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Diabetes increases susceptibility to chronic skin ul-
ceration. The etiology of chronic wound formation in
diabetic individuals is multifactoral but may be accel-
erated by changes in the structure and function of the
skin secondary to impaired fibroblast proliferation,
decreased collagen synthesis, and increased matrix
metalloproteinase (MMP) expression. This study ex-
plored the effects of all-trans-retinoic acid (RA) on
cellular and biochemical features of diabetic human
skin in organ culture. Two-mm skin biopsies from hip
or ankle were obtained from diabetic subjects and
incubated for 9 days in the absence or presence of 2
�mol/L RA. Hip skin from non-diabetic individuals
served as control. Following organ culture incuba-
tion, untreated and RA-treated tissue was examined
histologically after staining with hematoxylin and eo-
sin. In parallel , organ culture-conditioned medium
collected on days 5 and 7 was assayed for levels of
active and total MMP-1 (interstitial collagenase) and
MMP-9 (gelatinase B). The same organ culture fluids
were assayed for the presence of soluble collagen. In
comparison with skin from non-diabetic individuals,
diabetic skin demonstrated no major differences in
overall epidermal thickness or collagen production
(both were increased in RA-treated tissue as com-
pared to non-RA-treated tissue). In contrast, levels of
MMP-9 (active forms) were elevated in organ culture
fluid from diabetic skin as compared to non-diabetic
control skin. In the presence of RA, active forms of
both MMP-1 and MMP-9 were reduced. Together,
these data suggest that RA has the capacity to improve
structure and function of diabetic skin, and that a
major effect is on reduction of collagen-degrading
MMPs. (Am J Pathol 2004, 165:167–174)

Lower limb ulceration in diabetic patients is a common
and disabling complication that results in significant mor-
bidity and frequently leads to amputation of the leg. More

than 16 million people in the United States have diabetes
and 15% of those can be expected to develop one or
more lower leg or foot ulcers during their lifetimes.1–3

Ulcer formation in the lower limbs is thought to be a
consequence of impaired wound healing. The mecha-
nisms responsible for impaired wound healing in diabetic
patients are only incompletely understood. Loss of the
peripheral microvasculature appears to be an underlying
cause in many cases, leading to atrophic changes in the
skin as a consequence.4–13 In diabetic skin, there is
impaired growth capacity of dermal fibroblasts.14–16 De-
creased fibroblast proliferation is associated with re-
duced collagen synthesis and increased matrix metallo-
proteinase (MMP) production.17–22 In this regard, the skin
of individuals with diabetes has features in common with
chronologically aged skin23 and with severely photodam-
aged skin.24,25

Treatment of photodamaged skin with topical retinoids
is known to improve the clinical appearance of the
skin.26,27 Improved appearance is associated with re-
duced levels of collagen-degrading MMPs24,25 and with
increased collagen synthesis.28,29 More recently, it has
been shown that retinoids function to reverse the adverse
consequences of the chronological aging process in the
skin.23 Specifically, retinoid treatment stimulates fibro-
blast proliferation and new collagen synthesis while re-
ducing MMP production in aged skin. This is accompa-
nied by an increase in epidermal thickness, reflecting
increased keratinocyte proliferation. Whether diabetic hu-
man skin would respond to topical retinoid treatment in a
similar fashion is not known. To begin addressing this
question, biopsies of diabetic skin were incubated in
organ culture and treated with all-trans-retinoic acid (RA).
Retinoid responses in both the epidermis and dermis
were assessed. Findings from this study demonstrated
that diabetic skin responds to retinoid treatment with
increased thickening, increased collagen production,
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and, most dramatically, decreased levels of collagen-
degrading MMPs.

