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Abstract 
Historically, the evaluation of hospital utilization in the United States has 
been addressed by providers and health planning agencies. This study eva-
luated resident inpatient hospital discharges for adult medicine and adult 
surgery in the Central New York Health Service Area, an eleven county re-
gion of upstate New York. It focused on small local hospitals and larger re-
ferral center hospitals in the region. The study demonstrated that numbers of 
adult medicine resident discharges from small local hospitals declined by 17.3 
percent in most counties of the region between 2012 and 2017. This reduction 
resulted, in part, from the implementation of medical observation programs 
that shifted many patients with low severity of illness to outpatient status. The 
study also demonstrated that numbers of adult surgery resident inpatient 
discharges from small local hospitals declined by 15.8 percent. This resulted 
from the inmigration of many surgical patients from these providers to larger 
hospitals in the region. The study suggested that there may not be sufficient 
inpatient adult surgery and medicine volumes to support the current number 
of hospitals in the region. 
 

Keywords 
Hospitals, Hospital Utilization, Health Planning 

 

1. Introduction 

In recent years, interest in improving efficiency and outcomes in the health care 
system of the United States has increased. This interest has been supported by an 
expanding amount of resources consumed by this sector of the economy [1] [2] 
[3]. 

The relationships between health care utilization and demographics emphas-
ize the connections between this sector and regional and community popula-
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tions. Health care is a community based service related to the needs of popula-
tions [4] [5] [6]. 

A major driver of health care at the community level is the utilization of inpa-
tient hospitals. These providers focus on the delivery of inpatient acute care, al-
though they also deliver emergency, outpatient, and other services. This care can 
include inpatient adult medicine, adult surgery, pediatrics, obstetrics, and men-
tal health. 

One of the most important indicators of the use of health care utilization is 
inpatient hospital discharges. Discharges are important because they identify use 
of acute care. They are also important because they are the basis of hospital 
reimbursement for health care payers [7]. 

Historically, health planning initiatives have focused on hospital discharges at 
regional and community levels. These include the Health Systems Agencies de-
veloped through federal legislation during the twentieth century as well as State 
government efforts to evaluate and regulate health care providers [8]. 

In the United States, most inpatient hospital payments are determined by uti-
lization, especially inpatient discharges. Because of the relationship between 
hospital discharges and reimbursement, efforts to maintain financial viability are 
frequently linked to inpatient discharge volumes [9]. 

2. Population 

This study focused on hospital utilization in the Central New York Health Ser-
vice Area of New York State. It included hospital inpatient utilization for resi-
dents of this area for hospitals in New York State. 

The Central New York Health Service Area includes local hospitals in each of 
the eleven counties. The total number of hospitals in the region is 22. Most of 
these hospitals are small facilities that provide primary and secondary acute care 
to patients in the immediate areas. The Health Service Area has a population of 
approximately 1,400,000. 

Most of the referral center hospitals for the Health Service Area are located in 
Syracuse, New York. They include Crouse Hospital (19,612 inpatient discharges 
excluding well newborns, 2018), St. Joseph’s Hospital Health Center, 25,390 dis-
charges, 2018), and Upstate University Hospital (32,881 discharges, 2018). 

Historically, the Syracuse hospitals have worked cooperatively to improve the 
efficiency and outcomes of care in their service area and the Central New York 
Region. These efforts have included programs to reduce hospital lengths of stay, 
readmissions, and inpatient complications, as well as support for the efficiency 
of admissions and emergency departments. Many of these efforts have been im-
plemented through their cooperative planning organization, the Hospital Execu-
tive Council [10] [11]. 

3. Method 

This study evaluated resident hospital inpatient utilization by county in the 
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Central New York Health Service Area for 2012 and 2017. It focused on dis-
charge volumes for hospitals where residents of each county were admitted for 
adult medicine and adult surgery. 

The evaluation focused on three types of hospitals. They included relatively 
small local hospitals in communities in seven of the eleven counties in the Re-
gion. They also included relatively large referral center hospitals in Syracuse and 
Onondaga County. They also included additional hospitals with some referral 
center services in three of the counties in the Region. 

The study population included residents of the eleven county Central New 
York Health Service Area discharged from hospitals in New York State during 
2012 and 2017. The resident counties included Onondaga, Cayuga, Cortland, 
Madison, Oswego, and Tompkins in the central area of the region; Jefferson, 
Lewis, and St. Lawrence in the northern area; and Oneida and Herkimer in the 
eastern area. Residents of these counties discharged from hospitals outside New 
York State were not included in the study. 

Within these definitions, the study focused on hospital discharges for adult 
medicine and adult surgery. These services included all hospital inpatients ex-
cept those aged 17 years and younger and those identified as obstetrics, psychia-
try, and substance abuse treatment according to the All Patients Refined Diag-
nosis related Groups Defined by 3M™ Health Information Systems. These ser-
vices accounted for approximately 80 percent of all hospital inpatient discharges 
in the region. 

By identifying resident hospital discharges for adult medicine and adult sur-
gery between 2012 and 2017, the study was able to evaluate the extent of this uti-
lization during this period. It was also able to evaluate the impact of develop-
ments including the implementation of medical observation regulations for 
Medicare and other payors in 2013 and the movement of some surgical patients 
between hospitals. 

The study data for 2012 and 2017 were obtained from the New York State 
Planning and Research Cooperative System (SPARCS) maintained by the New 
York State Department of Health. They included hospital inpatient discharges 
for the most recent year period available. 

The study data for adult medicine and adult surgery were analyzed in tables 
for each of the two inpatient services. Each table included total numbers of resi-
dent hospital discharges for adult medicine and adult surgery for each of the 
eleven counties in the region for 2012 and 2017. This utilization was identified 
by the hospitals where the discharges occurred. They included local hospitals lo-
cated within each county, in the combined Syracuse hospitals, and in other hos-
pitals located outside the resident counties and the Syracuse hospitals. 

Analysis of the data for adult medicine and adult surgery focused on compar-
ison of resident discharges among the resident counties in the region for 2017. 
These data included local hospitals, the Syracuse hospitals, and other hospitals. 
The analysis also focused on identification of changes in resident discharges for 
each of these categories and the individual counties between 2012 and 2017. 
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4. Results 

The initial component of the study focused on resident hospital discharges by 
county in the Central New York Health Service Area for adult medicine. Rele-
vant data are summarized in Table 1. 

This information demonstrated that the largest numbers of resident hospital 
discharges from local hospitals for adult medicine patients occurred in Ononda-
ga County (including Syracuse) (22,634 - 24,485 annual resident discharges); 
Oneida County (including Utica) (11,851 - 14,590 annual resident discharges), 
and Jefferson County (including Watertown) (4084 - 4291 annual resident dis-
charges). In addition, St. Lawrence County in the northern part of the region, 
and Tompkins County, in the southern part, generated 5083 - 6132 and 2076 - 
2341 annual resident discharges respectively. 

Smaller numbers of resident hospital discharges occurred in the four counties 
contiguous to Onondaga, Cayuga, Cortland, Madison, and Oswego (1060 - 3217 
annual resident discharges per county) Herkimer County, adjacent to Oneida 
(627 - 723 annual resident discharges); and Lewis County, adjacent to Jefferson 
(581 - 608 annual resident discharges). 

The study data suggested that the most important developments in adult 
medicine resident discharges between 2012 and 2017 were reductions for nine of 
the eleven counties. This change resulted in 5689 fewer resident adult medicine 
discharges, or 14.85 percent, for counties outside Onondaga. For patients in the 
combined counties discharged from hospitals in Syracuse, the reduction was 
much smaller, 1074 discharges or 3.2 percent. For other hospitals, the reduction  

 
Table 1. Resident inpatient adult medicine discharges, central New York counties, 2012, 2017. 

 
Local Hospitals Syracuse Hospitals Other Hospitals Total 

 
2012 2017 Difference 2012 2017 Difference 2012 2017 Difference 2012 2017 Difference 

Onondaga County 24,485 22,634 −1851 24,485 22,634 −1851 599 656 57 25,084 23,290 −1794 

Cayuga County 3217 3037 −180 1127 1010 −117 594 587 −7 4938 4634 −304 

Cortland County 2466 1803 −663 635 660 25 214 228 14 3315 2691 −624 

Madison County 1317 1060 −257 1438 1377 −61 552 469 −83 3307 2906 −401 

Oswego County 2927 2182 −745 3864 3671 −193 242 255 13 7033 6108 −925 

Tompkins County 2076 2341 265 160 185 25 464 351 −113 2700 2877 177 

Oneida County 14,590 11,851 −2739 803 1389 586 1169 1208 39 16,562 14,448 −2114 

Herkimer County 723 627 −96 62 111 49 3269 3063 −206 4054 3801 −253 

Jefferson County 4291 4084 −207 816 892 76 291 256 −35 5398 5232 −166 

Lewis County 581 608 27 127 265 138 340 440 100 1048 1313 265 

St. Lawrence County 6132 5038 −1094 340 589 249 295 395 100 6767 6022 −745 

Total 62,805 55,265 −7540 33,857 32,783 −1074 8029 7908 −121 80,206 73,322 −6884 

Includes patients aged 18 years and over assigned to medical APR Diagnosis Related Groups excluding obstetrics (APR DRGs 540 - 566), mental 
health/substance abuse treatment (APR DRGs 740 - 776), and rehabilitation (APR DRG 860). Source: New York Statewide Health Planning and Research 
Cooperative System (SPARCS). 
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was only 121 discharges or 1.5 percent. 
As a result of these developments, the percentages of total resident adult med-

icine discharges reached 65.54 - 67.00 percent in Cayuga and Cortland Counties, 
35.72 - 36.48 in Oswego and Madison Counties, 46.31 percent in Lewis County 
and 16.50 percent in Herkimer County. For Jefferson, Oneida, and Tompkins 
Counties, the percentages remained above 78 percent. 

Available information suggests that these reductions in adult medicine dis-
charges were produced by the implementation of medical observation programs 
by Medicare and other payers in 2013. They involved reductions in reimburse-
ment to hospitals for patients with short stays and relatively low severity of ill-
ness. The study data indicated that most of this impact involved the smaller hos-
pitals outside Syracuse, probably because a considerable part of their adult med-
icine involved patients with low severity of illness. Many of these patients were 
candidates for movement to observation status. 

The second component of the study focused on resident hospital discharges 
by county in the Central New York Health Service Area for adult surgery. Rele-
vant data are summarized in Table 2. 

As in the data for adult medicine, this information demonstrated that the 
largest numbers of resident hospital discharges from local hospitals for adult 
surgery patients occurred in Onondaga County (10,771 - 10,925 annual resident 
discharges), Oneida County (4118 - 4809 annual resident discharges), and Jeffer-
son County (800 - 921 annual resident discharges). In addition, St. Lawrence 
County and Tompkins County generated 866 - 945 and 728 - 745 annual resident  

 
Table 2. Resident inpatient adult surgery discharges, central New York counties, 2012, 2017. 

