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Mild traumatic brain injuries (mTBI) are common during adolescence, and limited clinical evidence suggests that a younger age at first exposure to a mTBI may lead to worse long-term outcomes. In this study, we hypothesized that a mTBI during adolescence would predispose toward poorer neurobehavioral and neuropathological outcomes after a subsequent injury at adulthood. Mice received a mild weight drop injury (mTBI) at adolescence (postnatal day 35; P35) and/or at adulthood (P70). Mice were randomized to 6 groups: ‘sham’ (sham-surgery at P35 only); ‘P35’ (mTBI at P35 only); ‘P35 + sham’ (mTBI at P35 + sham at P70); ‘sham + P70’ (sham at P35 + mTBI at P70); ‘sham + sham’ (sham at both P35 and P70); or ‘P35 + P70’ (mTBI at both P35 and P70). Acute apnea and an extended righting reflex time confirmed a mTBI injury at P35 and/or P70. Cognitive, psychosocial, and sensorimotor function was assessed over 1-week post-injury. Injured groups performed similarly to sham controls across all tasks. Immunofluorescence staining at 1 week detected an increase in glial activation markers in Sham + P70 brains only. Strikingly, 63% of Sham + P70 mice exhibited a skull fracture at impact, compared to 13% of P35 + P70 mice. Micro computed tomography of parietal skull bones found that a mTBI at P35 resulted in increased bone volume and strength, which may account for the difference in fracture incidence. In summary, a single mTBI to the adolescent mouse brain did not exacerbate the cerebral effects of a subsequent mTBI in adulthood. However, the head impact at P35 induced significant changes in skull bone structure and integrity. These novel findings support future investigation into the consequences of mTBI on skull bone.
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INTRODUCTION

Mild traumatic brain injuries (mTBI) during sports and recreational activities are a common injury in children and adolescents, with an estimated 1.1–1.9 million cases occurring annually in the US (1). Adolescents appear to have a particularly high incidence of mTBI (2). In high school students, mTBI accounts for 5–13% of all sporting injuries (3–5). In addition to a high incidence, evidence suggests that the adolescent brain may be particularly sensitive to the consequences of a mTBI compared to injuries sustained during childhood or adulthood (6–9). Disruption of key developmental processes ongoing during adolescence are hypothesized to be responsible for prolonged symptoms often observed after brain injury at this age compared to adults (10, 11).

For many professional and amateur athletes, exposure to mTBIs is a recurring event, and repetitive mTBIs are associated with poorer outcomes. Repeated mTBIs are prevalent in many collision sports (12), and the risk of a TBI is reportedly up to six times higher in an individual with a history of head injury compared to someone with no history (13). In addition, a study of over 6,000 high school athletes found that those who suffered two or more mTBIs reported more physical and cognitive symptoms compared to those with only one mTBI (14). Indeed, a second injury while still recovering from the first impact is thought to exacerbate the effect of the second hit (15, 16), perhaps as a consequence of ongoing metabolic dysfunction post-injury (17). In animal models, repetitive mTBIs have predominantly been shown to result in worsened outcomes including increased neuropathology and the protracted persistence of neurocognitive and psychosocial deficits (18–20) [as reviewed by Semple et al. (21)]. Conversely, some intriguing studies have conversely detected a degree of neuroprotection or preconditioning afforded by a prior head impact (22, 23).

While it is now generally accepted that multiple mTBIs in adult athletes can have cumulative, detrimental effects on brain structure and function, the threshold at which these consequences occur remains unclear. The time interval between successive impacts appears to be an important determinant of outcome (16, 24), although severity, age-at-insult, and the number of repeated injuries probably also play a role. Importantly, it is likely that many professional and amateur athletes who are exposed to a mTBI as adults, were also exposed to mTBI during adolescence via participation in sports and recreational activities during their youth (25). For example, an estimated 70% of all football players in the United States are under the age of 14, and football has the highest rate of sports-related mTBI among high school athletes (26, 27). A retrospective study of former NFL players aged 40–69 found that participation in tackle football prior to the age of 12 (and potential exposure to mTBI at this time) was associated with greater later-life cognitive impairments (28–30), and alterations in gray and white matter structures (28, 29, 31). While methodological limitations have been raised regarding these studies (32), whether a history of mTBI during childhood or adolescence influences an individual’s vulnerability to later-life brain injuries is a clinically and socially important question that has yet to be systematically investigated. Such issues can be challenging to address in patient populations, where the interval between early exposure to mTBI and later-life impairments may be many years. Further, a causal relationship cannot be established with cross-sectional patient studies (33).

Therefore, in the current study, we utilized a clinically relevant mouse model of mTBI, mild weight drop (mTBI), to evaluate the effect of a mTBI during adolescence on a subsequent mTBI at adulthood. Neurobehavioral and neuropathological outcomes were assessed, to test the hypothesis that mice receiving a mTBI at both adolescence and adulthood would have poorer neurological outcomes compared to uninjured mice or those with a mTBI at either age only.

MATERIALS AND METHODS

Animals

A total of 94 C57Bl/6 male mice, sourced from the Walter and Elisa Hall Institute, Melbourne, were used in this study. Mice were provided with ad libitum access to food and water, and maintained under 12:12 h light/dark conditions, in groups of 4–5 before and after surgery, then individually housed during behavioral testing. All procedures were performed in accordance with the guidelines of the Australian Code of Practice for the Care and Use of Animals for Scientific Purposes from the Australian National Health and Medical Research Council, and were approved by the Florey Institute of Neuroscience and Mental Health Animal Ethics Committee (#15-052-UM). Prior to each surgery, mice were randomly assigned to mTBI or sham procedures using a random number generator.1 This created a total of six groups: (1) sham only at P35 (‘Sham’); (2) mTBI only at P35 (‘P35’); (3) sham at both P35 and P70 (‘Sham + Sham’); (4) sham at P35 then mTBI at P70 (‘Sham + P70’); (5) mTBI at P35 then sham at P70 (‘P35 + sham’); or (6) mTBI at both P35 and P70 (‘P35 + P70’) (Table 1). Each mouse in groups 3–6, therefore, received two doses of anesthesia and two instances of surgical preparation, once at P35 and again at P70. The timeline for experimental procedures is depicted in Figure 1. Mice underwent one bout of behavioral testing each; only the first two groups were tested over 1 week after P35 surgery, while all other groups were tested following P70. P35 was considered to reflect adolescence in mice, based on changes in synaptic plasticity, behavior, and sexual maturity around this time which parallels what is observed in human adolescence (34, 35). P70 was considered as young adult.

TABLE 1 | Experimental groups.
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FIGURE 1 | Experimental timeline. Prior to surgery at P35 or P70, mice underwent water maze training for five consecutive days. Mice then received either sham injury or mild traumatic brain injuries at P35 (adolescence) and/or P70 (adulthood), followed by behavioral assessments over a 7-day period. At 7 days, mice were euthanized and brains were collected for immunofluorescence.