Materials and Methods

Source of Skin Biopsies and Organ Culture
Procedure

Duplicate 2-mm punch biopsies were obtained from hip
skin of 16 diabetic patients (10 male and 6 female) seen
in the Diabetes Complications Clinic at the University of
Michigan. Eleven of the patients were diagnosed with
type 1 diabetes and five with type 2 diabetes. The median
age was 54 years and the mean age was 53 years
(range, 30–88 years). The median duration of disease
was 30 years (range, 9–50 years). Complications in-
cluded peripheral neuropathy (16 patients), proliferative
retinopathy (2 patients), retinopathy (11 patients), ne-
phropathy (8 patients), and a history of lower leg ulcer-
ation (2 patients). From six of the same individuals, du-
plicate 2-mm punch biopsies were obtained from the
ankle as well. Ankle biopsies were handled exactly as
biopsies from the hip (see below). Initially, the data from
the ankle biopsies were kept separate. However, no sta-
tistical difference between biopsies from hip and ankle
were seen and data obtained from skin of the two sites
was eventually merged. Ten non-diabetic volunteers (7
males and 3 females) made up the control group. The
median age for this group was 46 years and the mean
age was 45 years (range, 29–64 years). There was no
report of any systemic illness by individuals in the non-
diabetic control group. The participation of human sub-
jects in this study was approved by the University of
Michigan Institutional Review Board and all subjects pro-
vided written informed consent before their inclusion in
the study.

The punch biopsies from each individual were incu-
bated in wells of a 24-well dish (one tissue piece per 250
�l of culture medium). Culture medium consisted of ker-
atinocyte basal medium (KBM) (Cambrex Biologicals,
Walkersville, MD) supplemented with calcium chloride to
a final Ca2� concentration of 1.4 mmol/L. One well was
left as control while the other was treated with 0.75 �g/ml
RA (approximately 2 �mol/L). This concentration of RA
has been shown to be optimal for preservation of histo-
logical features in adult sun-protected skin.30 Fresh cul-
ture medium was provided at 2- to 3-day intervals. Organ
culture-conditioned medium collected on days 5 and 7
was used for assessment of MMP levels as described
below. Enzyme levels collected on the 2 days were vir-
tually indistinguishable from each other and data from
the two time-points were pooled. At the end of incuba-
tion period (day 9), tissue was fixed in 10% buffered
formalin for histology. In certain experiments, tissue in-
hibitor of metalloproteinase-1 (TIMP-1) (1 �g/ml), soy-
bean trypsin inhibitor (SBTI), (50 �g/ml) and catalase
(10 �g/ml) were included in the culture medium through-
out the incubation period. TIMP-1 was obtained from
(Oncogene Research Products, San Diego, CA). Cata-

lase and SBTI were obtained from Sigma Chemical Co.
(St. Louis, MO).

Histological Evaluation

At the end of the incubation period, organ-cultured tissue
was fixed in 10% buffered formalin and embedded in
paraffin. Five-�m-thick sections were cut and stained
with hematoxylin and eosin. Representative sections of
each biopsy were selected for histological evaluation and
photographed.

Substrate Embedded Enzymography

Substrate embedded enzymography (zymography)31

was used in these studies to identify and characterize
MMPs. Briefly, SDS-PAGE gels were prepared for mini-
gels from 30:1 acrylamide/bis with the incorporation of
either gelatin (1 mg/ml) or �-casein (1 mg/ml) before
casting. The gelatin gels were routinely 7.5% acrylamide,
whereas casein gels were routinely cast at 10% acryl-
amide. Samples of organ culture fluid and molecular
weight standards were electrophoresed at constant volt-
age of 150 V under non-reducing conditions. Volumes of
5 to 35 �l of undiluted specimen were normally used for
these assays. After electrophoresis, gels were removed
and subjected to the following wash protocol: twice for 15
minutes in 50 mmol/L Tris buffer containing 1 mmol/L
Ca2� and 0.5 mmol/L Zn2� with 2.5% Triton X-100. The
gels were then incubated overnight in Tris buffer with 1%
Triton X-100 and stained with Brilliant Blue R concentrate
the following day. After destaining, zones of gelatin and
casein hydrolysis were detected as clear areas against a
dark background. Zymographic images were digitized.
Negative images were created and quantified by scan-
ning densitometry. Using the zymographic images from
gelatin and �-casein gels, respectively, values for latent
and active MMP-9 and MMP-1 bands were obtained.
These were used to compare culture fluids from non-
retinoid-treated and retinoid-treated tissues.

Soluble Collagen Assay

The Sircol collagen Assay (Biocolor Ltd., Newton Abbey,
UK) was used as a way to assess soluble collagen levels
in the same organ culture fluids. This is a quantitative dye
binding method designed for the analysis of acid soluble
collagen released into culture medium by mammalian
cells during in vitro culture. Organ culture fluid, collected
at different intervals as described above, was analyzed.
Briefly, a collagen standard at four concentrations (5, 10,
25 and 50 �g of the supplied reference collagen solution)
and 180 �l of test samples in separate 1.5 ml conical
microcentrifuge tubes were mixed with 1.0 ml of the Sircol
dye reagent at room temperature for 30 minutes on a
mechanical mixer. The tubes were then centrifuged for 10
minutes at 10,000 � g and the supernatants discarded.
The remaining pellets were mixed with 1.0 ml of alkali
reagent and resuspended using a vortex mixer. The ab-
sorbance of samples, standards and assay blanks were
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measured using a spectrophotometer at the wavelength
of 540 nm after 10 minutes. The values obtained with the
culture fluids were compared directly with the values
obtained from the control wells and the standard curve.

Type I Procollagen Assay

Selected culture fluids were also assayed for type I procol-
lagen by enzyme-linked immunosorbent assay (ELISA)
(Pan Vera Corp., Madison, WI) as described previously.23

Tissue Inhibitor of Metalloproteinase-1 Assay

Culture fluids were assayed for tissue inhibitor of metal-
loproteinase-1 (TIMP-1) by ELISA using a commercially-
available assay kit (R&D Systems, Minneapolis. MN).

Statistical Analysis

Differences between groups experiments with multiple
groups were analyzed for statistical significance by analysis

of variance followed by paired-group comparisons. Where
there were only two groups, the Student’s t-test was used.

Results

Effects of RA on Histological Features of
Non-Diabetic and Diabetic Human Skin in
Organ Culture

Figure 1 shows typical histological features of non-treated
and RA-treated (hip) skin from non-diabetic and diabetic
volunteers after 9 days in organ culture. Epidermal hyper-
plasia in the RA-treated skin from both individuals is evident.
Although the degree of hyperplasia varied from individual to
individual, a retinoid response was observed in all of the
tissues treated with 0.75 �g/ml RA. The retinoid response in
skin from non-diabetic volunteers was quantitatively similar
to the response in diabetic skin. The retinoid response seen
in either diabetic or non-diabetic skin was consistent with
what has been reported previously for normal skin.30,32

Thus, it appears that skin from non-diabetic and diabetic
patients demonstrates an equivalent epidermal proliferative
response to treatment with RA in organ culture.

Figure 1. Histological features of untreated and RA-treated non-diabetic and diabetic skin in organ culture. Tissue from normal and diabetic (hip) skin was
maintained in organ culture for 9 days under serum-free, growth factor-free conditions in the absence or presence of 0.75 �g/ml RA. At the end of the incubation
period, the tissue was fixed in 10% buffered formalin and examined at the light microscopy level after sectioning and staining with hematoxylin and eosin. A:
Normal control. B: Normal RA-treated. C: Diabetic control. D: Diabetic RA-treated. Epidermal hyperplasia can be seen in the RA-treated skin from either normal
or diabetic skin (�320).
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Effects of RA on Elaboration of MMP-9 by
Non-Diabetic and Diabetic Human Skin in
Organ Culture

Organ culture fluid from each of the non-diabetic and
diabetic skin samples (both RA-treated and control) was
collected at days 5 and 7 and assayed for MMP-9 by
gelatin zymography. The Level of total enzyme (active �
latent forms) in the culture fluid from untreated diabetic skin
was not significantly different from the enzyme level in cul-
ture fluid from untreated non-diabetic skin (24 � 1 units for
diabetic skin versus 19 � 2 units for non-diabetic skin;
means � standard errors; n � 16 and 10, respectively). In
comparison to untreated skin, the level of total MMP-9 in the
culture fluid from RA-treated skin was also not statistically
different (19 � 2 vs. 17 � 2 units in non-diabetic skin and
24 � 1 vs. 20 � 1 units in diabetic skin). It should be noted
that although levels of total MMP-9 in organ culture from
untreated and RA-treated skin were not significantly differ-
ent, the major source of MMP-9 in organ-cultured skin is the
epidermis.33 Since the number of epithelial cells is greater
by 2 to 2.5-fold after RA treatment,30 (Figure 1), the reduc-
tion on a per cell basis in the presence of RA may be much
greater than shown here.

Figure 2 shows active MMP-9 levels in organ culture
fluid collected from untreated non-diabetic and diabetic
skin and the corresponding skin samples from RA-
treated tissue. The percentage of enzyme in the active
form was higher in culture fluid from diabetic skin than
from non-diabetic skin. It can also be seen from Figure 2
that levels of active MMP-9 in organ culture fluid from
RA-treated skin (both non-diabetic and diabetic) were
reduced as compared to levels in organ culture fluid from
the corresponding untreated skin.

The inset for Figure 2 shows typical gelatin zymographic
profiles from non-RA-treated and RA-treated (diabetic) skin.
Differences in the relative amounts of latent and active
MMP-9 forms are apparent. It can also be appreciated from
the zymograms that there was little difference between the
lanes in regard to MMP-2 levels. This was observed among
the whole group of specimens examined. Specifically, total
MMP-2 levels in the absence and presence of RA were
34 � 3 and 38 � 2 units, respectively, while the percentage
of enzyme in the active form was 30 � 3% and 34 � 2%,
respectively (means and standard errors, based on pooled
data from 16 hip and 6 ankle samples). This is consistent
with past studies showing that MMP-2 is not regulated in the
same fashion as MMP-9.24

Effects of RA on Elaboration of MMP-1 by
Non-Diabetic and Diabetic Human Skin in
Organ Culture

In addition to measuring MMP-9, the same organ culture
fluids from untreated and RA-treated (non-diabetic and
diabetic) skin were assessed for MMP-1. Similar to what
was observed with MMP-9, levels of total MMP-1 were not
significantly different in diabetic skin than in non-diabetic
skin (14 � 2 units in non-diabetic skin versus 18 � 2 units

in diabetic skin; n � 10). Although the difference between
the two groups was slight, fibroblast numbers in skin are
known to decrease as a function of age.23 The fact that
the non-diabetic population was slightly younger than the
population of diabetic patients (mean age, 45 vs. 53
years) would tend, therefore, to bias the data against the
increase seen in the diabetic patients.

Consistent with the effects on MMP-9, RA treatment did
not reduce the level of total MMP-1 in either non-diabetic
or diabetic skin (12 � 3 vs. 14 � 2 in non-diabetic skin
and 15 � 2 vs. 18 � 2 units in diabetic skin; not statisti-
cally different). Also consistent with the effects on MMP-9,
RA treatment significantly reduced the level of active
MMP-1 in both non-diabetic and diabetic skin (Figure 3).

MMP Activation in the Presence of Oxidant,
Serine Proteinase, and MMP Inhibitors

A series of experiments were conducted in which organ
cultures of diabetic skin were treated with catalase (10

Figure 2. MMP-9 elaboration in untreated and RA-treated non-diabetic and
diabetic skin in organ culture. Organ culture fluid was collected on days 5
and 7 and assayed for MMP-9 by gelatin zymography. Zymographic images
were scanned and digitized, and negative images quantified. Upper panel:
Representative gelatin zymogram demonstrating MMP-9 (and MMP-2) in organ
culture fluid from untreated and RA-treated diabetic skin (day 5). A higher
percentage of MMP-9 in the active form can be seen in culture fluid from
untreated skin as compared to RA-treated skin. MMP-2 latent and active forms
can also be seen but there is little difference between control and RA-treated
samples. Lower panel: Active enzyme expressed as a percentage of total
enzyme (densitometry values from active forms divided by values from active �
latent forms). Values shown are means and standard errors based on organ
cultures from 10 normal and 16 diabetic volunteers. Statistical significance of the
differences among the four groups was determined by analysis of variance
followed by paired-group comparisons. *P � 0.05 relative to non-diabetic skin.
**P � 0.01 relative to non-RA-treated skin of same group.
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�g/ml) to suppress oxidant effects, SBTI (50 �g/ml) to
suppress serine proteinase activity and TIMP-1 (1 �g/ml)
to suppress MMP function. Culture fluids collected on
days 5 and 7 were assessed for the presence of latent
and active MMP-9 by gelatin zymography. None of the
three inhibitors significantly affected total enzyme levels.
Catalase and SBTI also had no effect on the level of
active enzyme. The percentage of active MMP-9 in the
presence of the two inhibitors was indistinguishable from
the percentage seen in untreated culture fluid (60 � 7%
active MMP-9 in culture fluid from control organ cultures
vs. 62 � 5% and 58 � 6% in the presence of catalase and
SBTI, respectively; mean � standard errors; n � 3). In
contrast, the active enzyme form was significantly re-
duced in the presence of TIMP-1 (Figure 4) and the latent
form was correspondingly increased. Results obtained
with TIMP-1 were similar to results obtained with RA
(Figure 4). Thus, treatment of organ cultures with RA
produced changes in the MMP-9 expression profile that
were similar to changes seen in the presence of TIMP-1.

Based on these findings, two additional sets of exper-
iments were conducted. First, day-5 culture fluids from
untreated diabetic skin organ cultures (containing high
levels of active MMP-9) were mixed with RA (0.75 �g/ml)
for 30 minutes and then examined by gelatin zymography
to determine whether the presence of RA would directly
interfere with enzyme function. It did not. There was no
apparent difference in the zymographic profile of the
untreated and RA-“spiked” culture fluid (47 � 5% active
vs. 52 � 6%; means and ranges based on n � 2 separate
experiments). A second experiment was conducted in
which organ culture fluids (days 5 and 7) from untreated
and RA-treated tissue were assayed for TIMP-1 by ELISA.
TIMP-1 levels were significantly elevated in the culture
fluid from RA-treated skin relative to levels in untreated
skin (Figure 5).

Figure 3. MMP-1 elaboration in untreated and RA-treated non-diabetic and
diabetic skin in organ culture. Organ culture fluid was collected on days 5
and 7 and assayed for MMP-1 by �-casein zymography. Zymographic images
were scanned and digitized, and negative images quantified. Upper panel:
Representative �-casein zymogram demonstrating MMP-1 in organ culture
fluid from untreated and RA-treated diabetic skin (day 5). A higher percent-
age of MMP-1 in the active form can be seen in culture fluid from untreated
skin as compared to RA-treated skin. Lower panel: Active enzyme ex-
pressed as a percentage of total enzyme (densitometry values from active
forms divided by values from active � latent forms). Values shown are means
and standard errors based on organ cultures from 10 normal and 10 diabetic
volunteers. Statistical significance of the differences among the four groups
was determined by analysis of variance followed by paired-group compari-
sons. *P � 0.05 relative to non-diabetic skin. **P � 0.01 relative to non-RA-
treated skin of same group.

Figure 4. Comparison of RA and TIMP-1 for inhibition of MMP-9 activation.
Organ culture fluid from control, RA-treated or TIMP-1 (1 �g/ml)-treated skin
was collected on days 5 and 7 and assayed for MMP-9 by gelatin zymogra-
phy. Zymographic images were scanned and digitized, and negative images
were quantified. Upper panel: Total enzyme (densitometry values from
combined latent and active forms). Lower panel: Active enzyme expressed
as a percentage of total enzyme (values from active forms divided by values
from active � latent forms). Values shown are means and standard errors
based on organ cultures of hip skin from four diabetic volunteers. Statistical
significance of the differences among the three groups was determined by
analysis of variance followed by paired-group comparisons. *P � 0.05 rela-
tive to untreated control group.
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Effects of RA on Collagen Production by
Non-Diabetic and Diabetic Human Skin in
Organ Culture

In a final set of experiments, organ culture fluid from
untreated and RA-treated diabetic skin was analyzed for
soluble collagen. Soluble collagen was increased in RA-
treated skin relative to control (17 � 4 vs. 9 � 3 �g/ml;
means and standard errors; n � 7; P � 0.05). A similar
trend was observed with untreated and RA-treated tissue
from non-diabetic volunteers, but due to the small num-
ber of samples, the increase did not reach statistical
significance (not shown). Previous studies have demon-
strated that type I procollagen is increased in aged skin
following retinoid treatment, and this can be seen at both
the mRNA and protein levels.23 To determine whether the
increase in soluble collagen noted here was a reflection
of increased procollagen production, six organ culture
fluid samples (three containing low levels of soluble col-
lagen and three containing high levels) were assayed for
type I procollagen. Results from the two assays were
correlated. In the control samples with low soluble colla-
gen, 24 � 6 ng/ml of type I procollagen was present while
in the retinoid treated samples with high soluble collagen,
the average level of type I procollagen was 58 � 9 ng/ml.

Discussion

Skin atrophy is a consequence of peripheral microvas-
cular damage in diabetic skin. Atrophic changes include
decreased growth capacity in the major cellular elements
(keratinocytes and fibroblasts), accompanied by de-
creased collagen production and increased levels of col-
lagen-degrading MMPs.14–22 Atrophy of diabetic skin is
thought to underlie decreased wound-healing capacity
and the concomitant increased risk of chronic ulcer for-
mation. Extensive efforts to prevent ulcer formation in
diabetic skin and to improve the healing of wounds that

occur have been made. Despite these efforts, formation
of non-healing ulcers occurs in approximately 15% of
diabetic patients, resulting in foot amputation in many
cases.2,3 Clearly, additional efforts are needed.

In the present studies, we examined the capacity of RA
to reverse atrophic changes in diabetic human skin. Us-
ing 2-mm punch biopsies of diabetic skin maintained in
organ culture, our results showed that epidermal thick-
ness was increased following RA treatment. Concomi-
tantly, there was a reduction in the levels of two tissue-
destructive MMPs and increased collagen production in
retinoid-treated skin. Together, these findings suggest
that retinoid treatment does, in fact, have the capacity to
reverse (at least some of) the cellular and biochemical
events that underlie atrophy in diabetic skin. At present,
we do not know if long-term treatment of “at-risk” skin will
prevent or reduce the formation of non-healing ulcers in
diabetic patients. Our own recent studies have shown,
however, that treatment of diabetic rat skin in organ cul-
ture with RA brings about the same changes noted here
with human skin34 and others have shown that retinoid
treatment of rodents with diabetes increases the healing
capacity of experimentally induced skin wounds.35,36

Several findings described in this report deserve ad-
ditional comment. The first relates to the observed differ-
ences between non-diabetic and diabetic skin in the
absence of retinoid treatment. Even though diabetic skin
from the hip is not considered to be ulcer-prone, there
were measurable differences between diabetic and non-
diabetic hip skin in levels of active MMP-9 and MMP-1.
Active forms of both enzymes were increased in diabetic
skin relative to non-diabetic skin. In contrast, we did not
detect significant differences in collagen synthesis be-
tween non-diabetic and diabetic skin. Thus, it appears
that elevation of tissue-destructive MMPs precedes def-
icits in collagen production. Previous studies have dem-
onstrated a similar relationship between elevated MMP
expression and decreased collagen production in chro-
nological aging23 and in photoaging.24,25,28,29,37 Specif-
ically, in both chronological aging and photoaging, MMP-
mediated collagen breakdown occurs over years or
decades.28,29 It is only after significant damage has oc-
curred, however, that procollagen synthesis is negatively
affected. Our recent studies suggest that reduced pro-
collagen production in chronologically aged skin and
(especially) in photodamaged skin reflects fibroblast in-
teraction with damaged matrix components and the in-
ability of cells in such a milieu to generate sufficient
mechanical tension to maintain the synthetic pheno-
type.37–40 The situation in skin damaged as a conse-
quence of diabetes could be similar. Of interest in this
regard, it has been demonstrated in past studies that
fibroblasts isolated from extensively photodamaged skin
had similar in vitro growth capacity as cells isolated from
sun-protected skin of the same individuals. In vitro colla-
gen production by cells from the two sites was also
similar.37 Parallel findings have been made with skin
fibroblasts from rats made diabetic with streptozotocin.34

What accounts for increased enzyme activity in dia-
betic skin relative to non-diabetic skin and decreased
activity in RA-treated skin (either diabetic or non-diabetic)

Figure 5. TIMP-1 elaboration in organ cultures of untreated and RA-treated
diabetic skin. Organ culture fluid was collected on days 5 and 7 from
untreated and RA-treated diabetic skin and assayed for TIMP-1 by ELISA.
Values shown are means and standard errors, based on organ cultures from
four individuals. Statistical significance of the difference between untreated
and RA-treated samples was determined using the Student’s t-test. *P � 0.01.
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relative to untreated skin is not fully understood. On the
one hand, when total enzyme (latent � active forms) was
assessed, differences between diabetic and non-dia-
betic skin were not observed. Likewise, the effect of RA
treatment on total MMP-1 and MMP-9 levels in both dia-
betic and non-diabetic skin were minimal. With regard to
the differences between diabetic and non-diabetic skin, it
should be pointed out that although we attempted to
age-match the control population as much as possible to
the diabetic group, the average age of the individuals in
the non-diabetic group was slightly lower (45 vs. 53
years). This is of interest because, on the one hand, MMP
levels increase as a function of age but, on the other,
cellularity in both epidermis and dermis decrease with
age.23 The loss of cellularity outweighs the increase in
enzyme production per cell, such that enzyme levels tend
to decrease slightly as a function of age. Based on this, it
might be inferred that levels of total MMP-1 and MMP-9 in
diabetic skin relative to (age-matched) non-diabetic skin
would actually be somewhat higher than measured here.
In the same way, cellularity increases dramatically in the
skin following retinoid treatment.23,32 Thus, the decrease
in enzyme levels on a per cell basis in RA-treated skin
would be much greater (relative to untreated skin) than
measured here.

In contrast to total enzyme levels, the levels of active
MMP-1 and MMP-9 were significantly lower in RA-treated
tissue than in non-treated tissue. The mechanism by
which enzyme activation is blocked in the presence of RA
is not known. Past studies have shown that oxidants,41

serine proteinases,42 and other MMPs43 all have the ca-
pacity to activate latent MMPs. RA could, in theory, pre-
vent MMP activation by suppressing oxidant function or
the action of one or more proteolytic enzyme. This is not
likely to be the full story, however. Retinoids are weak
antioxidants, and actually enhance elaboration of serine
proteinases (eg, plasminogen activators).33 Furthermore,
when either an antioxidant (catalase) or a serine protein-
ase inhibitor (SBTI) was included in organ culture fluid, it
failed to inhibit MMP activation.

Another possibility is an effect on MMP inhibitor func-
tion. TIMP-1 is the major MMP inhibitor in skin.44,45

TIMP-1 functions by binding to the active site of the MMP
as the enzyme undergoes the enzyme-activating confor-
mational shift.46 As a result, one typically sees in zymog-
raphy or Western blotting, a lack of activated enzyme
forms and an increased amount of latent enzyme (ref. 47
and present report) in the presence of exogenous
TIMP-1. Zymograms of culture fluid from RA-treated or-
gan cultures demonstrated a similar profile. Thus, it might
be that RA suppresses MMP function indirectly, through
an effect on MMP inhibitor production. In support of this,
TIMP-1 levels were substantially higher in organ culture
fluid from RA-treated tissue than in organ culture fluid
from untreated tissue. The ability of RA to stimulate
TIMP-1 elaboration, it should be pointed out, has been
shown with cells in monolayer culture.48,49 Ultimately, the
mechanism by which RA inhibits MMP activation is still an
open question. Regardless of mechanism, the reduction
in active MMP levels could be expected to mitigate con-
nective tissue damage in the RA-treated tissue.

In summary, diabetes is one of the major predisposing
factors for the development of non-healing skin wounds,
particularly in the lower extremities.1–3 Atrophic changes
in the connective tissue of the skin are thought to play an
underlying role in sensitizing the skin to chronic wound
formation. In other situations where there is dermal atro-
phy, ie, in aged or photoaged skin50,51 or after long-term
treatment with corticosteroids,52 sensitivity to wound for-
mation also increases. To the extent that dermal atrophy
predisposes to chronic wound formation, prevention of
atrophic features with topical retinoid treatment should be
beneficial. To date, this has not been established clini-
cally, although studies in experimental animals are sup-
portive.35,36 Given the data presented here, we believe
that studies to determine whether topical treatment with
RA will lead to reduced wound formation or improved
healing of wounds in diabetes are warranted.
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