 
Local Hospitals Syracuse Hospitals Other Hospitals Total 

 
2012 2017 Difference 2012 2017 Difference 2012 2017 Difference 2012 2017 Difference 

Onondaga County 10,771 10,925 154 10,771 10,925 154 380 420 40 11,151 11,345 194 

Cayuga County 518 427 −91 1083 853 −230 290 274 −16 1891 1554 −337 

Cortland County 311 252 −59 633 630 −3 213 216 3 1157 1098 −59 

Madison County 492 363 −129 912 1054 142 339 281 −58 1743 1698 −45 

Oswego County 362 313 −49 2711 2749 38 148 177 29 3221 3239 18 

Tompkins County 745 728 −17 297 306 9 370 308 −62 1412 1342 −70 

Oneida County 4809 4118 −691 1119 1868 749 1010 1021 11 6938 7007 69 

Herkimer County 7 11 4 137 168 31 1480 1451 −29 1624 1630 6 

Jefferson County 800 921 121 1310 1358 48 255 196 −59 2365 2475 110 

Lewis County 90 62 −28 247 276 29 317 271 −46 654 609 −45 

St. Lawrence County 945 866 −79 649 744 95 474 475 1 2068 2085 17 

Total 19,850 18,986 −864 19,869 20,931 1062 5276 5090 −186 34,224 34,082 −142 

Includes patients aged 18 years and over assigned to surgical APR Diagnosis Related Groups excluding obstetrics (APR DRGs 540 - 566), mental 
health/substance abuse treatment (APR DRGs 740 - 776), and rehabilitation (APR DRG 860). Source: New York Statewide Health Planning and Research 
Cooperative System (SPARCS). 
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discharges respectively. 
Smaller numbers of annual resident discharges occurred in the counties con-

tiguous to Onondaga-Cayuga, Cortland, Madison, and Oswego (252 - 518 an-
nual resident discharges) and Herkimer and Lewis Counties (fewer than 100 
annual resident discharges). 

The study data indicated that inpatient adult surgery discharges in the hospit-
als outside Onondaga County declined from 9079 to 8061, a reduction of 11.2 
percent between 2012 and 2017. During the same period, adult surgery dis-
charges in the Syracuse hospitals increased from 19,869 to 20,931, or 5.3 percent. 

Most of these developments probably resulted from the inmigration of adult 
surgery discharges from the outlying counties to the Syracuse hospitals. These 
efforts were developed to support inpatient utilization In the Syracuse hospitals 
as some procedures were moved to outpatient status. They were generated, in 
part, by initiatives of the Syracuse hospitals including the development of affilia-
tions with the outlying hospitals and physician affiliations with these providers. 
They also included considerable marketing by the Syracuse hospitals through 
electronic media, television, print media, and billboards. 

As a result of these developments, the percentage of total resident inpatient 
adult surgery performed at local hospitals declined to 21.38 - 27.48 percent in 
Cayuga, Cortland, and Madison Counties, 0.67 - 10.18 percent in Oswego, Her-
kimer, and Lewis Counties, and 54.25 - 58.77 percent in Tompkins and Oneida 
Counties. 

5. Discussion 

In the United States, the utilization of inpatient hospitals is related to popula-
tions at the regional and community levels. Historically, the evaluation of re-
gional hospital utilization has been developed by health planning agencies and 
groups of providers. This process has supported the monitoring and planning of 
the use of hospital services at the regional and community levels. 

Evaluation of inpatient hospital utilization at the regional level is useful be-
cause it is based on wide utilization patterns, rather than fragmented approaches 
involving small numbers of providers. Regional utilization usually includes suf-
ficient numbers of discharges to identify consistent developments in the provi-
sion of care over time. 

This case study evaluated inpatient hospital discharges in the Central New 
York Health Service Area of upstate New York, an eleven county region. It con-
cerned adult medicine and adult surgery, the largest hospital inpatient services, 
during a five year period. 

Within this region, the study identified three types of inpatient hospital pro-
viders for the two services by discharge volumes. They included small commu-
nity hospitals with limited numbers of discharges in Cayuga, Cortland, Madison, 
Oswego, Herkimer and Lewis Counties; community hospitals with larger vo-
lumes serving their own communities and adjacent areas in Oneida, Tompkins, 
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and Jefferson Counties; and hospitals in Syracuse serving all counties in the re-
gion. 

The study demonstrated that numbers of adult medicine and adult surgery 
resident inpatient discharges from small local hospitals in most counties in the 
region declined between 2012 and 2017. This decline was large, about 17.3 per-
cent of the 2012 adult medicine discharges and 15.8 percent of the 2012 adult 
surgery discharges for these hospitals. 

As a result of these reductions, by 2017, the percentage of total resident adult 
surgery discharges performed at hospitals in the smaller counties was 27 percent 
or less. This reduction resulted, in part, from the increased migration of adult 
surgery patients to hospitals in Syracuse. The percentage of adult medicine resi-
dent discharges from local hospitals also declined. This resulted, in part, from 
the implementation of medical observation programs that shifted many of these 
individuals to outpatient status. 

Another issue concerned counties with larger inpatient adult medicine and 
surgery volumes that were not part of the regional center such as Oneida, 
Tompkins, and Jefferson Counties. The study data suggested that discharge vo-
lumes in these areas declined, but not enough to challenge their viability. 

The study data suggested that, in the Central New York Health Service Area, 
there may not be sufficient inpatient discharge volumes to support the continued 
viability of hospitals in most of the smaller counties. This could reduce the 
number of hospitals in the region to those in Syracuse and those in counties such 
as Oneida, Tompkins, and Jefferson. Additional research concerning inpatient 
utilization should be carried out to determine whether similar developments 
have occurred in other regions. 
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Abstract 
Retropharyngeal abscess is an abscess of the deep spaces in the neck which if 
not treated urgently can be life-threatening as a result of airway compromise. 
It is important to detect and treat very early. It may arise in pediatrics from 
direct neck trauma which is not very common and fishbone impaction. Di-
rect anterior neck trauma resulting in insidious retropharyngeal abscess has 
not been widely reported. 
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1. Introduction 

The facial envelope which surrounds the neck structures is partitioned into may 
potential spaces of which retropharyngeal space is one of them [1]. Retropha-
ryngeal abscess is an abscess of the deep spaces in the neck which if not treated 
urgently can be life-threatening as a result of airway compromise. Early detec-
tion and treatment are therefore very essential. It may arise in pediatrics from 
direct neck trauma which is not very common and fishbone impaction. However 
other risk factors causing it include endotracheal intubation, surgery, laryngos-
copy and placement of nasogastric tube [2]. Here we present a case report of re-
tropharyngeal abscess arising from a direct hit on the anterior neck of a 7-year- 
old boy by a car seat. 

2. Case Report 

A 7-year-old boy who presented at the emergency pediatric unit of Federal 
Teaching Hospital, Ido-Ekiti with 6 days history of anterior neck pain following 
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blunt neck trauma sustained by hitting his neck against the edge of a seat while 
on the school bus. There was associated gradual onset of progressive anterior 
neck swelling, hoarseness, dysphagia, initially to solid then semisolid food and 2 
days history of gradual onset of intermittent fever which became high grade, but 
no chills nor rigor. 3 hours prior to presentation he was noticed to have difficul-
ty in breathing at rest, noisy breathing and neck stiffness. 

Examination revealed an acutely ill-looking boy in obvious respiratory distress 
with biphasic stridor, forward extending neck posture, dehydrated and febrile 
but not pale, nor anicteric, and not cyanosed. 

The Vital signs were: T—37.9˚C, RR—28/min, PR—128 b/min, BP—110/70 
mmHg. 

The Oral cavity revealed hyperemic and bulging posterior pharyngeal wall 
(Figure 1). 

There was diffuses tender anterior neck swelling with no palpable trachea but 
multiple palpable cervical lymph nodes. 

Full blood count: PCV 53%, WBC 18 × 109/L (with relative neutrophilia). 
E/U/Cr: within normal range. (Na: 136 mEq/L, K: 3.8 mEq/L, Urea: 8 mg/dl, 
Creatine: 0.615 mg/dl). 

X-ray soft tissue neck (Figure 2) showed widening of the prevertebral space  
 

 
Figure 1. A bulge of the posterior pharyngeal wall. 

 

 
Figure 2. Widening of the prevertebral space with compression of the airway indicated by 
the black arrow. 
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by collections and compression of the laryngeal inlet. 
He had an emergency examination under anesthesia with Incision and Drai-

nage of the abscess (Figure 3).  
The Pus drained was about 30 mls, thick and foul-smelling but yielded no 

growth possibly due to the fact that he had been on self antibiotics medication 
since the day of the trauma. He did well postoperatively with the resumption of 
normal voice and breathing. 3rd-day postoperative x-ray was essentially normal 
(Figure 4). He was discharged on the 5th day. 

3. Discussion 

Retropharyngeal abscess is often seen in children under the age of 4 - 5 years but can 
be seen in any age group. Space lies behind the pharynx between the buccopharyn-
geal fascia, covering the constrictor muscle and the prevertebral fascia, extending 
from the skull base to the tracheal bifurcation. Suppuration of Retropharyngeal 

 

 
Figure 3. Intra-operatively, Incision and Drainage indicated by the black arrow. 

 

 
Figure 4. Post-operative X-ray showing almost normal features. 
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lymph nodes which drain the nasopharynx, oropharynx and the tonsils is com-
monly responsible for the abscess in children. 

Of the deep neck space infections, the incidence of retropharyngeal infections 
is less than that of other infections like peritonsillar infections [3]. Traumatic re-
tropharyngeal abscess has been described to arise secondarily from blunt oro-
pharyngeal trauma in a road traffic accident [4], by a blunt object like an um-
brella’, or impacted foreign bodies like safety pins [5]. In our study, a direct hit 
on the anterior neck was the cause. This mechanism has not been commonly 
reported. This progressive nature of the presentation over 6 days period pointed 
to the fact that there might have been the possibility of minimal bleed in the re-
tropharyngeal space with hematoma collections and subsequent abscess forma-
tion. The 6-day history of hoarseness and the 3-hour history of dyspnoea were as 
a result of the mild blunt laryngeal trauma initially and later by the airway com-
promise from the pressure from the retropharyngeal abscess (Figure 2). Subcu-
taneous emphysema with the abscess was described in a case of oropharyngeal 
trauma by Siou G et al. [6] but this is not seen in our own study. Successful 
management of retropharyngeal abscess largely depends on early detection of 
the abscess. A careful and detail history of trauma and clinical features such as 
neck pain, stiffness, change in voice and in severe cases drolling of saliva and 
bulging of the posterior pharyngeal wall are pointers to the condition. Radiolog-
ical (Plain X-ray of CT scan) finding of a widening of the prevertebral space 
(Figure 2) confirms the diagnosis. Empirical use of broad-spectrum antibiotics 
and urgent Examination under anesthesia with incision and drainage is the 
hallmark of treatment. Surgical approaches are either Trans-oral, which is the 
common use approach or external approach. The trans-oral approach is effective 
for abscess localized to the pharynx without lateral pharyngeal extension. This is 
the approach used in this index patient. 

Deep neck infections may be associated with life-threatening complications 
such as airway obstruction, jugular thrombophlebitis, carotid rupture, and me-
diastinitis. These complications can be avoided by vigilance, adequate evalua-
tion, prompt diagnosis, and aggressive management [7]. 

4. Conclusion 

Post-traumatic retropharyngeal abscess can be insidious in onset with gradual 
airway compromise which if not detected and managed timely and adequately 
can result in mortality. 
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Abstract 
Objective: The purpose of this case-study was to perform morphological and 
molecular analysis of articular cartilage biopsies from the femoral condyle of 
a 33 year old woman with intra-articular calcification in the right knee joint 
and compare the findings with those of normal cartilage. Methods: Femural 
condyle cartilage biopsies were used for Light Microscopy (LM), Transmis-
sion Electron Microscopy (TEM), explant culturing and DNA mutation 
analysis of the COL2A1 gene. Results: X-ray of the affected knee joint showed 
intra-articular calcifications on the femur condyle, tibia and meniscus. Patho-
logical LM and TEM examination of cartilage biopsies revealed calcified is-
lands morphologically identical to calcium pyro-phosphate dehydrate (CPPD) 
and hydroxyapatite (HA)-like crystals. In addition, chondrocytes showed ac-
cumulation of pro-collagen molecules. With explant culturing and immuno-
chemistry, it was confirmed that matrix calcification correlated with high 
intracellular matrix accumulation and expression of type X collagen. The in-
duction of hypertrophy in chondrocytes was further associated with matrix 
vesicle (MV) release and a prominent calcification zone. Surprisingly, TEM 
showed crystal development on thick abnormal type II collagen fibrils sug-
gesting that these ECM components might nucleate and contribute to calcifi-
cation. Conclusions: We suggest that intra-articular calcification may be as-
sociated with type II pro-collagen accumulation in chondrocytes. In particu-
lar, we hypothesize that matrix accumulation may induce hypertrophy and 
type X collagen expression in cartilage cells and release of MV’s into the 
ECM, which together with thick abnormal type II collagen hetero-fibrils, are 
responsible for crystal deposition in the ECM. 
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1. Introduction 

In tissues such as articular cartilage in which calcification is abnormal, previous 
studies [1] [2] [3] have confirmed that pathological Chondrocalcinosis is associ-
ated with deposition of non-urate crystals such as calcium pyrophosphate dehy-
drate (CPPD) and basic calcium phosphate (BCP) including hydroxyapatite 
(HA), in the knee joints. 

This is particularly so in osteoarthritis (OA), where crystals of calcium salts 
are found in the knee joint fluid of up to 65% of OA patients [4] [5] and predict 
an increased severity of arthritis and a worsening progression of OA. In particu-
lar, studies have found both insoluble rhomboid CPPD crystals (Ca2P2O7∙2H2O) 
and ultramicroscopic crystalline substances like BCP crystals including hydroxyapa-
tite (Ca10(PO4)6(OH)2), octa-calcium phosphate (Ca8(HPO4)2(PO4)4)∙5H2O, tri-calcium 
phosphate (Ca3(PO4)2) and magnesium whitlockite (Ca9(Mg, Fe)(PO4)6PO3OH) 
[6] in articular cartilage, meniscus tissue, and synovial fluid from patients with OA 
[7] [8] [9]. It was shown in one study that about 95% of cartilage calcification in-
volving hyaline cartilage in the knee was related to CPPD and BCP crystals [10]. 

Despite the evidence for a contribution of calcification to the pathogenesis of 
OA and the fact that there are differences in their clinical patterns [11] [12] [13], 
the mechanisms underlying development of these crystalline deposits are still 
not known. However, recent work has highlighted some important findings in 
this field, namely that abnormal hypertrophic chondrocytes in OA cartilage play 
a critical role in the development of both CPPD and BCP deposition by releasing 
matrix vesicles (MV) from the plasma membrane, providing a sheltered envi-
ronment for the initiation of calcification [14] [15]. How the MV perform this 
function remains unknown although stable phenotype MV which are unable to 
calcify have also been found in normal articular cartilage, whereas they calcify 
primarily in cartilage from the joints of OA patients where they are responsible 
for both the initial formation of HA [15] [16] [17], and CPPD deposition [18] 
[19] [20]. In addition, CPPD crystals are rarely found in areas of normal articu-
lar cartilage matrix [21] but MV isolated from articular cartilage of OA patients 
do not have a greater capacity for crystal formation than MV isolated from nor-
mal cartilage [18] [19]. These findings suggest that alterations in matrix compo-
sition of the ECM may also have a role in the formation of crystalline deposits. 

There are reports describing a link between type II collagen disease and in-
tra-articular calcification in 4 families in Chiloe Islands [22] [23] [24], United 
States [25] and Finland [26]. Family members express a clinical phenotype of 
OA due to an Arg75-Cys mutation within the COL2A1 gene coding for type II 
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pro-collagen. This genetic disease was associated with childhood-onset OA and 
linked to intra- and extra-articular calcific deposits in the hip and knee joints 
[22] [23] [25] [26]. Currently, it is not clear how the abnormal type II collagen 
hetero-fibrils contribute to calcification in the joints as the cartilage was not 
analysed microscopically. 

In the context of these reports, we provide here a case study describing how 
abnormal matrix proteins could be linked to calcification in hyaline cartilage via 
type II pro-collagen accumulation in chondrocytes and abnormal type II colla-
gen hetero-fibrils in the ECM. Moreover, in relation to what has been described 
for intra-articular calcification in patients with OA, we provide additional back-
ground for an Endoplasmic Reticulum Storage Disease (ERSD) chondrocyte 
phenotype. This phenotype transforms into type X collagen-positive hypertro-
phic chondrocytes with MV release and a compromised ECM consisting of ab-
normal thick collagen fibrils and collagen bundles, which may in turn contribute 
to the calcification. 

Finally, we discuss development of crystalline deposits in relation to collagen 
bundles and hole zones in thick abnormal type II collagen hetero-fibrils, to at-
tempt to define the molecular mechanisms underlying this patient’s condition. 

2. Patient’s History 

The patient was a 27 years old woman of normal stature (height 173 cm, weight 
80 kg) when referred to our clinic. She had, since early teenage years, partici-
pated in low level competition sport (handball), and over the years had had a few 
minor injuries to the knees. She could participate and perform as well as her 
team mates without problems until her late teenage years when she began to 
have pain in the right knee. She did not experience problems in other joints. No 
family members reported joint pain, orthopedic disorders or arthritis. 

Arthroscopy with minor surgery was performed 3 times when she was 18 - 23 
years with relief of symptoms. The surgical descriptions are not available. 

At twenty-seven (27) years of age, she again had pain in the right knee and 
clinical signs of a meniscal lesion. She went to a private clinic for immediate 
treatment but no report of her treatment is available. In 2001, at age thirty (30) 
years, she fell and hurt her right knee. She had pain for 3 months and a further 
arthroscopy was performed. The cartilage on the patella and on the medial and 
lateral tibia plateau was grossly fibrillated. The menisci and ligaments were nor-
mal. Postoperatively the patient was not allowed to put weight on the right leg. 

One month after the right knee was re-arthroscoped in the hope that a Stead-
mann procedure could be performed, the patella was found lateralized, and the 
cartilage on the lateral tibia plateau was degenerated to a degree that made it 
impossible to micro fracture the chondral lesions. Intra-articular crystals were 
seen. The patient was referred to the rheumatologic department where clinical 
examination showed no signs of arthritis of any kind. 

Two months postoperatively the patient again experienced pain in the right 
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knee. After another 6 months, a MR-scan showed tendinitis of the intra-patellar 
ligament, and exercises for this were initiated which relieved some symptoms. 

Two (2) years later, arthroscopy was again performed because of pronounced 
retro-patellar pain. Lateral release was performed. The cartilage had only slight 
fibrillation on the tibia plateau. 

During the following year the patient continued to experience pain in the 
right knee. MR-scans showed a lesion of the medial meniscus. When she was 33, 
arthroscopy was performed. The menisci were normal, but again the tibia carti-
lage showed degeneration (Outerbridge 3). Crystals were noted in the cartilage 
on the tibia and femur, and 2 biopsies were taken with a curette from the hyaline 
cartilage on the medial femoral condyle; one from an area with crystals and one 
from a macroscopically unaffected cartilage surface. Analysis of these biopsies 
included histology and TEM, cell explant culturing and DNA analysis. 

A synovial biopsy (data not shown) was obtained from the suprapatellar bursa 
and microscopic examination by a pathologist confirmed only unspecific in-
flammation. 

When she was 36 years old arthroscopy was again performed. The findings 
were largely as previously noted. A medial plica was seen and resected, and a 
small (< 5 mm) lesion (Outerbridge 4) on the medial femoral condyle was micro 
fractured. There is no report of the postoperative progress. 

When she was 40 years old she had a distortion of the right knee and was seen 
in an outpatient clinic. There was no sign of any serious lesion, and the surgeon 
found no indication for arthroscopy. The patient requested a second opinion 
and went to a private clinic for an arthroscopy. The report is unavailable, but the 
procedure did not have a lasting effect. The symptoms from the right knee ex-
acerbated in subsequent years, and she had a total knee prosthesis inserted in the 
right knee when she was 44 years old. 

3. Material and Methods 
3.1. Tissue and Blood Analysis 

Cartilage biopsies obtained from tissue adjacent to lesions in the tibia were sup-
plied by Glostrup University Hospital (Denmark), following protocols reviewed 
and approved by an Ethical Committee (KA-05017-GM). Written, informed 
consent was obtained from the patient. 

Tissue samples in calcium-free Dulbecco’s Modified Eagle Medium (DMEM; 
InVitrogen) with added antibiotic (Gentamycin 49 ug/mL, Fungizone 1.2 ug/mL) 
and 87 ug/ml ascorbic acid 2-phosphate (Sigma Aldrich) were transferred to a 
cell laboratory in separate transport containers. 

All tissue samples were rinsed in Tris/NaCl (Tris, NaCl Sigma Aldrich) under 
sterile conditions. The tissue samples were examined under an inverted light 
microscope (Nikon TMS-F, Japan) and 2 - 4 mm thick cartilage slices were cut 
from the cartilage biopsies by cutting perpendicularly towards the articular sur-
face. These tissue slices represented all cartilage zones including calcified regions 
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in the upper to lower zone. 
Cartilage slices were then immediately frozen in liquid nitrogen and stored for 

subsequent cryo-sectioning for light microscopy (LM) and immunochemistry. 
Other cartilage slices (not frozen) were used for explant culturing of chondro-
cytes (see below). Specimens for TEM were cut into 1 mm3 pieces and imme-
diately fixed in 2.5% Glutaraldehyde solution for 24 hours (see below). 

3.2. Control Cartilage Biopsies 

Biopsies from a male patient (age 39, height 180 cm) who received Autologous 
Chondrocyte Implantation (ACI) at the hospital, were used as control material. 
After trauma, he had developed a single chondral lesion (2 cm in diameter) on 
the medial femoral condyle. Several cartilage biopsies were obtained from a 
non-weight bearing area of the medial femoral condyle with healthy articular 
cartilage. The biopsies were obtained with a curette and divided between 2 
transport containers with DMEM medium as described above. Container 1 was 
used for cell culturing in a GMP cell laboratory and later (3 - 4 weeks) used for 
the ACI procedure. Container 2 was treated essentially as described above (Tis-
sue and blood analysis section) and cartilage pieces were analyzed by LM, TEM, 
Immunohistochemistry and explant culturing. 

3.3. Pathological Studies Using Light Microscopy (LM) 

The cartilage slices were removed from liquid nitrogen and mechanically fixed 
to a custom-built specimen holder. Sections 5 µm thick were cut on a cryostat 
(Leica CM 1850 Cryostat, Nussloch, Germany) and transferred to glass slides. 
The sections were fixed in 4% formalin buffered with Phosphate Buffered Saline 
(PBS) without calcium (InVitrogen) for 5 min and rinsed twice in PBS and dis-
tilled water, before staining with 1) 0.1% Toluidine Blue, (Sigma Aldrich); 2) 
0.1% Hematoxylin and Eosin (H&E; Sigma Aldrich), and 3) 0.3% AgNO3 for 
calcium (Von Kossa staining/Sigma Aldrich) and Safranin 0.1% (Sigma Aldrich). 
After de-staining in PBS (calcium free) or distilled water, the sections were 
mounted on glass slides with mounting media (Pertex art.no.00801, Histolab, 
Goteborg, Sweden). Both unstained and stained sections were examined under 
compensated polarized light and phase contrast microscopy (Leitz LaborLuxS 
and Nikon Eclipse TE2000-U microscopes, magnification; ×10, ×20). Images were 
obtained with a Nikon Coolpix 955 digital camera attached to the microscopes. 

3.4. Immunohistochemistry 

Immuno-histochemical studies of 5 µm cryo-sections were performed with a 
panel of mouse monoclonal antibodies against human 1) type I collagen (M1A34OM, 
Biødesign Int, USA, diluted 1/400); 2) type II collagen (II-4CII, MP Biomedicals, 
USA, diluted 1/200); 3) collagen VI (VI-26, ICN Biomedicals Inc, USA, diluted 
1/200); 4) collagen X (COL-10, Sigma Aldrich, USA, diluted 1/400), and 5) ag-
grecan/keratin sulfates (1R11 14A6, BioSource, Belgium, diluted 1/200). 
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Cryo-sections were fixed 5 min in 4% formalin/PBS. Endogenous peroxidase 
activity was blocked with 0.3% hydrogen peroxide as per the vendor’s protocol 
(ChemMate, DakoCytomation, Denmark). Before incubation with primary an-
tibodies, sections were incubated in 10% normal goat serum/PBS (DakoCytoma-
tion) for 3 hours to block non-specific binding. Labeling was visualized with pe-
roxidase using diaminobenzidine (DAB) as substrate. Avidin-biotin was used to 
enhance labeling of the monoclonal antibodies as per the manufacturer’s in-
structions. 

Negative control staining was performed by omitting primary antibody for 
both patient and control cartilage. Images of stained sections were recorded with 
a digital camera (see above). Following immunostaining for collagen type X, 
some sections were also co-stained with Von Kossa. 

3.5. Explant Culturing. 

Briefly, before explant culturing, cartilage biopsies were sorted into 2 groups and 
thereafter cut into smaller pieces; 1) explants with calcified islands, 2) explant 
without calcified islands (white-yellowish cartilage). Explants were transferred to 
separate 25 cm2 cell culture flasks (InVitrogen) containing 10 ml growth me-
dium. The growth medium comprised Dulbecco’s Modified Eagle’s Medium 
DMEM/NUT.MIX.F-12 medium with Glutamax-1 (InVitrogene), 15% Fetal Calf 
Serum (FCS) (InVitrogen), Gentamycin (49 ug/ml) and Fungizone (1.2 ug/ml) 
(all reagents, Sigma Aldrich). Explants were cultured for 3 weeks with fresh me-
dium added every third day. During the culture period, images of chondrocyte 
outgrowth from explants were obtained with a Nicon Coolpix 955 digital camera 
attached to an inverted light microscope (Nikon TMS, 10×, 20×). 

Explant cultured chondrocytes for further analysis were harvested from the 
culture flasks by physical removal of cells with a cell strainer. 

Control cartilage explants were treated essentially as described above, sorted 
into a single group. 

3.6. Transmission Electron Microscopy (TEM) 

Cartilage biopsy samples including control samples, and approx. 1.0 × 106 ex-
plant cultured chondrocytes/culture flask were processed for TEM. 

Briefly, glutaraldehyde-fixed cartilage sections and explant cultured chondro-
cytes were first fixed in 2% osmium tetroxide for 1 hour and samples were the-
reafter embedded in Epon resin. One-micron (1 µm) sections were stained with 
0.1% Toluidine Blue (Sigma Aldrich) for orientation. 

Subsequently, ultra-thin sections cut on a microtome, were mounted on 150-mesh 
copper grids and stained with uranyl acetate/lead citrate before TEM examination 
(Phillips EM208, Philips; Eindhoven, The Netherlands). Upper-lower cartilage 
zones and cell aggregates from explant culturing were analyzed. Condensed colla-
gen bundles, calcified bodies/islands, matrix vesicles (MV) and hypertrophic 
chondrocytes in the patient’s cartilage were particularly investigated. 
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Measurements of collagen fibril diameters in cartilage and within calcified 
islands were carried out with Mega view III soft imaging system (Münster, Ger-
many). Both collagen fibrils in longitudinal sections and fibrils in a cross-sec- 
tional view were measured. Mean diameters of fibrils and Standard Deviation 
(SD) of the mean were indicated. 

3.7. Molecular Studies 

Genomic DNA was isolated from explant cultured chondrocytes. Approximately 
1.0 × 106 chondrocytes were used for genomic DNA isolation as per a protocol 
developed by the manufacturer (Wizard Genomic, Promega, Madison WI, 
USA). 

Primers were synthesized by TAGC-Copenhagen (Copenhagen, Denmark) 
and designed based on published sequences for the entire human COL2A1 gene 
sequence (accession number L10347; GenBank/EMBL database), for subsequent 
analysis by Polymerase Chain Reaction (PCR). Primer pairs were designed to 
conform to conventional rules for primer selection. Approximately 100 ng of 
DNA/25μl reaction mixture was used for PCR amplication. 

All 54 exons including flanking intronic sequences (approx. 10 - 20 base pairs) 
and some intronic sequences between adjacent exons of the COL2A1 (27) gene 
were amplified by PCR and 20% of the PCR product was analyzed by electro-
phoresis in 1% agarose. The remaining PCR products were purified on a mini 
spin column according to the manufacturers’ instructions (Wizard PCR clean up 
system, Promega, Madison WI, USA). The purified DNA fragments, together 
with both sense and anti-sense sequencing primers were sent to GATC-Biotech 
AG (Konstanz, Germany), for bi-directionally sequencing. 

Molecular analysis was not performed on the control cartilage. 

4. Results 
4.1. X-Ray 

Radiographs of the patient’s right knee joint (Figure 1) demonstrated calcifica-
tions in both menisci and in the cartilage of the lateral compartment. On the lat-
eral margin of the medial femoral condyle a small osteophyte was visible and 
there was a slight flattening of the medial femoral condyle indicating a very early 
degenerative condition (Figure 1, radiograph of the patient’s knee joint at age 
35). 

Radiography of the control patients’ knee joint was normal and demonstrated 
no sign of calcification in menisci and cartilage (data not shown). 

4.2. LM of Cartilage 

Macroscopically, the articular cartilage biopsy samples were distinctly colored with 
white-yellowish tissue containing darker, intra-articular poly-amorphous bodies 
(Figure 2). This pattern was present in the upper to lower zones and areas of calci-
fication could be seen as regions within these bodies (Figures 2(A)-(D)). The  
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Figure 1. An X-ray of the patient’s right knee joint (age 35). On the lateral side of the 
medial condyle, small osteophytes are visible. Note calcification in both menisci and on 
the articular cartilage (lateral compartment, white arrows) which is typical of chondrocal-
cinosis. 

 

 

Figure 2. (A) Shows a section (mag 4×) of cartilage biopsy stained with Safranin O. Cal-
cified islands (arrows) are evident. (B) Calcified matrix was lost (*) during sectioning, 
creating holes in the cartilage. Fibrocartilage is present adjacent to the calcified matrix in 
the Toluidine Blue stained section (mag 10×). Higher magnification of the matrix marked 
in the square is shown in (C) (mag 20×) where rod and rhomboid-shaped CPPD crystals 
in lacunae (*) are visible. Collagen bundles (long arrow) are also seen adjacent to chon-
drocytes (short arrow; see also TEM Figure 8(A) & Figure 8(B)). The inserted micro-
graph in (C) shows rhomboid CPPD crystals under compensated polarized light (un-
stained section). (D) shows a calcified matrix zone (short arrows) progressing in close 
proximity to cartilage cells (long thin arrow) suggesting that chondrocytes are directly 
involved in calcification (mag 20×). 
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amorphous bodies will hereafter be named calcified islands. 
Under compensated polarized light, weakly birefringent and rhomboid or rod- 

shaped calcium pyrophosphate dehydrate (CPPD) crystals with diameters of 5 - 10 
µm were observed (Figure 2(C), see smaller inserted picture). These crystals were 
identified in the chondrocyte’s peri-cellular compartments, adjacent to collagen 
bundles (Figure 2(D)). In addition, deposition of amorphous non-birefringent 
clumps of crystal structures (radial clusters of needle-like crystals) resembling 
Hydroxyapatite-like crystals was also identified within the calcified islands. Fur-
ther identification and characterization of these amorphous clumps/crystal ro-
settes, was performed with TEM as described below (see section for TEM—ultra- 
structural characterization). 

Poorly differentiated and occasionally bizarre spindle-shaped chondrocytes 
were identified in a mixture of fibro- and hyaline-cartilage. In addition, the ma-
trix showed weak staining with Toluidine Blue indicative of a reduction of ma-
trix components (Figure 2(B)). 

4.3. Immunohistochemistry 

Strong staining for collagen type II collagen (Figure 3(A)) and aggrecan (data 
not shown) was especially observed within the calcified islands and particularly 
within the chondrocytes (Figure 3(B)). Staining of chondrocytes was more in-
tense in comparison to the ECM suggesting intracellular deposition of type II 
pro-collagen components. It was noteworthy that where the ECM showed calcifica-
tion, there was intense staining for collagen type X (Figure 3(C), Figure 3(D)), a 
marker for chondrocyte hypertrophy. Non-calcified cartilage (white-yellowish) areas 
remained unstained for this marker. Some staining for collagen type I were also 
noticed within the calcified islands and fibrocartilage while type VI collagen was 
closely associated with the chondrocytes surface. Some staining was also noticed 
in the territorial cartilage matrix (data not shown). 

Tissues which were positive for collagen type X also stained positive with von 
Kossa stain, confirming that type X collagen was associated with calcification 
(Figure 3(D)). 

4.4. LM of Explant Cultured Chondrocytes 

To attempt to answer the questions of whether matrix accumulation was an in-
trinsic function of chondrocytes from both tissue areas and whether matrix ac-
cumulation in chondrocytes was linked to calcification, LM was performed on 
isolated explants with (Figure 4(A)) or without calcified islands (small inserted 
micrograph in Figure 4(B)). 

Observation of outgrowths of chondrocytes derived from explants [28] with 
numerous calcified islands (Figure 4(A)) showed they contained large intracellu-
lar inclusion bodies (Figure 4(B)). This was interpreted as matrix accumulation, a 
suggestion supported by TEM (see below under TEM section) which definitively 
demonstrated that matrix accumulation was indeed present in dilated rER (Figure 
4(C), Figure 4(D)). During further culturing of chondrocytes with inclusion  
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Figure 3. Shows immuno-stained cartilage sections. (A) shows a section with calcified is-
lands (short arrow), stained with anti-collagen II antibodies. Strong staining of Collagen 
II is especially seen within the calcified islands (short arrows) but staining is also present 
throughout the non-calcified matrix. Note again, that loss of calcified matrix during sec-
tioning leave artificial holes in the cartilage (mag 4×). (B) shows a section stained with 
anti-collagen II antibodies. Strong intracellular staining in chondrocytes (arrows) is evi-
dent indicating that pro-collagen type II is accumulated within the organelles (mag 20×). 
(C) shows a section stained with anti-collagen X antibodies (brown precipitate), and 
co-stained with von Kossa (black precipitate indicated with an arrow). Strong staining 
within the calcified islands is evident. Figure 4(D) shows a higher magnification (mag 
×40) of the calcified areas in (C) (square). Co-staining with anti-collagen X antibodies 
and Von Kossa (indicated with an arrow) staining demonstrates that calcification is 
linked to expression of type X collagen by hypertrophic chondrocytes. 

 
bodies, several cells turned into floating dead “ghost cells” (data not shown). In 
comparison, chondrocytes derived from non-calcified explants did not express 
inclusion bodies. These results suggest that chronic ER stress and matrix accu-
mulation in chondrocytes could somehow be linked to the calcified islands in the 
cartilage. In addition, it was also speculated that a threshold level (probably 
high) of matrix accumulation is needed for the transformation of chondrocytes 
into hypertrophic cells and subsequent calcification (see discussion). 

Chondrocyte outgrowth from control explants showed no evidence of inclu-
sion bodies/matrix accumulation within the cells’ cytoplasm. This finding was 
confirmed early in the culture period (1 - 2 weeks, Figure 4(B) + inserted mi-
crograph) and after 3 - 4 weeks of culturing (data not shown). 

4.5. TEM-Ultrastructural Characterization 

The upper-middle cartilage zones were selected for ultra-structural studies. 
Chondrocytes within the calcified islands appeared highly atypical and showed a  
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Figure 4. (A) is a light micrograph (mag 4×) of a cartilage explant cultured for 1 - 2 
weeks. Chondrocyte outgrowth (white arrow) from calcified islands (black arrow) is evi-
dent. (B) shows chondrocyte outgrowth at higher magnification (mag 20×) from calcified 
areas of an explant. Intracellular matrix accumulation indicates that matrix accumulation 
is linked to calcification. The inserted micrograph shows explant derived chondrocytes 
isolated from normal cartilage (mag 10×). (C) is a TEM of explant derived chondrocytes 
from calcified islands (mag ×5.2K), revealing intracellular matrix accumulation of colla-
gen fibrils (arrows). (D) is a higher magnification (mag ×20K) TEM of matrix accumula-
tion in rER (*) with pro-collagen filaments stacked in parallel (arrow). 

 
highly disorganized cytoplasm containing numerous secretory vesicles dispersed 
throughout the cytoplasm. In addition, chondrocytes showed a remarkably en-
larged and distended rER formation (Figure 5(A), Figure 5(B)) which was in 
close association with distended Golgi cisterna. It was evident that there was ac-
cumulation of matrix proteins in rER, showing filamentous ultra-structures with 
diameters of 1 - 2 nm (Figure 5(B)) which were also seen in explant cultured 
chondrocytes (Figure 4(C), Figure 4(D)). In comparison, chondrocytes in the 
non-calcified cartilage (white-yellowish) also showed matrix accumulation but 
the cell morphology and cytoskeleton were less affected (compare Figure 5(A) 
and Figure 5(C)). Apoptotic chondrocytes with intracellular accumulation of 
collagen like filaments and fibrils were also detected in the calcified islands 
(Figure 5(D)) as well as “outside” these bodies. 

The ECM was dominated with abnormally thick collagen hetero-fibrils of ab-
normal appearance, with diameters in excess of 100 nm. The matrix also showed 
electron-dense amorphous material including proteoglycans and debris of cellu-
lar components, and there was a reduction in the formation of type II collagen 
hetero-fibrils (Figure 5(A), Figure 5(B) and Figure 6(C), Figure 6(D)). 

In addition, large bundles of parallel-oriented thick type II collagen hetero-  
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Figure 5. Shows TEMs of hypertrophic chondrocytes in the calcified matrix. (A) shows a 
highly atypical chondrocyte with matrix accumulation in distended rER as well as within 
other organelles (mag ×4K). (B) shows a chondrocyte containing intracellular collagen 
fibrils (long arrow) and accumulation of matrix proteins in vesicles (short arrows). N in-
dicates the nucleolus. The thick arrow shows areas where matrix was lost during section-
ing (mag ×4K) (C) shows another hypertrophic chondrocyte with matrix vesicles (ar-
rows) in the pericellular compartment (mag ×1.6K). (D) shows an apoptotic chondrocyte 
with intracellular accumulation of collagen-like filaments and fibrils (indicated with 2 ar-
rows) (mag ×1.6K). 

 
fibrils were identified in the ECM (Figure 6(A), Figure 6(B)). Numerous colla-
gen fibrils in the bundles had diameters larger than 100 nm which is unusual in 
mature articular cartilage: the diameters of collagen fibrils in control cartilage 
were 52 nm ± 19 nm SD. Further, electron-dense materials were seen within the 
collagen bundles indicating protein aggregates and some calcification of matrix 
proteins. Short (truncated) and abnormal forms of collagen fibrils were also seen 
in the calcified ECM (Figure 6(C)) as well as “outside” the calcified islands 
(Figure 6(D)) indicating that all chondrocytes synthesize abnormal protein. 

Matrix Vesicles (MV) with a double layer membrane and with diameters of 
100 - 200 nm, (mean 169 ± 57 nm) were identified (Figure 7(A), Figure 7(C), 
Figure 7(D)) in the (hypertrophic) chondrocytes’ peri-cellular matrix compart-
ment, consistent with MVs reported in humans [29]. Matrix vesicles were often 
seen associated with individual needle-like hydroxyapatite crystals in the pe-
ri-vesicular area (Figure 8(B)). Both intact MVs (Figure 7(C), Figure 7(D)) and 
MVs in which crystals had outgrown the vesicles (Figure 8(B)) were observed. 
Numerous MVs also showed association with type II collagen fibrils of various 
diameters (100 - 200 nm) (Figure 7(C), Figure 7(D)). In particular, HA like 
crystals in the form of clumps/rosettes were seen adjacent to collagen fibrils or 
inside these fibrils suggesting that abnormal collagen fibrils might be involved in  
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Figure 6. (A) and (B) are TEMs showing unusual compartments within the calcified islands, which contain giant bundles of thick 
collagen hetero-fibrils. Neither MVs nor calcified areas were not identified within the bundles suggesting that bundles do not con-
tribute to calcification (mag ×5K and 10K). (C) shows highly abnormal truncated (arrow) collagen fibrils seen at the periphery of 
the collagen bundles (mag ×30K). (D) shows these abnormal truncated collagen fibrils (small arrows) are also observed outside the 
calcified islands. Some fibrils have diameters of nearly 100 nm (long arrow) (mag ×30K). 
 

 
Figure 7. Shows TEMs of hypertrophic chondrocyte. (A) shows a hypertrophic chondrocyte with numerous matrix vesicles in the 
pericellular compartment (thin arrows). Calcified matrix is also evident (thick arrows, mag ×1.6K). (B) is a higher magnification 
(mag ×20K) TEM of the interterritorial compartment in (A). Abnormal thick truncated collagen fibrils (arrows) are very prevalent 
in the ECM. (C) further highlights matrix vesicles (arrows) identified in (A). Numerous vesicles (arrows) are seen adjacent to type 
II collagen heterofibrils (mag ×30K). (D) shows needle-like electron dense crystalline apatite mineral precipitate (arrows) within 
matrix vesicles (mag ×96K). 
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Figure 8. Shows TEMs of calcifying areas in the cartilage matrix. (A) shows crystalline 
apatite mineral within thick collagen fibrils, with diameters up to 100nm (mag ×16K). (B) 
shows putative ruptured matrix vesicles with apatite crystals in clumps or globules, again 
adjacent to collagen fibrils (mag ×16K). (C) and (D) are higher magnifications (mag 
×40K) of the highlighted area from (A). These micrographs demonstrate that hydroxya-
patite like crystals can develop on the surface and within (arrow) the collagen fibrils. Both 
thin and thick collagen fibrils seem to mediate crystal growth. 

 
the initial phases (nucleation) of calcification. These crystalline clumps/rosettes 
had similar diameters to the diameters of the collagen fibrils (100 - 200 nm) with 
which they were associated (Figures 8(A)-(D)). 

4.6. Control Cartilage Examined by TEM and LM 

TEM of control cartilage (Figure 9(C), Figure 9(D)) showed normal chondro-
cytes in an organized ECM with normal type II collagen hetero-fibrils (diameter 
52 nm ± 19 nm SD, n = 42, measured within the inter-territorial compartment). 
Secretory vesicles in the chondrocytes had normal sizes and rER showed no evi-
dence of matrix accumulation (Figure 9(C)). Absence of apoptotic chondrocytes 
was also confirmed. 

Some matrix like-vesicles were detected in the control biopsies (Figure 9(C), 
arrow) but they were few in number compared to the patient with calcification in 
the cartilage (compare Figure 5 with Figure 9(C)). Further, there was no evidence 
of crystals or calcification within the ECM or close to matrix like-vesicles. 

LM of control cartilage (before staining) showed macroscopically white-yellowish 
tissue (data not shown) with absence of darker, intra-articular bodies as shown 
in Figure 2. 

Staining with Toluidine Blue (Figure 9(A)) confirmed a homogenous stained 
ECM in which the upper to lower cartilage zones were without calcification. No  
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Figure 9. Control cartilage; (A) Toluidine Blue stained cartilage, (B) Cartilage explant cul-
tured chondrocytes (inserted micrograph shows cell out-growth from explant) unstained, 
(C)-(D) TEM of control cartilage. Arrows in (C) and (D) point to matrix like-vesicles and 
type II collagen hetero-fibrils, respectively. 

 
collagen bundles were present (Figure 9(A)). 

Control cartilage examined by LM and immunochemistry (Figure 10) showed 
negative staining for collagen type I (A) and collagen type X (D), strong positive 
staining for aggrecan (C) and medium positive staining for collagen type II (B). 
Collagen type II showed strong peri-cellular staining (B, arrow) together with 
Type VI collagen (data not shown). 

4.7. Explant Cultured Chondrocytes 

There was no evidence that chondrocytes derived from explants with calcified 
islands exhibited intracellular calcification. In contrast, these atypical chondro-
cytes showed a remarkable accumulation of matrix proteins within distended 
rER and Golgi cisternae as well as numerous irregularly shaped secretory vesicles 
contained in large cytoplasmic vacuoles, which influenced the overall chondro-
cyte morphology (Figure 4(C), Figure 4(D)). 

Chondrocytes isolated from the non-calcified white-yellowish cartilage ex-
plants also showed accumulation of matrix proteins in rER and Golgi cisternae. 
“Tread like” ultra-structures resembling filaments within distended rER were 
also identified in these organelles (data not shown). 

Extracellular matrix proteins synthesized by cultured chondrocytes also 
showed collagen fibrils of poor quality indicating that chondrocytes in vitro also 
synthesised abnormal protein. 

Chondrocytes derived from control explants showed normal cell morphology  
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Figure 10. Immunohistochemistry of control cartilage with; (A) anti-collagen type I Abs, 
(B) anti-collagen type II Abs, (C) anti-aggrecan Abs, and (D) anti-collagen X Abs. Arrow in 
picture B indicate a strong peri-cellular staining. 

 
with some evidence of a fibroblastic phenotype. There was no formation of in-
tra-cellular crystals or matrix accumulation (data not shown). 

4.8. Molecular Analysis 

All 54 exons and some introns of the COL2A1 gene were sequenced to deter-
mine if anomalies in type II collagen hetero-fibrils were caused by DNA muta-
tion. However, no mutations were found in the COL2A1 gene. Only single nu-
cleotide polymorphisms (SNP) were found: T9S (A > T) in exon 1, G612G (T > 
TC) in exon 28 and V1331I (G > GA) in exon 52. 

5. Discussion 

In this case report, we observe that, in contrast to control cartilage, articular car-
tilage biopsies from a patient with calcification in one knee joint, display a com-
plex pattern of 1) chondrocytes with accumulation of type II pro-collagen in di-
lated rER, and 2) calcified ECM containing collagen bundles and abnormally 
wide type II collagen-fibrils. In addition, a current paradigm for this chondro-
dysplasia-like phenotype with intra-articular calcification suggests that the phe-
notype might be a result of matrix accumulation which transforms cartilage cells 
into active type X collagen secreting hypertrophic chondrocytes, which release 
MV into the ECM, and initiate crystal formation and deposition together with 
thick abnormal collagen fibrils leading to a highly compromised ECM. 

Several phenotypic changes described for this patient’s chondrocytes and 
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ECM, also demonstrated with explant cultured chondrocytes from the patient, 
are similar to findings in certain human type II collagenopathies [30] [31] such 
as Stickler syndrome, Kniest dysplasia and spondyloepiphyseal dysplasia (SED) 
[30]. These include matrix accumulation in rER in chondrocytes [32], abnormal 
type II collagen hetero-fibrils composed of fibrils with increased fibril diameters, 
collagen bundles in the ECM of the cartilage [30] and cell death [33]. These fea-
tures have also been shown to be present in cartilage from patients with juvenile 
Osteo Chondritis Dissecans (OCD) [27] and in patients with patellofemoral dys-
plasia involving patella alta and trochlea dysplasia [28]. 

The ultra-structural characterization of filaments with a lamellar appearance 
and a diameter of 1 - 2 nm accumulated in rER, has to our knowledge not been 
reported before. Since fibrillar collagen molecules are derived from pro-collagen 
triple-helix formation in the rER with a length of 300 nm and diameters of 1.5 
nm [34], and immuno-staining confirmed that type II collagen had accumulated 
in chondrocytes, this suggests that accumulated filaments (Figure 4(C), Figure 
4(D)) might be identical to retained self-assembled triple-helical type II 
pro-collagen chains. These findings may indicate that pro-peptides do not pre-
vent intracellular fibril formation in rER, since released triple-helical collagen 
monomers have an intrinsic property for self-assembly into fibrils. This in turn 
suggests that pro-peptides are either removed before secretion or contain a dys-
function in the globular extensions at the N- or C-terminal ends. 

Neither filaments nor accumulation of other matrix proteins in rER were 
identified in chondrocytes derived from control cartilage. 

In relation to dysfunctional type II pro-collagen molecules in osteochondro-
dysplasia including Stickler and Kniest syndromes, a mutation in the COL2A1 
gene has been associated with calcium deposition diseases. A point mutation 
(A75C) in the COL2A1 gene has been identified in 4 families in 4 different 
countries (Chiloe Island, France, United States and Finland), associated with tall 
stature, hearing loss and early-onset OA. In 3 out of the 4 families the mutation 
was also associated with cartilage calcifications which include CPPD and HA 
crystalline deposits [22] [23] [25] [26]. In comparison with the more than 100 
different COL2A1 mutations which have been assigned and listed in the Human 
Gene Mutation Database (HGMD) at http://www.hgmd.org, the A75C mutation 
is the only mutation in the COL2A1 gene which has so far been associated with 
CPPD and HA deposition. However, these studies did not report any morpho-
logical examinations of chondrocytes or calcified cartilage and a comparison 
with our findings is therefore not possible. Also at a molecular level, since DNA 
sequencing of the COL2A1 gene for this patient only revealed single nucleotide 
polymorphisms (SNP) within the 54 exons examined, no disease-causing muta-
tion could be linked to this patient’s phenotype, although it cannot be ruled out 
that the absence of identifying a disease-causing mutation(s) in the COL2A1 
gene could be the result of a technical shortfall. In addition, other possibilities 
for the presence of abnormal type II collagen hetero-fibrils might relate to se-
quence alterations that exist in different genes in different loci. For instance, 
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screening for mutations in the COL9A1, COL9A2, COL9A3, COL11A1, and 
COL11A2 genes, which code for type IX and type XI collagens, might be reveal-
ing as these collagens form hetero-fibrils with type II collagen. Mutations in any 
of these genes could theoretically give rise to abnormalities in type II collagen 
hetero-fibrils which could lead to fibril accumulation in rER and abnormal type 
II collagen hetero-fibrils. 

Abnormal pro-collagen synthesis and intracellular pro-collagen accumulation 
could have an impact on cell differentiation, but how is difficult to address as the 
highly abnormal ER-stressed compartments might exert direct effects on the 
cells’ behaviour. For instance, type II collagen has been reported to be required 
for chondrocyte survival [35] and synthesis of collagen type II is down-regulated 
with chondrocyte hypertrophy, the stage where synthesis of the non-fibrillar 
collagen type X is initiated [36]. This suggests that “blocking” of type II collagen 
synthesis because of accumulation in rER could lead to chondrocyte hypertro-
phy or cell death [28], or both. The proposed pathways might be controlled by 
the extent of matrix accumulation. 

There is still some controversy about where nucleation occurs for calcification 
and the exact molecular nature of the initiator(s) of nucleation. Some groups 
propose that MVs are the sites of initial nucleation [37] [38] but the exact 
mechanisms through which MVs orchestrate the calcification process remain 
unclear. Common proteins identified in relation to MVs and calcification (re-
cently reviewed by Cui L et al., [39]) are; phosphate transporters, calcium bind-
ing proteins (Annexins), cell surface proteins (Integrins), extra cellular proteins 
(collagen type I, IV, proteoglycans), phospholipids and chaperons (Calreticulin) 
[40] [41] [42] [43] [44]. 

Matrix Vesicles which arise from hypertrophic chondrocytes by a budding 
process [45] [46] [47] were clearly present in areas of calcification in this pa-
tient’s biopsies. In addition, as shown by immunostaining for type X collagen 
which is a collagen marker for chondrocyte hypertrophy and calcification [1], 
there was a strong anti-type X collagen staining within the calcified islands 
without any histological evidence of staining within non-calcified cartilage (plain 
white-yellowish cartilage), suggesting that hypertrophic chondrocytes them-
selves may play an active role in crystal formation by producing and releasing 
MVs into the ECM. This further suggests that type X positive hypertrophic 
chondrocytes could induce and control the degree of earliest calcification in the 
territorial matrix compartments while maintaining the peri-cellular compart-
ments mineral free. This tissue distribution posits a hypothesis that a unique 
combination of certain ECM components may be necessary for crystal formation 
and that hypertrophic chondrocytes may initiate the formation of these crystals. 
In the same context, chondrocytes derived from the cartilage explants with nu-
merous calcified islands exhibited severe matrix accumulation with large inclu-
sion bodies in the cultured cells (Figure 4(B)). In comparison, chondrocytes de-
rived from explants with absence of calcified islands, showed a lower level of 
matrix accumulation (compare Figure 4(B) with inserted micrograph in the 
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same picture) with inclusion bodies not visible by LM even though matrix ac-
cumulation was evident by TEM. These findings suggest that collagen type II 
positive chondrocytes in plain cartilage might be in transition, before they un-
dergo hypertrophy and express collagen type X, as a result of high protein ac-
cumulation. 

The occurrence of thick abnormal type II collagen fibrils (average diameter > 
100 nm) associated with MVs (Figure 7(C), Figure 7(D)), compared to control 
cartilage with thinner, normal fibrils with an average diameter of 52 nm, might 
somehow be a factor which can induce and facilitate crystal growth after putative 
rupture of the MV membrane as shown in Figure 8(B); for this, we hypothesize 
2 mechanisms of how crystal development could propagate in the ECM. 

One possible mechanism derives from the observation that intact MVs con-
tained hydroxyapatite-like crystals suggesting that vesicles may be the site of 
primary nucleation. A second possible mechanism derives from the observation 
that the hydroxyapatite-like crystals were highly associated with thick abnormal 
type II collagen fibrils (Figure 7 and Figure 8). Indeed, there was some evidence 
that crystals were formed on the inside of the collagen fibrils (Figure 8(C)) in-
dicating that abnormal collagen fibrils themselves could direct nucleation and 
that a specific matrix environment is required for calcification to occur. In this 
context, both normal type I and type II collagen fibrils have been shown to act as 
scaffolding along which the hydroxyapatite crystals can grow [27] [37] [48]. 
Further, study models by Tong et al. [49] have shown that small hydroxyapatite 
platelets (with sizes of approximately 9 nm × 6 nm × 2 nm) can fit into aligned 
hole zones in the fibrillar collagen structure as postulated by Tong et al. [49]. 
They suggested from their studies that small hydroxyapatite crystals can enter 
the fibrils, probably via the hole-zones and fibrillar pores/intra-fibrillar collagen 
space, and that they can further propagate in the fibrils to fill all space. In com-
parison to the thick abnormal type II collagen hetero-fibrils described in this pa-
tient’s samples, hole-zones with a changed (larger?) diameter might indeed be 
present in these fibrils and could therefore act as a scaffold where hydroxyapatite 
can grow. 

For this case study dealing with prominent pathological calcification in the ar-
ticular cartilage and meniscus, in contrast to the absence of crystals and calcifi-
cation in control cartilage, the differentiation of BCP (e.g., hydroxyapatite) and 
CPDD crystals is an important consideration as there are differences between 
these crystals with respect to their clinical patterns and their aetiologies [50]. 
However, for differentiation of hydroxyapatite crystals, chemical analysis for 
molecular identification was not employed but TEM was used and demonstrated 
that hydroxyapatite-like crystals were formed adjacent to type X collagen posi-
tive hypertrophic chondrocytes and especially in the areas where MVs and thick 
abnormal type II collagen hetero-fibrils were concentrated. With regard to 
CPPD crystals (which were identified based on a rhomboidal/rod shaped bire-
fringent crystal morphology with a diameter of 1 - 20 µm), relatively little is 
known about the role of the ECM composition and how individual proteins play 
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a role in CPPD crystal formation and growth. For instance, CPPD crystals are 
relatively unique to hyaline and fibro-cartilage but have also been found in OA 
[1] and within sites of chondroid metaplasia [51]. It has been reported [52] that 
the earliest CPPD crystals occur in the peri-cellular matrix/space surrounding 
articular chondrocytes. This is different from this case report where CPPD crys-
tals were found in both the territorial as well as the inter-territorial matrix com-
partments suggesting that chondrocytes were not directly associated with the site 
of crystal formation. This suggests that CPPD crystal formation is not initiated 
at the same sites as MVs are released by hypertrophic chondrocytes. The finding 
could indicate that CPPD crystals are formed after hydroxyapatite like crystal 
development. 

A final comment worthy of note in a discussion of crystal nucleation, relates 
to Chondrocalcin, a calcium-binding protein with strong affinity for hydroxya-
patite. C-propeptide, once cleaved from type II collagen molecule (known as 
Chondrocalcin), has been reported to be associated with cartilage calcification in 
both healthy and diseased tissue [53]. It is relevant to speculate about the possi-
bility that this peptide could also play a role in crystal assembly and calcifica-
tion, even when still attached to the collagen molecule (e.g., cleavage of the 
C-propeptide could be blocked because of changes in secondary and tertiary 
collagen structure). For instance, where high local concentrations of abnormal 
collagen molecules/collagen aggregates are present, the C-propeptide could act 
as a nucleating agent for apatite formation. This is of course speculation but the 
hypothesis could be tested on calcified cartilage from OA patients and patients 
with collagen diseases [22] [23] [25] [26]. 

Further studies are needed to establish the complete chemical identification of 
the 2 different crystal forms reported in the cartilage, the origin and mechanism 
of CPPD crystal development and to determine whether they originate in the 
cartilage itself, or from hypertrophic chondrocytes, or from lymphatic drainage, 
or by some other mechanism (metabolic disease, familial, post-traumatic injury). 
In addition, studies investigating abnormal heterofibrils and ER procollagen ac-
cumulation in OA cartilage of older individuals, with or without calcium depo-
sit, are needed as the current literature in this field is very limited. 

6. Conclusions 

In summary, the changes in articular cartilage reported for this patient were 
primarily related to accumulation of dysfunctional pro-collagen in chondrocytes 
and abnormal collagen fibrils in the ECM, and a femoral condyle with a chon-
drodysplasia like cartilage phenotype with intra-articular calcification. Further, it 
was suggested that type II pro-collagen accumulation starting in rER and later 
affecting other cell organelles induced chondrocytes, undergo hypertrophy and 
initiate calcification, in which MVs and thick abnormal collagen fibrils are po-
tential nucleators in this process. Although this study documents changes in 
chondrocytes including apparent matrix accumulation of collagen, it was not 
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shown that it was causal for changes in chondrocyte differentiation and calcifi-
cation. 

Further, the clinical details suggest that this patient has a local rather than a 
systemic process and therefore it could be argued that it would be less likely that 
calcification is related to a genetic collagen abnormality. However, this being 
said, it is also noteworthy again to mention that abnormal type II collagen hete-
ro-fibrils and pro-collagen accumulation were described for this patient’s phe-
notype which are similar to findings in certain human type II collagenopathies 
[30] [31] [32], OCD [27] and patella alta/trochlea dysplasia [28]. 

This case report including control cartilage further supports the fact that 
chondrocyte hypertrophy is a key factor in articular cartilage calcification and 
the reported ERSD phenotype might contribute new reference points which 
could be important in understanding calcification in OA and other cartilage 
disease. 
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Abstract 
The purpose of this case series is to report the indications for dermis-fat 
grafting and the outcome of treatment in orbital soft tissue contraction 
among patients in a tertiary center. It is a retrospective, consecutive, inter-
ventional case series where all patients with orbital soft tissue contraction 
who had dermis-fat grafting were studied. All nine patients in our series un-
derwent secondary dermis-fat grafting for orbital soft tissue reconstruction. 
The major cause for contracted socket was surgical eye removal following 
trauma. Eight of nine patients had no orbital implants inserted at the time of 
primary eye removal and eight patients have had failed orbital reconstructive 
procedures. Satisfactory cosmetic results were reported in all patients post- 
operatively. Dermis-fat grafting for contracted socket reconstruction was 
found to give satisfactory cosmetic results in our studied population. 
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1. Introduction 

Surgical eye removal procedures can result in orbital tissue shrinkage and shal-
low fornices with difficulty in prosthesis insertion and resultant unacceptable 
cosmetic appearance, thus, necessitating socket reconstruction [1]. Dermis-fat 
grafting for anophthalmic socket reconstruction which was introduced in 1978 
by Smith and Petrelli [2], has been used in primary reconstruction of the socket 
after surgical eye removal procedures or, following migration or extrusion of the 
orbital implant [2] [3] [4]. The dermis-fat graft can restore both orbital volume 
and adequate fornix with minimal chances of extrusion [5]. Although there are 
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reports on dermis-fat graft in orbital reconstruction in literature, to the best of 
the author’s knowledge, none has been published in Nigeria. Hence, this case se-
ries to highlight the indications and outcome of dermis-fat grafting for orbital 
soft tissue reconstruction in patients managed at a tertiary health facility. 

2. Methods 

A retrospective, interventional, non-randomized case series of all patients ma-
naged at a single tertiary center, the University College Hospital, Ibadan, Nige-
ria, between October 2008 and September 2018 was carried out. All patients 
were operated by a single surgeon. The medical records of the patients were re-
viewed to retrieve information on the patients’ socio-demographics, previous 
socket reconstructions, post-operative appearance and subjective satisfaction 
with the outcome of the procedure. 

The procedures were performed under general anesthesia or local anesthesia 
(peribulbar block using 2% lidocaine with 1:100,000 adrenaline and 0.5% bupi-
vacaine mixture). The socket was prepared for the dermis-fat graft by incising 
the conjunctiva, and dissecting it into the fornices, following which measure-
ment of the defect was done (Figure 1). About 30% was added to the measured 
defect in the harvested graft to allow for shrinkage of the graft. The grafts were 
taken from the lower abdomen. The donor site was infiltrated with the local 
anesthetic irrespective of the anesthesia employed for the procedure. An elliptic-
al skin incision was made (Figure 2), and the epidermis was dissected off the 
underlying dermis using 15 number blade (Figure 3). The appropriately sized 
dermis with underlying fat was then harvested (Figure 4). The donor site was closed 

 

 
Figure 1. Clinical picture showing the recipient bed for the dermis-fat graft. 

 

 

Figure 2. Clinical picture of the donor site for the dermis-fat graft in the lower abdomen. 
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Figure 3. Clinical picture showing removal of the epidermis with 15 number blade. 
 

 

Figure 4. Clinical picture of the harvested dermis-fat graft. 
 

in layers using 4-0 vicryl and 4-0 prolene sutures. The harvested graft was partly 
and appropriately defatted with scissors, placed into the socket with the dermis 
layer anteriorly oriented and sutured to the conjunctival edge with interrupted 
6-0 vicryl suture. A plastic conformer was placed into the socket, temporary tar-
sorrhaphy was applied, and a light dressing of the eye was done after instilling 
chloramphenicol ointment. Consent was obtained from the patients and ap-
proval for the study was obtained from the Institutional Ethics Committee and 
the study conformed to the tenets of the Declaration of Helsinki. 

3. Results 

Nine patients, (M:F, 1:2), average age, 18.4 years (range, 1 year 8 months to 57 
years) had dermis-fat grafting during the study period. Two patients were less 
than 2 years of age (1 year 8 months and 1 year 10 months) while two patients 
were over 50 years (56 years and 57 years). The demographic data are shown in 
the Table. Eight of nine patients have had previously failed reconstructive surge-
ries for contracted socket prior to the dermis-fat grafting which included oral 
mucosal grafting (4 patients), fornix formation suture (2 patients), and transpo-
sition flap (1 patient), while details of the procedures were not clear in one pa-
tient. All patients presented with difficulty in inserting their prosthesis due to 
contracted socket. The indication for the surgical removal of the eye was trauma 
in six cases, while three children (less than 5 years of age) had congenital buph-
thalmos or congenital anophthamos. These indications are shown in the Table 
1. The interval between eye removal procedures in the patients and dermis-fat 
grafting averaged 9.2 years (range, 1 year to 28 years). Primary orbital implant 
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was inserted in only one patient (1 year 10 month child) during the surgical eye 
removal procedure. There were no intra-operative complications recorded in 
our series, and one patient had prolonged post-operative socket infection (con-
trolled with Guttae moxifloxacin and Guttae tobramycin). Two patients underwent 
additional procedures, extreme lateral permanent tarsorrhaphy, post-operatively to 
correct lower eyelid laxity. All patients reported marked improvement and satis-
faction in their cosmetic appearance after the surgical procedure (Figure 5 and 
Figure 6). 

4. Discussion 

Dermis-fat grafting is one of the surgical treatment options for anophthalmic 
socket reconstruction and can be used in primary procedure following surgical 
removal of the eye or secondarily, following extrusion or migration of existing 
orbital implant [2] [5]. It is a free graft which receives vascularization from the 
recipient soft-tissue bed and has the ability for continuous growth [6]. It has a 
major advantage of being able to replace orbital volume as well as create ade-
quate fornix for acceptable fitting of orbital prosthesis [2]. 

Primary dermis-fat grafting had been reported in previous studies [3] [5] [7], 
however, all the patients in our series have had primary surgical eye removal 
procedures from their referring health facilities and subsequently secondary 
dermis-fat grafting performed in our facility. Surgical eye removal procedures 
with primary insertion of polymethyl methacrylate implant as currently prac-
ticed in our center, presumably accounts for nil cases of contracted socket neces-
sitating secondary dermis-fat grafting in patients managed primarily in our fa-
cility during the study period. Other advantages of using synthetic materials as 
primary orbital implants over dermis-fat graft include avoiding a second surgical 
site with the ensuing scar formation and reduction in the surgical time [8]. 

 

 

Figure 5. Pre-operative clinical picture of a patient with contracted left socket. 
 

 

Figure 6. Post-operative clinical picture of the patient with placement of a stock prosthesis. 
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Table 1. Clinical details of nine patients with orbital reconstruction using dermis-fat graft. 

 Gender Age Cause of anophthalmia 
Previous reconstruction/primary 

implant placement 
Anesthesia 

Outcome/further 
procedure 

1 Female 13 years Evisceration post trauma Nil. No implant GA 
Satisfactory. Lateral 

tarsorrhaphy 

2 Male 36 years Enucleation post blast injury Oral mucosal graft. No implant GA Satisfactory 

3 Female 1 year 10 months Enucleation for congenital buphthalmos Oral mucosal graft. No implant GA Satisfactory 

4 Female 26 years Enucleation post gunshot injury Transposition flap. No implant GA 
Satisfactory. Lateral 

tarsorrhaphy 

5 Female 4 years 
Enucleation for congenital 

anophthalmos with orbital cyst 
Oral mucosal graft. Had an implant GA Satisfactory 

6 Male 57 years 
Evisceration for disfigured eyeball post 

fist injury 
Fornix formation suture. No 

implant 
GA Satisfactory 

7 Female 1 year 8 months 
Enucleation for congenital 

anophthalmia 
Not known. No implant GA Satisfactory 

8 Female 42 years 
Evisceration for painful blind eye post 

trauma 
Oral mucosal graft. No implant LA Satisfactory 

9 Male 56 years Evisceration post trauma 
Fornix formation suture. No 

implant 
GA Satisfactory 

GA = General anesthesia, LA = local anesthesia. 
 

Dermis-fat grafting can be performed in all age groups including children 
and, two of our patients are less than 2 years of age. Dermis-fat graft serves as an 
ideal, dynamic orbital implant with its biocompatibility and ability to grow over 
time thus stimulating orbital growth [8]. This is a major advantage for its use in 
orbital reconstruction in children as continuous growth of the composite graft 
with the surrounding orbital tissue ensures sustained development of the 
anophthalmic socket [7] [8] [9]. 

Complications of dermis-fat grafting are quite common, although often minor 
and include graft necrosis and atrophy, granuloma formation, graft hirsutism, 
socket keratinization, wound dehiscence, and hematoma of the donor site [3] [8] 
[10]. The only complication recorded in our series was prolonged socket infec-
tion post-operatively in one patient which was treated with topical antibiotics. 
However, the few number of cases in the series could account for this apparent 
low complications recorded. 

5. Conclusion 

In conclusion, the major indication for dermis-fat grafting in our region is con-
tracted socket following surgical removal of the eye as a result of trauma. Pri-
mary orbital implants were not inserted at time of surgery in these patients. 
Dermis-fat grafting gives satisfactory cosmetic results with minimal complica-
tions in our patients. 
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Abstract 
Introduction: Neurogenic tumors include schwannomas and neurofibromas. 
They occur often in the head and neck. However, their occurrence on the 
vagus is uncommon. A high index of suspicion is needed to order imaging in 
pelvic lesions that present atypically. Discussion: Schwannomas are hypoin-
tense on T1 and heterogeneously hyperintense on T2 on MRI. The histopa-
thological appearance with Antoni type A and type B is typical of Schwan-
noma. Conclusion: Schwannomas are slow growing benign tumors that are 
separable from the parent nerve. Recurrence is uncommon after resection. 
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1. Introduction 

Schwannomas are neural sheath tumors. They are commonly present in the 
neck, extremities and retro-peritoneum. The lesion grows gradually and superfi-
cial lesions are usually small at the time of diagnosis, but in case of retroperi-
toneum, large lesions present without any signs and symptoms. Although 
schwannomas are generally benign lesions, they are known to increase in size 2.5 
to 3 mm/year. Among schwannomas, vestibular type is the common cranial 
nerve schwannoma followed by facialand trigeminal schwannomas and then the 
glossopharyngeal, vagus and spinal accessory nerve schwannomas. 

2. Case Presentation 
2.1. Case 1 

A 71 years old male presented with slowly progressive swelling on the right side 
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of the neck for 1 year, which was painless. Examination revealed a well circum-
scribed oval (6 × 4 cm) swelling (firm in consistency), non pulsatile, located in 
the posterior triangle (Figure 1). Ultra-sonogram of neck showed a complex well 
encapsulated predominantly solid mass, with no significant lymphadenopathy. 
CECT of the neck showed a large well defined thick walled hypodense lesion in 
the right posterior cervical space, in the region of right jugular chain (5 × 4.6 × 
7.5 cm) with ill-defined relative hypodensity. It superiorly extended upto C2 
vetrebra, inferiorly up to end plate of C7, laterally displacing right sternocleido-
mastoid, medially abutting the vascular chain (Figure 2). USG guided FNAC 
showed spindle like cells arranged in a cellular and loose areas suggestive of 
nerve sheath tumor. Pre-operatively the vocal cords were mobile. Intra-operatively 
a firm/cystic tumor was identified arising from the vagus, posterior to the IJV 
and displacing the carotids medially (Figure 3(a)). Intraoperatively the patient 
had multiple episodes of bradycardia during dissection of the tumor. The anaes-
thetist was intimated and bradycardia was managed by intra venous doses of at-
ropine. The tumor was mobilized and resection was done in toto and the speci-
men was sent for biopsy. 

HPE: Histopathology showed cellular areas composed of spindle cells and 
Verocaybodies. Hypercellular area showed spindle cells in myxoid areas and 
congested blood vessels were seen.IHC was positive for S 100 and less than 3% 
for ki67 (a proliferative index marker) (Figure 3(b)). 

 

 
Figure 1. Swelling in the posterior triangle of neck. 

 

 

Figure 2. CECT showing the mass displacing the carotid. 
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2.2. Case 2 

A 80 year old gentleman came with complaints of pain in the right thigh and leg 
for 2 months. He had history of difficulty in defecation and per rectal examina-
tion showed a extra-mucosal mass. A screening ultrasound showed a 8 × 7 × 8 
cm hypoechoic lesion in the presacral region and CECT showed a large well de-
fined heterogeneously enhancing lesion in the pre-sacral region with preserved 
fat plane with the adjacent structures. The lesion extended to the anterior sacral 
foramen and was suggestive of a neurogenic benign lesion. MRI showed a heteroge-
neous presacral lesion with internal hypo intense focus (likely cystic) in the 
pre-sacral (S1 - S4) with postero-inferior part in close contact with exiting nerve root 
(Figure 4). At laparotomy a 10 × 7 × 7 cm mass was found in the retro-peritoneum. 
The retro-peritoneum was entered and the vessels and ureters were identified. 
The mass was arising from the nerves of hypogastric plexus. The tumor was ex-
cised (Figure 5(b)), the troublesome pre-sacral ooze was controlled and the 
specimen sent for HPE. 

Biopsy showed hypo-cellular areas with spindle cells having wavy nuclei and 
scanty eosinophilic cytoplasm. Hypercellular areas showed spindle cell with wavy  

 

 
(a)                                       (b) 

Figure 3. (a) IJV splayed over the cystic lesion (Introperative); (b) Histopathology show-
ing schwannoma (10× resolution). 

 

 
Figure 4. MRI showing presaccral mass. 
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(a)                                       (b) 

Figure 5. (a) Excised presaccral mass; (b) Slide shows IHC. 
 

nuclei with formation of Verrocay bodies. Areas of focal foreign body giant cell 
reaction, foamy cells and dilated congested vessels were seen. Few vessels show 
myxoid change in the wall-consistent with schwannoma with secondary changes. 
IHC was positive for S-100 (Figure 5(b)). 

Both patients were free of symptoms at the 2 month follow up and showed no 
residue/recurrence at imaging. Consent was taken from the patients preopera-
tively for use for research purposes. 

3. Discussion 

Schwannoma is generally defined as benign tumor of neural cells derived from 
nerve sheath composed of schwann cells [1]. Common sites include the head 
and neck, the flexor surfaces of the extremities, and the para vertebral area of 
retro-peritoneum. The nerve of origin is not often made until the time of sur-
gery. Schwannoma originating from the vagus nerve (cervical), is very rare to 
occur in men between the 3rd and 6th decades of life. The most common presen-
tation is a painless, slow-growing, lateral neck mass this appears in a large pro-
portion of cases [2]. Rapidly growing tumors with either evidence of invasion or 
presenting with complete loss of nerve function should be treated by complete 
excision of the tumor. 

About 25% - 33% of all the extracranial schwannomas occur in the head and 
neck. Chandramohan has described a case of vagal schwannoma, in which tu-
mor was excised by intra capsular dissection thus sparing left vagus nerve [3]. 
Saini et al has reported intra operative bradycardia during dissection of the mass 
from its adjacent structure [4]. Samarakoon et al had described a 46-year-old man 
who was evaluated for chronic constipation due to a giant pre-sacral schwannoma 
(diagnosed on magnetic resonance imaging scan). Pre-operatively they came to 
diagnosis of schwannoma by trans-rectal ultrasound scan (TRUS)-guided biopsy 
and further proceeded with excision of mass [5]. A 32-year-old man with a 
painless right neck mass presented with dysphagia for six months. MRI is the 
gold standard to assess the origin and the extent of the tumor [6]. 
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Histologically the cut surface appears solid, smooth, glistening and gray-white. 
It may show cystic and hemorrhagic areas with calcification. Histo-morphology 
of schwannoma characteristically shows two alternating patterns—Antoni A and 
Antoni B areas. Antoni A are cellular areas with compactly arranged spindle 
cells frequently arranged in interlacing fascicles, palisades, or in an organoid ar-
rangement, with two compact parallel rows of well-aligned nuclei forming eosi-
nophilic structures (Verocay bodies). Antoni B exhibits hypocellular areas con-
sisting of a few tumor cells in loose myxomatousmatrix [7]. 

S100 is a marker for neural tumors and is extensively studied in schwannomas 
[8]. In a study Fausto J. Rodriguez has mentioned all neurogenic tumors are al-
ways strongly GFAPpositive, suggesting cross reactivity of cytokeratin antibodies 
with GFAP, rather than true protein expression. By immunohistochemistry, 
schwannomas typically show diffuse, strong expression of S100 protein and 
abundant peri-cellular collagen type IV, consistent with the presence of a con-
tinuous peri-cellular basal lamina [9]. Glial fibrillary acid protein (GFAP) is ex-
pressed in a subset of schwannomas. Recent markers frequently positive in 
schwannomas include, calretinin, SOX10 and podoplanin. 

In a study conducted in Kyushu University in Japan all cervical tumors were 
resected through a trans-cervical approach. The nerve of origin was mainly de-
termined by the postoperative neurological findings complete tumor resection 
was performed in 11 patients, and intra-capsular enucleation of the tumor was 
performed in 16 patients. Intra-capsular enucleation was an effective and feasible 
method for preserving the neurological functions [10]. 

Makni has said various techniques for excision of pre-sacral mass biopsy should 
be done before deciding either to start on neo-adjuvant treatment or excision [11]. 

4. Conclusions 

As slow growing tumors of the head and neck, schwannomas very rarely pre-
sents as potentially morbid lesions. Although it is rare, clinicians should not 
forget the possibility of a nerve sheath tumor in presence of a neck mass. The 
preoperative bedside diagnosis is dependent on clinical suspicion and imaging 
modalities. Complete resection of the tumor is the treatment of choice for all be-
nign schwannomas. 

Schwannomas arising from vagus nerve cause bradycardia and the anaesthe-
tist must be vigilant during surgical excision. Pelvic schwannomas may present 
with constipation. We present our cases for their challenges and uncommon 
presentations. 
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