Mild Weight Drop (mTBI) Model

The weight drop model was performed as previously described in detail (36). This commonly used model of mTBI reproduces a clinically relevant, blunt head trauma, consistent with a large proportion of mTBI in patients. Mice were anesthetized with 4% isoflurane in an induction chamber, then maintained at 2% isoflurane via nose cone during surgical preparation—a longitudinal incision of the scalp to expose the skull, and s.c. administration of the analgesic buprenorphine (0.05 mg/kg Temgesic®, Reckitt Benckiser). Ninety seconds after the induction of isoflurane, the mouse was removed from the nose cone and positioned on a stable surface under the weight drop apparatus, for alignment of the impactor rod with the center of the left parietal bone, midway between Bregma and Lambda and lateral of the sagittal suture. The 333 g impactor rod fitted with a 3 mm diameter tip was then raised to 1.5 cm (for mTBI at P35) or 2 cm (for mTBI at P70), and released. The release height was scaled according to age at the time of impact, determined from pilot experiments (Data S1 in Supplementary Material), to achieve a comparable injury severity at both time points based upon acute injury measures (e.g., self-righting time; Figures 2C,D). Sham-injured mice underwent identical surgical preparation and timing under anesthesia, but did not receive the actual impact. Following mTBI or sham injury, acute injury measures of apnea (latency until normal respiration resumed) and latency to self-right from a supine position were recorded (37). The skull was examined for evidence of a visible fracture, defined as a break or depression in the skull. Mice were de-identified and randomized to a numbered code to blind investigators during all subsequent analysis. One hour following injury/sham at P35 and P70, the Neurological Severity Score (NSS) was evaluated. The NSS is a broad assessment of general neurological function, including reflexes, balance, and locomotion, and involves the generation of a composite score out of 10, with 10 indicating greatest impairment and 0 indicating no impairment (36). Body weights were recorded throughout the study as a measure of general health; however, no differences were observed between the groups (data not shown).
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FIGURE 2 | Length of apnea and latency to self-right following sham or mild traumatic brain injuries at P35 and/or P70. Panels (A,C) were assessed after injury at P35; (B,D) were assessed after injury at P70. **p < 0.01, ****p < 0.0001 compared to sham groups (A), or compared to all other groups (D); #p > 0.05 (n.s.) versus all other groups. All injured mice exhibited a period of apnea and increased latency to self-right immediately post-injury compared to sham controls. Mice injured at P70 only (sham + P70) showed a delayed self-righting response compared to all other groups, including P35 + P70 injured mice.



Behavioral Testing

In the week following sham or mTBI surgeries at P35 or P70, a battery of behavioral tests was used to assess cognitive, psychosocial, and sensorimotor functioning (n = 15–19/group). First, a water maze was used to assess whether mTBI impacted hippocampal spatial memory. An overhead camera tracked the animal’s swimming trajectory, for analysis using Ethovision 3.0.15 tracking software (Noldus, SDR Scientific). A 1.63 m diameter pool, filled with opaque water (21–23°C) was used. Cued task training was conducted for 5 concurrent days prior to the surgery date (i.e., P28–33, or P64–P68), across two daily blocks of three trials each per day. Each trial ended when the mouse located the hidden platform, located 0.5 cm below the water surface, or when 60 s had elapsed, at which time the experimenter would guide the mouse to the platform, with time to find the platform as the primary outcome measure. Three trial starting locations (North, South, and East relative to a West-located platform), were used in a random order to prevent successive starts from the same location. On day 1 post-surgery, the “test” consisted of six trials with the platform hidden (consistent with the training phase), followed by three trials with the platform raised and visible, the latter task being to evaluate swim speed (velocity) to check for potentially confounding visual and/or motor deficits. This protocol, with training prior to the injury, was chosen to provide an indication of spatial memory/recall during the acute post-injury phase, while also allowing sufficient time to also test for a range of other behavioral outcomes within the first week post-injury. A similar design has successfully been employed by others to evaluate retrograde amnesia after chemical and mechanical injuries to the hippocampus and entorhinal cortex (38, 39).

An accelerating rotarod (Harvard Apparatus, Holliston, USA) was used to test sensorimotor function on days 2 and 3 after surgery (40). The rotarod accelerated from 4 to 40 rpm over a 5 min period, and the trial was terminated when the mouse fell from the rod. Performance on three consecutive trials was averaged per mouse, per day. A ledged beam task was also used to assess motor ability on day 2 after surgery (41). This involved placing the mouse on the widest end of a tapered beam on a 30° incline, and video-recording as they traversed the beam toward a darkened cage. Performance was evaluated over a 60 cm section of the beam, and an error was defined as a weight bearing step onto the lower ledges of the beam. Errors were averaged from three consecutive trials per mouse.

An elevated plus maze (EPM; San Diego Instruments, USA) was used to test anxiety-like behavior on day 3 after surgery (42). A 10 min trial period was recorded by an overhead video camera, and percent time spent in the open arms relative to closed arms of the maze was quantified using Ethovision tracking software. Social interactions were evaluated in a 36 cm2 open field arena, on day 4 after surgery (43). In this test, experimental mice were allowed a 10 min period of solitary exploration for habituation to the arena, then a naive stranger mouse (sex, strain, and age-matched) was introduced. Social contact between the two mice (defined as being within 2 cm proximity) was quantified from video recordings.

Immunofluorescence

Immunofluorescence staining was performed on a subset of mice (n = 5/group) to evaluate glial activation and axonal injury after mTBI. Mice were anesthetized and transcardially perfused with 4% paraformaldehyde, followed by overnight incubation of collected brains in the fixative. Brains were transferred to a 30% sucrose solution for 3–5 days, then embedded in Optimal Cutting Temperature solution (Sakura Finetek USA Inc.) and frozen at −80°C. 12 μm thick coronal sections were collected spanning the parietal lobes. Five sections, evenly spaced between Bregma 0.0 to −3.0 mm, were stained for quantification and averaged per brain. Frozen brain sections were thawed and rehydrated, then incubated in blocking solution containing 10% normal donkey serum and 0.1% Triton-X-100 in phosphate buffered saline (PBS). Primary antibodies to detect glial fibrillary acidic protein (rabbit polyclonal GFAP, DAKO; 1:100), ionized calcium binding adaptor molecule 1 (goat polyclonal Iba-1, Abcam; 1:750), and beta amyloid precursor protein (rabbit polyclonal βAPP, Invitrogen; 1:750) were applied for overnight incubation at 4°C. For GFAP and Iba-1, secondary antibodies were applied the following day during a 1 h incubation period (1:250; donkey anti-rabbit AF 594 and donkey anti-goat AF 488; Molecular Probes™, ThermoFisher Scientific), followed by treatment with 4′,6-diamidino-2-phenylindole (DAPI) as a nuclear counter-stain. For βAPP, the secondary antibody (1:300; biotinylated goat anti-rabbit IgG, Vector Laboratories) was followed by incubation with an avidin–biotin complex (Vector Laboratories) for 30 min, then incubation with diaminobenzidine for 2 min for color development.

Photomicrographs were captured of GFAP and Iba-1 stained sections at 10× magnification, using a Carl Zeiss Axioplan-2 fluorescence microscope, under fixed exposure times (140 ms and 850 ms, for GFAP and Iba-1, respectively). Staining intensity was quantified using ImageJ (National Institutes of Health, USA) (44).2 In brief, images were converted to 8 bit and thresholded, with analysis restricted to a 750 μm × 750 μm region of interest centered on the cortex and hippocampus of both hemispheres (i.e., four images per section), under the impact site at the level of the dorsal hippocampus (45, 46). For βAPP, photomicrographs of βAPP stained slides were captured at 10× magnification on a Olympus BX51 microscope, of the corpus callosum at the midline, as well as ipsilateral and contralateral external capsules. Qualitative assessment was performed on five sections per brain, spanning the anticipated injury site (sections adjacent to those used for GFAP and Iba1 staining). A positive control was run alongside the experimental tissue and exhibited positive staining with the anticipated morphology of elongated axonal-like strands and retraction bulbs (47), indicating that the staining was successful.

Bone Analysis

A disparity in the number of fractures after P70 injury between the Sham + P70 group and the P35 + P70 group (Table 1) suggested that mWD injury at P35 may have affected the skull response to a subsequent injury. Therefore, we compared the ipsilateral parietal skull bone plates from a subset of mice (n = 5/group) that received sham or mWD at P35, collected either 1 week after P35 injury (i.e., at P42) or 6 weeks after P35 injury (i.e., at P77; following sham surgery at P70). After collection, bones were fixed overnight in 4% paraformaldehyde, then stored in 70% ethanol at 4°C until scanning. Microcomputed tomography (μCT) was used to evaluate bone structure and integrity, using a Skyscan1076 μCT (Bruker, Kontich, Belgium) at St. Vincent’s Institute of Medical Research, Melbourne (voxel resolution 9 μm; aluminum filter AI 0.5 mm; source voltage 49 kV; source current 212 μA; exposure 2,400 ms; rotation 0.5° across 180°; frame averaging of 1) (48, 49). Images were reconstructed using NRecon (Bruker; Version 1.6.3.1) with the following parameters: CS to image conversion 0.0–0.11; ring artifact 6; pixel defect mask 5%; and beam hardening correction 35%. Following reconstruction, the region of interest for each bone was determined using CTAn (Bruker; Version 1.11.8.0) as a 3 mm × 3 mm square centered on the site of impact. In brief, images were separated into 255 grayscale values (0–255, where 0 = black and 255 =white). Thresholds used for quantification of bone structural parameters, whereby 59–255 represented bone, were determined using the automatic “otsu” algorithm within CTAn and visual inspection of representative images. 2D and 3D data were generated for all analyses, the latter by using the “marching cubes” algorithm from thresholded data in CTAn. Bone volume, bone volume fraction (% bone volume/tissue volume), and mean polar moment of inertia were quantified. “Tissue” (i.e., not bone) refers to non-mineralized tissue which was not detected by μCT, and likely includes marrow, vasculature, and cartilage.

Statistical Analysis

All statistical analyses were performed using Prism GraphPad v. 7.0 (Graphpad, La Jolla, CA, USA). The sham + P70 group was first analyzed as a whole for comparison to the other groups, and then reanalyzed as fracture or non-fracture subgroups. One or two-way analysis of variance (ANOVA) tests was used for behavioral and immunofluorescence data, with repeated measures when appropriate (e.g., for water training across time), and using post hoc analyses to compare between specific groups when significant main effects were detected. A two-tailed Fisher’s exact test was used to compare the rate of fractures between two groups, and unpaired t-tests compared between sham and P35 groups for acute injury measures and μCT data. Statistical significance was set at p ≤ 0.05, and all data presented as mean ± SEM.

RESULTS

Acute Responses to mTBI at P35 and/or P70

At the time of P35 (adolescent) surgeries, mTBI was confirmed by observation of acute injury measures in P35 injured mice compared to sham controls (Figure 2). P35 mice exhibited a period of apnea immediately post-injury (unpaired t-test, t28 = 3.04, p = 0.0049), and an increased latency to self-right compared to sham mice (t28 = 5.95, p < 0.0001).

At the time of P70 (adulthood) surgeries, Sham + P70 mice showed a significantly longer period of apnea (one-way ANOVA, F3,60 = 9.16, p < 0.0001), compared to both Sham + Sham and P35 + Sham groups (Tukey’s post hoc p < 0.001). The latency to self-righting post-injury was longer for Sham + P70 mice compared to all other groups, including P35 + P70 mice (one-way ANOVA, F3,60 = 14.78, p < 0.0001; Tukey’s post hoc p < 0.0001).

In contrast, the NSS assessment failed to detect any significant neurological impairments at 1 h post-injury, at either P35 or P70 (Data S2 in Supplementary Material).

Of note, at P70, we observed that 12 of the 19 mice (63%) in the Sham + P70 group experienced an evident mTBI-induced skull fracture directly under the impact site (63%), compared to 2 of 15 (13%) of the P35 + P70 group (Fisher’s exact test, p = 0.0051). The fractures were typically linear in nature, 2–3 mm in length corresponding to the impactor tip diameter. As the presence of a fracture could be a confounding factor, the Sham + P70 group was sub-divided into fracture (n = 12) versus no-fracture (n = 7) groups for direct comparison. The presence of a fracture had no effect on apnea duration (t17 = 1.06, p = 0.3037) but appeared to non-significantly increase self-righting time (t17 = 1.9, p = 0.0743; no fracture: 74 ± 19 s; fracture: 146 ± 27 s).

Neurobehavioral Outcomes Following P35 Injury

Cognitive, psychosocial, and sensorimotor function were first evaluated over the first week following mTBI or sham injury at adolescence, to evaluate the impact of a mTBI at this age (Figure 3). Mice were trained in the water maze for 1 week prior to injury at P35. As expected, prior to injury at P35, sham and P35 groups did not differ in their ability to learn this task over time (two-way RM ANOVA, effect of injury: F1,28 = 0.81, p = 0.3762; effect of time: F4,112 = 10.37, p < 0.0001; interaction: F4,112 = 0.31, p = 0.8723). On day 1 post-injury, both P35 injured mice and sham controls showed comparable memory retention of the task (unpaired t-test, t30 = 0.058, p = 0.3457). Similarly, no differences were detected between injury groups in the EPM, a test for anxiety (t30 = 0.16, p = 0.8772), nor was their social interest in an unfamiliar stimulus mouse (t30 = 0.87, p = 0.3904). Finally, mTBI did not influence sensorimotor performance on the rotarod (two-way RM ANOVA, effect of time F1,28 = 0.93, p = 0.3427; effect of injury F1,28 = 1.35, p = 0.2557; interaction: F1,28 = 0.93, p = 0.3427), or the ledged beam task (t30 = 1.80, p = 0.0813).
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FIGURE 3 | Behavioral outcomes after mild traumatic brain injuries (mTBI) or sham injury at adolescence. All mice were trained in a water maze for 5 days prior to sham or mTBI injury at P35 (A). On days 1–6 post-injury, mice were tested in a battery of behavioral tasks, including an additional water maze session (B), elevated plus maze (EPM) (C), social interactions (D), rotarod (E), and ledged beam task (F). None of the groups differed from each other in any of the tests (p > 0.05).



Behavioral Outcomes Following P70 Injury

Cognitive, psychosocial, and sensorimotor function were next evaluated over the first week following mTBI or sham injury at adulthood, to evaluate the impact of a mTBI at adulthood and determine whether a prior insult during adolescence would influence outcomes (Figure 4). All mice were first trained in the water maze for 1 week prior to injury at P70. The presence of a prior mTBI at P35 did not influence their ability to learn this task over time (two-way RM ANOVA, effect of injury: F1,63 = 0.39, p = 0.5334; effect of time: F4,252 = 64.26, p < 0.0001; interaction: F4,252 = 0.64, p = 0.6327). One day after mTBI or sham injury at P70, a final water maze session did not detect any differences between the groups (one-way ANOVA, F3,60 = 1.88, p = 0.1422), indicating that mTBI exposure did not impair hippocampal-dependent memory of a previously learned platform location. Consistent with a lack of cognitive deficits, no differences were detected between injury groups in tests for anxiety (EPM; one-way ANOVA, F3,60 = 0.05, p = 0.9863), social interactions (one-way ANOVA, F3,57 = 0.79, p = 0.5051), rotarod performance (two-way RM ANOVA, effect of time F1,60 = 11.60, p = 0.0012; effect of injury F3,60 = 2.28, p = 0.0882; interaction: F3,60 = 0.93, p = 0.4322), or balance in the ledged beam task (one-way ANOVA, F3,60 = 0.59, p = 0.6228).
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FIGURE 4 | Behavioral outcomes after mild traumatic brain injuries (mTBI) or sham injury at adulthood. Mice that received mTBI or sham at P35 were trained in a water maze for 5 days prior to P70 injury (A). On days 1–6 post-injury, mice were tested in a battery of behavioral tasks, including an additional water maze session (B), elevated plus maze (EPM) (C), social interactions (D), rotarod (E), and ledged beam task (F). None of the groups differed from each other in any of the tests (p > 0.05).



Direct comparison of Sham + P70 mice versus without a skull fracture did not detect any significant differences between the subgroups for any behavioral test (p > 0.05).

Glial Reactivity Following mTBI at P35 and/or P70

Immunofluorescence staining of GFAP and Iba-1 was quantified at 7 days post-injury, as an indicator of astrocytic and microglial reactivity, respectively. After injury at P35, no differences in GFAP or Iba-1 fluorescence intensity were observed in the cortex or hippocampus of mTBI mice compared to sham controls (p > 0.05). In contrast, after injury at P70, Sham + P70 injured mice showed a 12-fold increase in GFAP immunofluorescence in the ipsilateral cortex compared to the contralateral cortex (two-way ANOVA: effect of injury: F3,19 = 21.4, p < 0.0001; effect of location: F1,19 = 20.74, p < 0.0001; interaction: F3,19 = 20.03, p < 0.0001; Tukey’s post hoc, p < 0.0001; Figures 5A–D). GFAP reactivity in the ipsilateral cortex of Sham + P70 mice was also significantly higher than in the ipsilateral cortex of all other groups (Tukey’s post hoc, p < 0.0001). Similarly, GFAP reactivity in ipsilateral hippocampus of Sham + P70 mice was significantly higher than contralateral, and all other groups (two-way ANOVA: effect of injury: F3,19 = 21.40, p < 0.0001; effect of location: F1,19 = 13.44, p = 0.0003, interaction: F3,19 = 7.04, p = 0.0002; post hoc, p < 0.001). Sub-group analysis to compared Sham + P70 mice versus those without a skull fracture found that both groups consistently showed increased GFAP reactivity in the ipsilateral cortex and hippocampus compared to the contralateral side, indicating that a fracture at the time of impact did not account for these findings.
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FIGURE 5 | Glial reactivity after mild traumatic brain injuries (mTBI) or sham injury at P35 and/or P70. Glial reactivity was quantified from immunofluorescence at 7 days after injury at P70. (A,B) GFAP in the cortex, and (C,D) hippocampus; (E,F) Iba-1 in the cortex, and (G,H) hippocampus. Quantification and representative images from the sham + P70 group are presented. Scale bar = 250 μm (inset = 15 μm).



The pattern of Iba-1 immunofluorescence mirrored that of GFAP (Figures 5E–H). In the cortex, the ipsilateral cortex of Sham + P70 mice showed a fourfold increase in Iba-1 reactivity compared to the contralateral cortex, and was also significantly higher than all other groups (two-way ANOVA, effect of injury: F3,19 = 18.20, p < 0.0001; effect of location: F1,19 = 20.17, p < 0.0001); interaction (F3,19 = 13.31, p < 0.0001; Tukey’s post hoc, p < 0.0001). Similarly, Iba-1 reactivity in the ipsilateral hippocampus of Sham + P70 mice was elevated compared to the contralateral side and all other groups (two-way ANOVA, effect of injury: F3,19 = 8.48, p < 0.0001; effect of location: F1,19 = 9.93, p = 0.0019; interaction: F3,19 = 5.81, p = 0.0008; Tukey’s post hoc, p < 0.01). Sub-group analysis to compared Sham + P70 mice versus those without a skull fracture found that the presence of a fracture did influence Iba-1 reactivity. Sham + P70 mice with a fracture showed significantly higher Iba-1 in the ipsilateral cortex and hippocampus compared to their respective contralateral regions (t-tests, p < 0.0001), whereas Sham + P70 mice without a fracture did not reach statistical significance (t-test, p = 0.0632 and 0.0951, for cortex and hippocampus, respectively).

Examination of brain tissue stained for βAPP failed to detect any positive staining in sham, P35, or P35 + P70 groups. One brain from the P70 group exhibited a small degree of positive staining on sections collected immediately under the impact site in the corpus callosum/external capsule, indicating mild axonal damage (Figure 6). This very limited amount of positive βAPP staining suggests that axonal damage was uncommon in this model, reiterating the very mild nature of the impact.
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FIGURE 6 | βAPP staining at 7 days after injury. One brain from the P70 group exhibited positive βAPP staining in the corpus callosum ipsilateral to the injury (arrow). Two examples are shown (A,B). Scale bar = 250 μm (inset: 15 μm).



Bone Analysis

Based on our observation that 63% of the Sham + P70 group experienced a skull fracture at the time of P70 mTBI compared to 13% of the P35 + P70 group (Table 1), we sought to evaluate the effect of mTBI at P35 on subsequent bone structure and integrity. To do this, the parietal bone plate, ipsilateral to the impact site, was collected from Sham and P35 injured mice at 1 week after the P35 injury (i.e., P42), and from Sham + Sham and P35 + Sham groups at 1 week after the P70 injury (i.e., 6 weeks after P35 sham/injury, at P77) (Figure 7). From 3D reconstructions, μCT analysis detected a significant increase in parietal bone volume with increasing age of the animals (two-way ANOVA effect of time, F1,14 = 116.9, p < 0.0001), as well as an effect of P35 injury (F1,14 = 28.1, p < 0.0001), and injury*time interaction (F1,14 = 7.68, p = 0.0150). Specifically, at 6 weeks, mice that received a mTBI at P35 had a significantly higher bone volume compared to sham controls (p < 0.001). Similar findings were observed with regards to bone volume fraction (bone volume/tissue volume) (two-way ANOVA effect of time, F1,14 = 24.73, p = 0.0002; effect of injury, F1,14 = 9.47, p = 0.0082; interaction, F1,14 = 0.61, p = 0.4472; post hoc, p < 0.05). Finally, the mean polar moment of inertia, an indicator of the bone’s resistance to torsion, also showed an increase over time with age (two-way ANOVA F1,14 = 43.92, p < 0.0001) and injury (F1,14 = 16.52, p = 0.0012; interaction, F1,14 = 3.39, p = 0.0870). The mean polar moment of inertia was significantly higher at 6 weeks in P35 injured mice (P35 + Sham) compared to sham only controls (post hoc, p < 0.01), indicating increased bone strength in this group. Together, these differences in skull properties likely accounts for the reduced incidence of fractures when P35 injured mice received a second impact at P70 (P35 + P70), compared to those who received only an injury at P70 (Sham + P70).


[image: image1]

FIGURE 7 | Parietal bone analysis. Parietal bone ipsilateral to the impact site was collected either 1 or 6 weeks after sham or mild traumatic brain injuries (mTBI) at P35. Representative images of reconstructed bones (A) highlight differences in bone volume dependent on age and the presence/absence of a mTBI at P35. Scale bar = 250 μm. Quantification of bone volume (B), % bone volume (C), and mean polar moment of inertia (D) found that a mTBI at P35 was sufficient to alter parietal skull structure and integrity at adulthood (+6 weeks). n = 5/group. *p < 0.05, **p < 0.01, ***p < 0.001.



DISCUSSION

Summary

The consequences of a mTBI in adolescence on a subsequent mTBI in adulthood were investigated in this study, to evaluate whether a prior injury in adolescence would result in more severe consequences to a second injury in adulthood. However, our findings did not support this hypothesis. Instead, mice that received a mTBI at adulthood only (Sham + P70) exhibited a significantly longer period of apnea and latency to self-right compared to sham animals, as well as compared to mice that received two mTBIs (P35 + P70). None of the injured groups showed detectable impairments on any tests for cognitive, psychosocial, or sensorimotor function across the first week post-injury, nor evidence of neurological impairment on the NSS acutely post-injury. At 1 week, only Sham + P70 mice showed a robust, significant elevation in GFAP and Iba-1 reactivity in the ipsilateral cortex and hippocampus, which was surprisingly not present in the P35 + P70 group. A higher incidence of skull fracture in the Sham + P70 group may have been a confounding factor; however, sub-group analysis found that even those without an overt skull fracture showed pronounced acute injury measures and glial reactivity compared to the other groups, indicating that fracture was not solely accountable for these findings. Instead, investigation of skull bone properties by μCT revealed that a mTBI at P35 resulted in the parietal bone having a greater volume and strength by adulthood, which may have influenced the consequences of a subsequent mTBI at this time. These intriguing findings highlight the need for further research into age-specific effects of mTBI, and a greater understanding of how skull bone responds to concussive and sub-concussive impacts.

Differing Thresholds for Neuroinflammatory Versus Neurobehavioral Consequences of mTBI

We confirmed that a head impact had indeed occurred in the mTBI groups in this study, by quantification of acute injury measures—injured mice exhibited a period of apnea immediately following the impact, and a delayed self-righting response compared to sham-operated controls. This response was similar after mTBI at P35 or P70, suggesting that a comparable severity had been induced at these times. Somewhat surprisingly, mTBI failed to result in detectable impairments in any of the neurobehavioral domains examined, including general neurological, cognitive, sensorimotor, and psychosocial. This observation could be attributed to low sensitivity of these assessments to TBI-related deficits. The chosen tasks have previously been used to detect functional deficits in several other models of TBI, however, with sensitivity even for mild, concussive-like injuries (19, 20, 37, 50–52). Another possibility is that we did not examine the optimal time point for functional deficits after mTBI. Many symptoms of mTBI reportedly recover quickly, in both patients and adult animal models, typically resolving within 7–10 days (53). For example, a recent study by our group detected transient cognitive deficits in the Morris water maze only at 3 days after mTBI in adult rats, while more subtle molecular and structural changes were evident until at least 30 days after injury (54). Further, a recent study by Tagge and colleagues, who reported very acute (2 min post-injury) and transient neurobehavioral deficits after experimental mTBI, which had resolved by reassessment at 3 h post-injury (55). This suggests that, for a very mild insult, even the 1 h time point for evaluation of the NSS score may have missed some transient deficits resulting from the head impact. A third possibility is that our injuries were simply below the threshold required to induce detectable neurobehavioral consequences. Our model may, therefore, be better defined as a “sub-concussive” insult, whereby head impact results in acute dysfunction (delayed righting and apnea) but no overt neurological impairment by 1 h post-injury (NSS), nor functional deficits over the first week post-injury. While we acknowledge that not every head impact is necessarily pathological, and the definition of sub-concussion remain controversial as a head impact without the clinical symptoms of a concussion (56), our findings are still of strong interest as even such a minor mechanical impact resulted in changes to the skull bone (after impact at P35) and a neuroinflammatory response (after impact at P70 alone). Despite an increasing concern regarding the consequences of repeated sub-concussive injuries in athletes (57, 58), few experimental studies have focused on this paradigm, and additional studies are clearly warranted.

Despite the lack of behavioral deficits in this model, we did observe a sub-acute neuroinflammatory response at 1 week after mTBI at adulthood, specifically in mice that had also received a sham injury at P35 (i.e., Sham + P70 group). This time point, and the markers of interest, were chosen based on previous studies demonstrating that even a single mild head impact can induce glial reactivity and axonal injury, including proliferation and hypertrophy, for at least 10 days post-injury (59, 60). In both the cortex and hippocampus ipsilateral to the site of impact, an increase in GFAP and Iba-1 staining reflects an increase in reactive astrocytes and microglia/macrophages, respectively, as a result of cell proliferation, migration, and/or activation (61). This observation is consistent with recent studies from our group, using mTBI in adult mice or mild fluid percussion injury in adult rats, whereby localized glial reactivity was also observed in the absence of behavioral deficits (51, 62). These findings also align with an increasing number of reports of athletes with a history of concussive or sub-concussive injuries, who are clinically asymptomatic yet show persistent changes in functional connectivity or brain biochemistry (57, 58, 63). Together, our findings indicate that the threshold at which a mTBI results in glial reactivity is lower than the level of injury required for neurobehavioral deficits or pronounced axonal injury to manifest. Again, this finding is consistent with the recent work by Tagge and colleagues, who recently observed astrogliosis and microgliosis in the ipsilateral cortex from 3 days to at least 2 weeks after experimental mTBI in mice, despite the resolution of any neurobehavioral impairments by 3 h post-injury (55).

Does an Adolescent mTBI Result in Poorer Outcomes After a Subsequent mTBI at Adulthood?

The lack of an exacerbated outcome for the P35 + P70 group in terms of neurobehavioral and neuropathological outcomes was surprising, contrary to our hypothesis and the majority of published findings to date in experimental mTBI models. The cumulative effects of repeated mTBI in terms of cognitive (18, 20, 64), sensorimotor (65), and psychosocial deficits (20), as well on the neuroinflammatory response (20, 59), have been well-characterized in adult animals, albeit typically with an inter-injury interval of hours to days (66).

Here, we instead chose to focus on the potential consequences of injuries occurring during two distinct developmental periods. The first injury was induced during adolescence, as this is a time when many young athletes, both amateur and professional, are first exposed to mTBIs through involvement in contact sports. Adolescence is a time of ongoing brain maturation and development (67), and several studies have suggested that adolescents have poorer outcomes after mTBIs compared to older athletes (6, 8, 9). By examining the effects of a mTBI during adolescence (P35) followed by a second injury at adulthood (P70), we employed a longer interval (5 weeks between injuries) compared to most previous repetitive mTBI studies. The time window between injuries is likely to be an important determinant of long-term consequences after repetitive mTBI, with a shorter window ensuring that a second injury occurs while the brain is still recovering from the first (16, 68, 69). The very mild nature of our injury model may also have been below the threshold necessary to induce cumulative consequences after a subsequent impact.

As the weight drop model has not previously been characterized in P35 mice, we first conducted a pilot study and chose the 1.5 cm drop height to induce mTBI as it produced apnea and a delayed righting reflex compared to sham controls. The lack of neurobehavioral deficits that one would expect to result from a mTBI does not negate the possibility that repeated impacts at this sub-concussive severity could result in cumulative effects after a second impact at a later time point. Increasing clinical evidence suggests that sub-concussive impacts, defined as a cranial impact that does not result in symptoms associated with concussion, may nevertheless have an adverse long-term effect in some individuals, particularly after repeated exposures (56, 70)

In contrast, we unexpectedly found that mice injured at both P35 + P70 showed a reduced inflammatory response compared to those injured at P70 only (Sham + P70 group). This finding raises the possibility that a head impact at P35 (i.e., adolescence) may have a neuroprotective or pre-conditioning effect on the response to a subsequent head impact at adulthood. This concept is supported by similar findings in a recent rat study, whereby a mTBI at P30 appeared to protect the brain against functional deficits following a second injury at P60 (23), as well as evidence that repetitive mTBIs prior to a severe TBI resulted in reduced motor deficits compared to animals with severe TBI alone (22). Taken together, it remains unclear whether this apparent beneficial effect of a prior head impact is a consequence of the effect on skull bone, or a phenomenon related to the response of the brain parenchyma itself. Future studies which both exclude or focus on the contribution of skull bone to repeated head impacts are now needed.

Altered Skull Bone Properties After a mTBI at Adolescence

The finding that the Sham + P70 group showed a robust neuroinflammatory response compared to all other groups, including P35 + P70 mice, may have resulted from the large disparity in the frequency of skull fractures observed in the sham + P70 group at the time of the P70 mTBI (63% compared to only 13% of Sham + P70 mice; see Table 1). To consider the effect of this possible confound, we conducted additional statistical analyses of the Sham + P70 group, dividing them into those with versus without an apparent fracture. While a fracture clearly had a detrimental effect on latency to self-right and the extent of Iba-1 reactivity, other measures (e.g., the length of acute apnea immediately following injury, and the extent of GFAP reactivity), were not dependent on the presence of a fracture. Thus the increased rate of fractures within the Sham + P70 group does not solely explain the observed differences in acute injury measures and neuroinflammation.

Instead, we present the hypothesis that a head impact at adolescence resulted in some form of pre-conditioning, such that the brain and/or skull bone were more resistant to the consequences of a second impact sustained at P70 compared to those animals that had not received a prior injury. Based on the striking difference in skull fracture rate between these groups, whereby the P35 + P70 group had fewer fractures compared to Sham + P70 mice, we focused our attention on the parietal skull bone plate using μCT, comparing those that had an injury at P35 (P35 + sham) versus those that only received sham surgeries (sham + sham). One potential limitation of the study is that we did not collect bones from the other injury groups (i.e., those who had also received an impact at P70), so cannot speculate on the additional effect that this had on the calvarium.

The skull is comprised of internal and external layers of cortical bone separated by trabecular bone known as diploe. At P35 there appears to be little diploe between thin layers of compact bone, and an overall increase in bone volume is observed with increasing age when comparing bone samples collected at 1 week compared to 6 weeks after P35, consistent with a previous report in the developing rat (71).

Independent of this age-dependent change, we observed striking changes in skull bone structure and integrity at 6 weeks after P35 mTBI, compared to age-matched sham controls, resulting in bone of increased volume and strength. These novel observations likely account for a resistance to skull fracture when mice previously exposed to a mTBI at P35 then sustain a second mTBI at P70. As bone thickness influences how a mechanical impact is transduced to the underlying tissue (72), we hypothesize that increased bone volume in the P35 + P70 group resulted in a reduced force of impact on the underlying cortical tissue, resulting in the reduced neuroinflammatory response observed in P35 + P70 compared to sham + P70 mice (Figure 8).
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FIGURE 8 | Schematic summary of study findings. Mild TBI at adolescence resulted in an increase in bone volume and strength by adulthood, which likely underlies the observed neuroprotection seen in mice that received a second mild traumatic brain injuries (mTBI) at adulthood (lower panel), compared to mice that received a mTBI at adulthood only (upper panel).



There are several potential mechanisms through which mTBI at P35 may have led to enhanced bone volume at the impact site. First, mTBI may have induced micro-fractures in the parietal bone, and thereby stimulated a localized reparative response featuring enhanced bone formation by osteoblasts (73). In addition, as mTBI was performed with the pericranium intact, direct impact to this tissue may have activated the osteogenic progenitor population of the inner cambium layer, triggering their proliferation and differentiation into osteoblasts (74). Osteogenic responses to periosteal trauma are well-characterized following long bone trauma (74, 75), but have also been observed in the skull following trauma-induced subperiosteal hematoma (76). Interestingly, the osteogenic cambial layer is at its thickest in the fetus and gradually becomes thinner with age (74), raising the possibility that trauma to the pericranium and underlying bone could induce a greater osteogenic response in juveniles than in adults. Indeed, the capacity for bone formation may be enhanced at adolescence compared to later in life, as this ability tends to be reduced with age (77). Further, several studies have demonstrated that TBI can itself promote bone formation, with enhanced fracture callus formation and heterotopic ossification both common following multitrauma involving TBI (48, 78, 79). As such, we speculate that our findings may also reflect the osteogenic effects of TBI, possibly due to injury-induced activation of bone morphogenic protein and/or neurotrophic signaling. While outside of the scope of the current study design, future experiments incorporating histological techniques are required to reveal the precise mechanisms underlying the observed changes to skull bone.

CONCLUSION

Contrary to our hypothesis, our study found that a single mTBI during adolescence did not exacerbate the short-term neurobehavioral or neuropathological consequences of a subsequent mTBI in adulthood. Instead, a mild head impact during adolescence appeared to protect against glial reactivity in response to mTBI at adulthood, which may be partly but not completely attributed to group differences in the rate of skull fracture. Evidently, future studies are required to delineate the biological mechanisms underlying this difference.

Importantly, our findings highlight the process of active remodeling of the skull bones during adolescence and adulthood. Mechanical loading in the form of concussive or sub-concussive impacts to the head can influence skull bone structure and function, with possible consequences for how the skull and indeed brain itself responds to a subsequent injury. These findings may have important implications for young athletes exposed to mTBI, although it is clearly premature to consider clinical recommendations as a result of these findings. Nonetheless, our results do support the concept that sub-concussive impacts that do not result in any detectable neurobehavioral impairments may have consequences, either positive or negative, when repetitive in nature.

DATASETS ARE AVAILABLE ON REQUEST

The raw data supporting the conclusions of this manuscript will be made available by the authors, without undue reservation, to any qualified researcher upon request.

ETHICS STATEMENT

All procedures were performed in accordance with the guidelines of the Australian Code of Practice for the Care and Use of Animals for Scientific Purposes from the Australian National Health and Medical Research Council, and were approved by the Florey Institute of Neuroscience and Mental Health Animal Ethics Committee (#15-052-UM).

AUTHOR CONTRIBUTIONS

BS, SS, and SM conceptualized the study. TM, RB, LL, KW, MS, and BS performed the animal work and data collection. TM, RB, LL, and BS performed data analysis. BS, TO, SM, and SS provided interpretation of the study findings. TM, RB, and BS wrote the manuscript first draft, with critical review by SS, SM, and TO. All authors contributed to manuscript revision and approved the final version.

ACKNOWLEDGMENTS

The authors acknowledge assistance from Narelle McGregor at the St Vincent’s Institute of Medical Research μCT facility in Melbourne. RB is supported by a grant from NINDS (NINDS RFA-NS-16-012) to TOB and SS. This work was supported by funding to BS and SS from the National Health and Medical Research Council of Australia (NHMRC), and to SM from La Trobe University (Understanding Disease RFA), as well as fellowships to SS and BS from NHMRC.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at https://www.frontiersin.org/articles/10.3389/fneur.2018.00372/full#supplementary-material.

REFERENCES

1. Bryan MA, Rowhani-Rahbar A, Comstock RD, Rivara F; Seattle Sports Concussion Research Collaborative. Sports- and recreation-related concussions in US youth. Pediatrics (2016) 138(1). doi:10.1542/peds.2015-4635

2. Zhang AL, Sing DC, Rugg CM, Feeley BT, Senter C. The rise of concussions in the adolescent population. Orthop J Sports Med (2016) 4(8):2325967116662458. doi:10.1177/2325967116662458

3. Powell JW, Barber-Foss KD. Traumatic brain injury in high school athletes. JAMA (1999) 282(10):958–63. doi:10.1001/jama.282.10.958

4. Gessel LM, Fields SK, Collins CL, Dick RW, Comstock RD. Concussions among United States high school and collegiate athletes. J Athl Train (2007) 42(4):495.

5. Marar M, McIlvain NM, Fields SK, Comstock RD. Epidemiology of concussions among United States high school athletes in 20 sports. Am J Sports Med (2012) 40(4):747–55. doi:10.1177/0363546511435626

6. Field M, Collins MW, Lovell MR, Maroon J. Does age play a role in recovery from sports-related concussion? A comparison of high school and collegiate athletes. J Pediatr (2003) 142(5):546–53. doi:10.1067/mpd.2003.190

7. Halstead ME, Walter KD; Council on Sports Medicine and Fitness. Clinical report – sport-related concussion in children and adolescents. Pediatrics (2010) 126(3):597–615. doi:10.1542/peds.2010-2005

8. Baillargeon A, Lassonde M, Leclerc S, Ellemberg D. Neuropsychological and neurophysiological assessment of sport concussion in children, adolescents and adults. Brain Inj (2012) 26(3):211–20. doi:10.3109/02699052.2012.654590

9. Zuckerman SL, Lee YM, Odom MJ, Solomon GS, Forbes JA, Sills AK. Recovery from sports-related concussion: days to return to neurocognitive baseline in adolescents versus young adults. Surg Neurol Int (2012) 3:130. doi:10.4103/2152-7806.102945

10. Choe MC, Babikian T, DiFiori J, Hovda DA, Giza CC. A pediatric perspective on concussion pathophysiology. Curr Opin Pediatr (2012) 24(6):689–95. doi:10.1097/MOP.0b013e32835a1a44

11. De Beaumont L, Tremblay S, Poirier J, Lassonde M, Théoret H. Altered bidirectional plasticity and reduced implicit motor learning in concussed athletes. Cereb Cortex (2012) 22(1):112–21. doi:10.1093/cercor/bhr096

12. Gardner RC, Yaffe K. Epidemiology of mild traumatic brain injury and neurodegenerative disease. Mol Cell Neurosci (2015) 66:75–80. doi:10.1016/j.mcn.2015.03.001

13. Zemper ED. Two-year prospective study of relative risk of a second cerebral concussion. Am J Phys Med Rehabil (2003) 82(9):653–9. doi:10.1097/01.PHM.0000083666.74494.BA

14. Schatz P, Moser RS, Covassin T, Karpf R. Early indicators of enduring symptoms in high school athletes with multiple previous concussions. Neurosurgery (2011) 68(6):1562–7. doi:10.1227/NEU.0b013e31820e382e

15. Grindel SH, Lovell MR, Collins MW. The assessment of sport-related concussion: the evidence behind neuropsychological testing and management. Clin J Sport Med (2001) 11(3):134–43. doi:10.1097/00042752-200107000-00003

16. Guskiewicz KM, McCrea M, Marshall SW, Cantu RC, Randolph C, Barr W, et al. Cumulative effects associated with recurrent concussion in collegiate football players: the NCAA Concussion Study. JAMA (2003) 290(19):2549–55. doi:10.1001/jama.290.19.2549

17. Weil ZM, Gaier KR, Karelina K. Injury timing alters metabolic, inflammatory and functional outcomes following repeated mild traumatic brain injury. Neurobiol Dis (2014) 70:108–16. doi:10.1016/j.nbd.2014.06.016

18. Friess SH, Ichord RN, Ralston J, Ryall K, Helfaer MA, Smith C, et al. Repeated traumatic brain injury affects composite cognitive function in piglets. J Neurotrauma (2009) 26(7):1111–21. doi:10.1089/neu.2008-0845

19. Meehan WP III, Zhang J, Mannix R, Whalen MJ. Increasing recovery time between injuries improves cognitive outcome after repetitive mild concussive brain injuries in mice. Neurosurgery (2012) 71(4):885–91. doi:10.1227/NEU.0b013e318265a439

20. Shultz SR, Bao F, Omana V, Chiu C, Brown A, Cain DP. Repeated mild lateral fluid percussion brain injury in the rat causes cumulative long-term behavioral impairments, neuroinflammation, and cortical loss in an animal model of repeated concussion. J Neurotrauma (2012) 29(2):281–94. doi:10.1089/neu.2011.2123

21. Semple BD, Lee S, Sadjadi R, Fritz N, Carlson J, Griep C, et al. Repetitive concussions in adolescent athletes – translating clinical and experimental research into perspectives on rehabilitation strategies. Front Neurol (2015) 6:69. doi:10.3389/fneur.2015.00069

22. Allen GV, Gerami D, Esser MJ. Conditioning effects of repetitive mild neurotrauma on motor function in an animal model of focal brain injury. Neuroscience (2000) 99(1):93–105. doi:10.1016/S0306-4522(00)00185-8

23. Mychasiuk R, Hehar H, van Waes L, Esser MJ. Diet, age, and prior injury status differentially alter behavioral outcomes following concussion in rats. Neurobiol Dis (2015) 73:1–11. doi:10.1016/j.nbd.2014.09.003

24. Broglio SP, Lapointe A, O’Connor KL, McCrea M. Head impact density: a model to explain the elusive concussion threshold. J Neurotrauma (2017) 34(19):2675–83. doi:10.1089/neu.2016.4767

25. Dompier TP, Kerr ZY, Marshall SW, Hainline B, Snook EM, Hayden R, et al. Incidence of concussion during practice and games in youth, high school, and collegiate American football players. JAMA Pediatr (2015) 169(7):659–65. doi:10.1001/jamapediatrics.2015.0210

26. Cobb BR, Urban JE, Davenport EM, Rowson S, Duma SM, Maldjian JA, et al. Head impact exposure in youth football: elementary school ages 9-12 years and the effect of practice structure. Ann Biomed Eng (2013) 41(12):2463–73. doi:10.1007/s10439-013-0867-6

27. Urban JE, Davenport EM, Golman AJ, Maldjian JA, Whitlow CT, Powers AK, et al. Head impact exposure in youth football: high school ages 14 to 18 years and cumulative impact analysis. Ann Biomed Eng (2013) 41(12):2474–87. doi:10.1007/s10439-013-0861-z

28. Stamm JM, Bourlas AP, Baugh CM, Fritts NG, Daneshvar DH, Martin BM, et al. Age of first exposure to football and later-life cognitive impairment in former NFL players. Neurology (2015) 84(11):1114–20. doi:10.1212/WNL.0000000000001358

29. Stamm JM, Koerte IK, Muehlmann M, Pasternak O, Bourlas AP, Baugh CM, et al. Age at first exposure to football is associated with altered corpus callosum white matter microstructure in former professional football players. J Neurotrauma (2015) 32(22):1768–76. doi:10.1089/neu.2014.3822

30. Alosco ML, Kasimis AB, Stamm JM, Chua AS, Baugh CM, Daneshvar DH, et al. Age of first exposure to American football and long-term neuropsychiatric and cognitive outcomes. Transl Psychiatry (2017) 7(9):e1236. doi:10.1038/tp.2017.197

31. Schultz V, Stern RA, Tripodis Y, Stamm J, Wrobel P, Lepage C, et al. Age at first exposure to repetitive head impacts is associated with smaller thalamic volumes in former professional American football players. J Neurotrauma (2017) 35(2):278–85. doi:10.1089/neu.2017.5145

32. Maroon JC, Bailes J, Collins M, Lovell M, Mathyssek C. Age of first exposure to football and later-life cognitive impairment in former NFL players. Neurology (2015) 85(11):1007. doi:10.1212/WNL.0000000000001942

33. Filley CM, Bernick C. Children and football: a cautionary tale. Neurology (2015) 84(11):1068–9. doi:10.1212/WNL.0000000000001357

34. Laviola G, Macrì S, Morley-Fletcher S, Adriani W. Risk-taking behavior in adolescent mice: psychobiological determinants and early epigenetic influence. Neurosci Biobehav Rev (2003) 27(1):19–31. doi:10.1016/S0149-7634(03)00006-X

35. Juraska JM, Markham JA. The cellular basis for volume changes in the rat cortex during puberty: white and gray matter. Ann N Y Acad Sci (2004) 1021(1):431–5. doi:10.1196/annals.1308.058

36. Flierl MA, Stahel PF, Beauchamp KM, Morgan SJ, Smith WR, Shohami E. Mouse closed head injury model induced by a weight-drop device. Nat Protoc (2009) 4(9):1328–37. doi:10.1038/nprot.2009.148

37. Mychasiuk R, Hehar H, Farran A, Esser MJ. Mean girls: sex differences in the effects of mild traumatic brain injury on the social dynamics of juvenile rat play behaviour. Behav Brain Res (2014) 259:284–91. doi:10.1016/j.bbr.2013.10.048

38. Clark RE, Broadbent NJ, Squire LR. Impaired remote spatial memory after hippocampal lesions despite extensive training beginning early in life. Hippocampus (2005) 15(3):340–6. doi:10.1002/hipo.20076

39. Broadbent NJ, Squire LR, Clark RE. Reversible hippocampal lesions disrupt water maze performance during both recent and remote memory tests. Learn Mem (2006) 13(2):187–91. doi:10.1101/lm.134706

40. Hamm RJ, Pike BR, O’Dell DM, Lyeth BG, Jenkins LW. The rotarod test: an evaluation of its effectiveness in assessing motor deficits following traumatic brain injury. J Neurotrauma (1994) 11(2):187–96. doi:10.1089/neu.1994.11.187

41. Semple BD, Bye N, Rancan M, Ziebell JM, Morganti-Kossmann MC. Role of CCL2 (MCP-1) in traumatic brain injury (TBI): evidence from severe TBI patients and CCL2-/- mice. J Cereb Blood Flow Metab (2010) 30(4):769–82. doi:10.1038/jcbfm.2009.262

42. Semple BD, Trivedi A, Gimlin K, Noble-Haeusslein LJ. Neutrophil elastase mediates acute pathogenesis and is a determinant of long-term behavioral recovery after traumatic injury to the immature brain. Neurobiol Dis (2014) 74:263–80. doi:10.1016/j.nbd.2014.12.003

43. Semple BD, Dixit S, Shultz SR, Boon WC, O’Brien TJ. Sex-dependent changes in neuronal morphology and psychosocial behaviors after pediatric brain injury. Behav Brain Res (2017) 319:48–62. doi:10.1016/j.bbr.2016.10.045

44. Collins TJ. ImageJ for microscopy. Biotechniques (2007) 43(1 Suppl):25–30. doi:10.2144/000112517

45. Shultz SR, Tan XL, Wright DK, Liu SJ, Semple BD, Johnston L, et al. Granulocyte-macrophage colony-stimulating factor is neuroprotective in experimental traumatic brain injury. J Neurotrauma (2014) 31(10):976–83. doi:10.1089/neu.2013.3106

46. Webster KM, Wright DK, Sun M, Semple BD, Ozturk E, Stein DG, et al. Progesterone treatment reduces neuroinflammation, oxidative stress and brain damage and improves long-term outcomes in a rat model of repeated mild traumatic brain injury. J Neuroinflammation (2015) 12:238. doi:10.1186/s12974-015-0457-7

47. Sherriff FE, Bridges LR, Sivaloganathan S. Early detection of axonal injury after human head trauma using immunocytochemistry for β-amyloid precursor protein. Acta Neuropathol (1994) 87(1):55–62. doi:10.1007/BF00386254

48. Brady RD, Grills BL, Church JE, Walsh NC, McDonald AC, Agoston DV, et al. Closed head experimental traumatic brain injury increases size and bone volume of callus in mice with concomitant tibial fracture. Sci Rep (2016) 6:34491. doi:10.1038/srep34491

49. Brady RD, Grills BL, Schuijers JA, Ward AR, Tonkin BA, Walsh NC, et al. Thymosin beta 4 administration enhances fracture healing in mice. J Orthop Res (2014) 32(10):1277–82. doi:10.1002/jor.22686

50. Hallam TM, Floyd CL, Folkerts MM, Lee LL, Gong QZ, Lyeth BG, et al. Comparison of behavioral deficits and acute neuronal degeneration in rat lateral fluid percussion and weight-drop brain injury models. J Neurotrauma (2004) 21(5):521–39. doi:10.1089/089771504774129865

51. Shultz SR, MacFabe DF, Foley KA, Taylor R, Cain DP. A single mild fluid percussion injury induces short-term behavioral and neuropathological changes in the long-evans rat: support for an animal model of concussion. Behav Brain Res (2011) 224(2):326–35. doi:10.1016/j.bbr.2011.06.012

52. Osier N, Dixon CE. Mini review of controlled cortical impact: a well-suited device for concussion research. Brain Sci (2017) 7(7):88. doi:10.3390/brainsci7070088

53. Carroll LJ, Cassidy JD, Peloso PM, Borg J, von Holst H, Holm L, et al. Prognosis for mild traumatic brain injury: results of the WHO collaborating centre task force on mild traumatic brain injury. J Rehabil Med (2004) 36(43 Suppl):84–105. doi:10.1080/16501960410023859

54. Wright DK, Trezise J, Kamnaksh A, Bekdash R, Johnston LA, Ordidge R, et al. Behavioral, blood, and magnetic resonance imaging biomarkers of experimental mild traumatic brain injury. Sci Rep (2016) 6:28713. doi:10.1038/srep28713

55. Tagge CA, Fisher AM, Minaeva OV, Gaudreau-Balderrama A, Moncaster JA, Zhang XL, et al. Concussion, microvascular injury, and early tauopathy in young athletes after impact head injury and an impact concussion mouse model. Brain (2018) 141(2):422–58. doi:10.1093/brain/awx350

56. Bailes JE, Petraglia AL, Omalu BI, Nauman E, Talavage T. Role of sub-concussion in repetitive mild traumatic brain injury: a review. J Neurosurg (2013) 119(5):1235–45. doi:10.3171/2013.7.JNS121822

57. Johnson B, Neuberger T, Gay M, Hallett M, Slobounov S. Effects of subconcussive head trauma on the default mode network of the brain. J Neurotrauma (2014) 31(23):1907–13. doi:10.1089/neu.2014.3415

58. Slobounov SM, Walter A, Breiter HC, Zhu DC, Bai X, Bream T, et al. The effect of repetitive subconcussive collisions on brain integrity in collegiate football players over a single football season: a multi-modal neuroimaging study. Neuroimage Clin (2017) 14:708–18. doi:10.1016/j.nicl.2017.03.006

59. Mouzon B, Chaytow H, Crynen G, Bachmeier C, Stewart J, Mullan M, et al. Repetitive mild traumatic brain injury in a mouse model produces learning and memory deficits accompanied by histological changes. J Neurotrauma (2012) 29(18):2761–73. doi:10.1089/neu.2012.2498

60. Donat CK, Scott G, Gentleman SM, Sastre M. Microglial activation in traumatic brain injury. Front Aging Neurosci (2017) 9:208. doi:10.3389/fnagi.2017.00208

61. Norenberg MD. Astrocyte responses to CNS injury. J Neuropathol Exp Neurol (1994) 53(3):213–20. doi:10.1097/00005072-199405000-00001

62. Shultz SR, Sun M, Wright DK, Brady RD, Liu S, Beynon S, et al. Tibial fracture exacerbates traumatic brain injury outcomes and neuroinflammation in a novel mouse model of multitrauma. J Cereb Blood Flow Metab (2015) 35(8):1339–47. doi:10.1038/jcbfm.2015.56

63. Abbas K, Shenk TE, Poole VN, Breedlove EL, Leverenz LJ, Nauman EA, et al. Alteration of default mode network in high school football athletes due to repetitive subconcussive mild traumatic brain injury: a resting-state functional magnetic resonance imaging study. Brain Connect (2015) 5(2):91–101. doi:10.1089/brain.2014.0279

64. DeFord SM, Wilson MS, Rice AC, Clausen T, Rice LK, