
J.M.R.; formal analysis, D.D., M.B. and J.M.R.; funding acquisition, D.D. and P.S.; investigation,
D.D., M.B., J.M.R. and M.M.-A.; methodology, D.D., M.B. and J.M.R.; resources, M.M.-A. and N.F.;
supervision, M.S.; writing—original draft, D.D and M.B.; writing—review and editing, D.D., N.F. and
M.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Provincial Council of Alava through the AlavaInnova
Program (INNOEM-2019/00085, INNOEM-2020/00065) and the Basque Government through the
Hazitek Program (ZL-2019/00227, ZL-2020/00278, ZL-2021/00775).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of Araba University Hospital (HUA) (2015-012, 27
March 2015).

Informed Consent Statement: Informed consent was obtained from all the subjects involved in
the study.

Data Availability Statement: The data presented in this study are available within the article.
Additional inquiries may be sent to the corresponding authors.

Acknowledgments: The authors would like to acknowledge the technical and human support pro-
vided by SGIker (UPV/EHU/ERDF, EU), the Biomedical Engineering Center (Tecnun, the University
of Navarra) and the Vithas Vitoria clinical analysis laboratory.

Conflicts of Interest: The authors declare no conflicts of interest. The funders had no role in the
design of the study; in the collection, analyses or interpretation of the data; in the writing of the
manuscript or in the decision to publish the results.

References
1. Everts, P.; Onishi, K.; Jayaram, P.; Lana, J.F.; Mautner, K. Platelet-Rich Plasma: New Performance Understandings and Therapeutic

Considerations in 2020. Int. J. Mol. Sci. 2020, 21, 7794. [CrossRef] [PubMed]
2. Coulange Zavarro, A.; De Girolamo, L.; Laver, L.; Sánchez, M.; Tischer, T.; Filardo, G.; Sabatier, F.; Magalon, J. The Top 100 Most

Cited Articles on Platelet-Rich Plasma Use in Regenerative Medicine-A Bibliometric Analysis-From the ESSKA Orthobiologic
Initiative. Bioengineering 2022, 9, 580. [CrossRef] [PubMed]

3. Everts, P.A.M.; Knape, J.T.A.; Weibrich, G.; Schönberger, J.P.A.M.; Hoffmann, J.; Overdevest, E.P.; Box, H.A.M.; van Zundert, A.
Platelet-Rich Plasma and Platelet Gel: A Review. J. Extra. Corpor. Technol. 2006, 38, 174–187. [CrossRef] [PubMed]

4. Weisel, J.W. Fibrinogen and Fibrin. In Advances in Protein Chemistry; Elsevier: Amsterdam, The Netherlands, 2005; Volume 70, pp.
247–299. ISBN 978-0-12-034270-9.

5. Sánchez-González, D.J.; Méndez-Bolaina, E.; Trejo-Bahena, N.I. Platelet-Rich Plasma Peptides: Key for Regeneration. Int. J. Pept.
2012, 2012, 532519. [CrossRef] [PubMed]

6. Beitia, M.; Delgado, D.; Mercader, J.; Sánchez, P.; López de Dicastillo, L.; Sánchez, M. Action of Platelet-Rich Plasma on In Vitro
Cellular Bioactivity: More than Platelets. Int. J. Mol. Sci. 2023, 24, 5367. [CrossRef] [PubMed]

7. Anitua, E.; Prado, R.; Azkargorta, M.; Rodriguez-Suárez, E.; Iloro, I.; Casado-Vela, J.; Elortza, F.; Orive, G. High-Throughput
Proteomic Characterization of Plasma Rich in Growth Factors (PRGF-Endoret)-Derived Fibrin Clot Interactome. J. Tissue Eng.
Regen. Med. 2015, 9, E1–E12. [CrossRef] [PubMed]

8. Mosher, D.F.; Misenheimer, T.M.; Stenflo, J.; Hogg, P.J. Modulation of Fibrinolysis by Thrombospondin. Ann. N. Y. Acad. Sci. 1992,
667, 64–69. [CrossRef]

9. Hasumi, K.; Yamamichi, S.; Harada, T. Small-Molecule Modulators of Zymogen Activation in the Fibrinolytic and Coagulation
Systems. FEBS J. 2010, 277, 3675–3687. [CrossRef] [PubMed]

10. Anitua, E.; Pino, A. The Management of Postsurgical Wound Complications with Plasma Rich in Growth Factors: A Preliminary
Series. Adv. Skin Wound Care 2020, 33, 202–208. [CrossRef] [PubMed]

11. Sánchez, M.; Delgado, D.; Sánchez, P.; Fiz, N.; Azofra, J.; Orive, G.; Anitua, E.; Padilla, S. Platelet Rich Plasma and Knee Surgery.
BioMed. Res. Int. 2014, 2014, 890630. [CrossRef] [PubMed]

12. Dohan Ehrenfest, D.M.; Bielecki, T.; Jimbo, R.; Barbé, G.; Del Corso, M.; Inchingolo, F.; Sammartino, G. Do the Fibrin Architecture
and Leukocyte Content Influence the Growth Factor Release of Platelet Concentrates? An Evidence-Based Answer Comparing
a Pure Platelet-Rich Plasma (P-PRP) Gel and a Leukocyte- and Platelet-Rich Fibrin (L-PRF). Curr. Pharm. Biotechnol. 2012, 13,
1145–1152. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/ijms25074069/s1
https://www.mdpi.com/article/10.3390/ijms25074069/s1
https://doi.org/10.3390/ijms21207794
https://www.ncbi.nlm.nih.gov/pubmed/33096812
https://doi.org/10.3390/bioengineering9100580
https://www.ncbi.nlm.nih.gov/pubmed/36290547
https://doi.org/10.1051/ject/200638174
https://www.ncbi.nlm.nih.gov/pubmed/16921694
https://doi.org/10.1155/2012/532519
https://www.ncbi.nlm.nih.gov/pubmed/22518192
https://doi.org/10.3390/ijms24065367
https://www.ncbi.nlm.nih.gov/pubmed/36982439
https://doi.org/10.1002/term.1721
https://www.ncbi.nlm.nih.gov/pubmed/23505226
https://doi.org/10.1111/j.1749-6632.1992.tb51598.x
https://doi.org/10.1111/j.1742-4658.2010.07783.x
https://www.ncbi.nlm.nih.gov/pubmed/20718867
https://doi.org/10.1097/01.ASW.0000604168.62330.c7
https://www.ncbi.nlm.nih.gov/pubmed/31789622
https://doi.org/10.1155/2014/890630
https://www.ncbi.nlm.nih.gov/pubmed/25302310
https://doi.org/10.2174/138920112800624382
https://www.ncbi.nlm.nih.gov/pubmed/21740377


Int. J. Mol. Sci. 2024, 25, 4069 12 of 13

13. Anitua, E.; Zalduendo, M.M.; Prado, R.; Alkhraisat, M.H.; Orive, G. Morphogen and Proinflammatory Cytokine Release Kinetics
from PRGF-Endoret Fibrin Scaffolds: Evaluation of the Effect of Leukocyte Inclusion. J. Biomed. Mater. Res. A 2015, 103, 1011–1020.
[CrossRef] [PubMed]

14. Anitua, E.; Prado, R.; Sánchez, M.; Orive, G. Platelet-Rich Plasma: Preparation and Formulation. Oper. Tech. Orthop. 2012, 22,
25–32. [CrossRef]

15. Mehdizadeh, M.; Yang, J. Design Strategies and Applications of Tissue Bioadhesives. Macromol. Biosci. 2013, 13, 271–288.
[CrossRef] [PubMed]

16. Portilla-de Buen, E.; Orozco-Mosqueda, A.; Leal-Cortés, C.; Vázquez-Camacho, G.; Fuentes-Orozco, C.; Alvarez-Villaseñor, A.S.;
Macías-Amezcua, M.D.; González-Ojeda, A. Fibrinogen and Thrombin Concentrations Are Critical for Fibrin Glue Adherence in
Rat High-Risk Colon Anastomoses. Clinics 2014, 69, 259–264. [CrossRef]

17. Nurden, A.T. Molecular Basis of Clot Retraction and Its Role in Wound Healing. Thromb. Res. 2022, 231, 159–169. [CrossRef]
[PubMed]

18. Sánchez, M.; Delgado, D.; Garate, A.; Sánchez, P.; Padilla, S.; Azofra, J. Platelet-Rich Plasma Combined with Allograft to Treat
Osteochondritis Dissecans of the Knee: A Case Report. J. Med. Case Rep. 2019, 13, 105. [CrossRef] [PubMed]

19. Kim, B.-S.; Sung, H.-M.; You, H.-K.; Lee, J. Effects of Fibrinogen Concentration on Fibrin Glue and Bone Powder Scaffolds in Bone
Regeneration. J. Biosci. Bioeng. 2014, 118, 469–475. [CrossRef] [PubMed]

20. Kim, B.-S.; Kim, H.-J.; Choi, J.-G.; You, H.-K.; Lee, J. The Effects of Fibrinogen Concentration on Fibrin/Atelocollagen Composite
Gel: An in Vitro and in Vivo Study in Rabbit Calvarial Bone Defect. Clin. Oral Implant. Res. 2015, 26, 1302–1308. [CrossRef]

21. Nandi, S.; Sommerville, L.; Nellenbach, K.; Mihalko, E.; Erb, M.; Freytes, D.O.; Hoffman, M.; Monroe, D.; Brown, A.C. Platelet-like
Particles Improve Fibrin Network Properties in a Hemophilic Model of Provisional Matrix Structural Defects. J. Colloid Interface
Sci. 2020, 577, 406–418. [CrossRef]

22. Dickneite, G.; Metzner, H.; Pfeifer, T.; Kroez, M.; Witzke, G. A Comparison of Fibrin Sealants in Relation to Their in Vitro and in
Vivo Properties. Thromb. Res. 2003, 112, 73–82. [CrossRef] [PubMed]

23. Düregger, K.; Frenzel, S.; Eblenkamp, M. Autologous Fibrin Glue: Automated Production and Adhesive Quality. Curr. Dir.
Biomed. Eng. 2017, 3, 397–400. [CrossRef]

24. Kjaergard, H.K.; Weis-Fogh, U.S.; Sørensen, H.; Thiis, J.; Rygg, I. Autologous Fibrin Glue—Preparation and Clinical Use in
Thoracic Surgery. Eur. J. Cardio-Thorac. Surg. Off. J. Eur. Assoc. Cardio-Thorac. Surg. 1992, 6, 52–54; discussion 54. [CrossRef]
[PubMed]

25. Thorn, J.J.; Sørensen, H.; Weis-Fogh, U.; Andersen, M. Autologous Fibrin Glue with Growth Factors in Reconstructive Maxillofacial
Surgery. Int. J. Oral Maxillofac. Surg. 2004, 33, 95–100. [CrossRef] [PubMed]

26. Zhang, Z.; Zhong, W.; Li, J.; Luo, J. Mechanical Properties and Cushioning Effectiveness of FPUF-EPS Combination Materials.
Materials 2023, 16, 6886. [CrossRef]

27. Buchta, C.; Hedrich, H.C.; Macher, M.; Höcker, P.; Redl, H. Biochemical Characterization of Autologous Fibrin Sealants Produced
by CryoSeal and Vivostat in Comparison to the Homologous Fibrin Sealant Product Tissucol/Tisseel. Biomaterials 2005, 26,
6233–6241. [CrossRef]

28. Kjaergard, H.K.; Velada, J.L.; Pedersen, J.H.; Fleron, H.; Hollingsbee, D.A. Comparative Kinetics of Polymerisation of Three Fibrin
Sealants and Influence on Timing of Tissue Adhesion. Thromb. Res. 2000, 98, 221–228. [CrossRef] [PubMed]

29. Irwin, R.M.; Bonassar, L.J.; Cohen, I.; Matuska, A.M.; Commins, J.; Cole, B.; Fortier, L.A. The Clot Thickens: Autologous and
Allogeneic Fibrin Sealants Are Mechanically Equivalent in an Ex Vivo Model of Cartilage Repair. PLoS ONE 2019, 14, e0224756.
[CrossRef]

30. Jansen, E.E.; Hartmann, M. Clot Retraction: Cellular Mechanisms and Inhibitors, Measuring Methods, and Clinical Implications.
Biomedicines 2021, 9, 1064. [CrossRef]

31. Huang, G.; Hua, S.; Yang, T.; Ma, J.; Yu, W.; Chen, X. Platelet-Rich Plasma Shows Beneficial Effects for Patients with Knee
Osteoarthritis by Suppressing Inflammatory Factors. Exp. Ther. Med. 2018, 15, 3096–3102. [CrossRef] [PubMed]

32. Zaninetti, C.; Sachs, L.; Palankar, R. Role of Platelet Cytoskeleton in Platelet Biomechanics: Current and Emerging Methodologies
and Their Potential Relevance for the Investigation of Inherited Platelet Disorders. Hämostaseologie 2020, 40, 337–347. [CrossRef]
[PubMed]

33. Everts, P.A.; Sadeghi, P.; Smith, D.R. Basic Science of Autologous Orthobiologics: Part 1. Platelet-Rich Plasma. Phys. Med. Rehabil.
Clin. N. Am. 2023, 34, 1–23. [CrossRef] [PubMed]

34. Cavallo, C.; Roffi, A.; Grigolo, B.; Mariani, E.; Pratelli, L.; Merli, G.; Kon, E.; Marcacci, M.; Filardo, G. Platelet-Rich Plasma:
The Choice of Activation Method Affects the Release of Bioactive Molecules. BioMed. Res. Int. 2016, 2016, 6591717. [CrossRef]
[PubMed]

35. Padilla, S.; Sánchez, M.; Vaquerizo, V.; Malanga, G.A.; Fiz, N.; Azofra, J.; Rogers, C.J.; Samitier, G.; Sampson, S.; Seijas, R.; et al.
Platelet-Rich Plasma Applications for Achilles Tendon Repair: A Bridge between Biology and Surgery. Int. J. Mol. Sci. 2021, 22,
824. [CrossRef] [PubMed]

36. Anitua, E.; Zalduendo, M.M.; Alkhraisat, M.H.; Orive, G. Release kinetics of platelet-derived and plasma-derived growth factors
from autologous plasma rich in growth factors. Ann Anat. 2013, 195, 461–466. [CrossRef]

37. Cha, C.; Kim, S.Y.; Cao, L.; Kong, H. Decoupled Control of Stiffness and Permeability with a Cell-Encapsulating Poly(Ethylene
Glycol) Dimethacrylate Hydrogel. Biomaterials 2010, 31, 4864–4871. [CrossRef] [PubMed]

https://doi.org/10.1002/jbm.a.35244
https://www.ncbi.nlm.nih.gov/pubmed/24890049
https://doi.org/10.1053/j.oto.2012.01.004
https://doi.org/10.1002/mabi.201200332
https://www.ncbi.nlm.nih.gov/pubmed/23225776
https://doi.org/10.6061/clinics/2014(04)07
https://doi.org/10.1016/j.thromres.2022.08.010
https://www.ncbi.nlm.nih.gov/pubmed/36008192
https://doi.org/10.1186/s13256-019-2027-6
https://www.ncbi.nlm.nih.gov/pubmed/31014387
https://doi.org/10.1016/j.jbiosc.2014.03.014
https://www.ncbi.nlm.nih.gov/pubmed/24768229
https://doi.org/10.1111/clr.12455
https://doi.org/10.1016/j.jcis.2020.05.088
https://doi.org/10.1016/j.thromres.2003.10.010
https://www.ncbi.nlm.nih.gov/pubmed/15013277
https://doi.org/10.1515/cdbme-2017-0083
https://doi.org/10.1016/1010-7940(92)90100-C
https://www.ncbi.nlm.nih.gov/pubmed/1543604
https://doi.org/10.1054/ijom.2003.0461
https://www.ncbi.nlm.nih.gov/pubmed/14690664
https://doi.org/10.3390/ma16216886
https://doi.org/10.1016/j.biomaterials.2005.04.014
https://doi.org/10.1016/S0049-3848(99)00234-0
https://www.ncbi.nlm.nih.gov/pubmed/10713324
https://doi.org/10.1371/journal.pone.0224756
https://doi.org/10.3390/biomedicines9081064
https://doi.org/10.3892/etm.2018.5794
https://www.ncbi.nlm.nih.gov/pubmed/29599843
https://doi.org/10.1055/a-1175-6783
https://www.ncbi.nlm.nih.gov/pubmed/32726828
https://doi.org/10.1016/j.pmr.2022.08.003
https://www.ncbi.nlm.nih.gov/pubmed/36410877
https://doi.org/10.1155/2016/6591717
https://www.ncbi.nlm.nih.gov/pubmed/27672658
https://doi.org/10.3390/ijms22020824
https://www.ncbi.nlm.nih.gov/pubmed/33467646
https://doi.org/10.1016/j.aanat.2013.04.004
https://doi.org/10.1016/j.biomaterials.2010.02.059
https://www.ncbi.nlm.nih.gov/pubmed/20347136


Int. J. Mol. Sci. 2024, 25, 4069 13 of 13

38. Abdel-Sayed, P.; Darwiche, S.E.; Kettenberger, U.; Pioletti, D.P. The Role of Energy Dissipation of Polymeric Scaffolds in the
Mechanobiological Modulation of Chondrogenic Expression. Biomaterials 2014, 35, 1890–1897. [CrossRef] [PubMed]

39. Padilla, S.; Sánchez, M.; Orive, G.; Anitua, E. Human-Based Biological and Biomimetic Autologous Therapies for Musculoskeletal
Tissue Regeneration. Trends Biotechnol. 2017, 35, 192–202. [CrossRef] [PubMed]

40. Balagholi, S.; Rezaei Kanavi, M.; Alizadeh, S.; Dabbaghi, R.; Karami, S.; Kheiri, B.; Daftarian, N. Effects of Fibrin Glue as a
Three-Dimensional Scaffold in Cultivated Adult Human Retinal Pigment Epithelial Cells. J. Biomater. Appl. 2018, 33, 514–526.
[CrossRef] [PubMed]

41. Hanson, A.J.; Quinn, M.T. Effect of Fibrin Sealant Composition on Human Neutrophil Chemotaxis. J. Biomed. Mater. Res. 2002, 61,
474–481. [CrossRef] [PubMed]

42. Ho, W.; Tawil, B.; Dunn, J.C.Y.; Wu, B.M. The Behavior of Human Mesenchymal Stem Cells in 3D Fibrin Clots: Dependence on
Fibrinogen Concentration and Clot Structure. Tissue Eng. 2006, 12, 1587–1595. [CrossRef] [PubMed]

43. Hale, B.W.; Goodrich, L.R.; Frisbie, D.D.; McIlwraith, C.W.; Kisiday, J.D. Effect of Scaffold Dilution on Migration of Mesenchymal
Stem Cells from Fibrin Hydrogels. Am. J. Vet. Res. 2012, 73, 313–318. [CrossRef] [PubMed]

44. Bensaïd, W.; Triffitt, J.T.; Blanchat, C.; Oudina, K.; Sedel, L.; Petite, H. A Biodegradable Fibrin Scaffold for Mesenchymal Stem Cell
Transplantation. Biomaterials 2003, 24, 2497–2502. [CrossRef] [PubMed]

45. Mason, E.F.; Rathmell, J.C. Cell Metabolism: An Essential Link between Cell Growth and Apoptosis. Biochim. Biophys. Acta BBA
Mol. Cell Res. 2011, 1813, 645–654. [CrossRef] [PubMed]

46. Hickerson, W.L.; Nur, I.; Meidler, R. A comparison of the mechanical, kinetic, and biochemical properties of fibrin clots formed
with two different fibrin sealants. Blood Coagul. Fibrinolysis 2011, 22, 19–23. [CrossRef] [PubMed]

47. Anitua, E.; Muruzabal, F.; Prado, R.; Pino, A.; Tierno, R.; Persinal-Medina, M.; Alkhraisat, M.H.; Merayo-Lloves, J. Biological and
Adhesive Properties of an Autologous Protein-Based Fibrin Sealant for Ophthalmological Applications. Transl. Vis. Sci. Technol.
2023, 12, 32. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.biomaterials.2013.11.048
https://www.ncbi.nlm.nih.gov/pubmed/24331703
https://doi.org/10.1016/j.tibtech.2016.09.008
https://www.ncbi.nlm.nih.gov/pubmed/28007307
https://doi.org/10.1177/0885328218799506
https://www.ncbi.nlm.nih.gov/pubmed/30213218
https://doi.org/10.1002/jbm.10196
https://www.ncbi.nlm.nih.gov/pubmed/12115473
https://doi.org/10.1089/ten.2006.12.1587
https://www.ncbi.nlm.nih.gov/pubmed/16846354
https://doi.org/10.2460/ajvr.73.2.313
https://www.ncbi.nlm.nih.gov/pubmed/22280396
https://doi.org/10.1016/S0142-9612(02)00618-X
https://www.ncbi.nlm.nih.gov/pubmed/12695076
https://doi.org/10.1016/j.bbamcr.2010.08.011
https://www.ncbi.nlm.nih.gov/pubmed/20816705
https://doi.org/10.1097/MBC.0b013e32833fcbfb
https://www.ncbi.nlm.nih.gov/pubmed/21150581
https://doi.org/10.1167/tvst.12.11.32
https://www.ncbi.nlm.nih.gov/pubmed/38015168

	Introduction 
	Results 
	Fibrinogen Concentration 
	Clotting, Swelling and Retraction of the Matrices 
	Biomechanical Properties of the Matrices 
	Cellular Viability of the Dermal Fibroblasts Seeded in the FM-HF and FM 

	Discussion 
	Materials and Methods 
	Preparation of the Formulations 
	PRP-Derived Fibrin Matrix (FM) 
	The PRP-Derived Fibrin Matrix with a High Fibrinogen Content andPlatelets (FM-HFP) 
	The PRP-Derived Fibrin Matrix with a High Fibrinogen Content (FM-HF) 

	Fibrinogen Level Measurements 
	Clotting, Swelling and Retraction 
	Mechanical Tests 
	Cell Assays 
	Statistical Analysis 

	Conclusions 
	References

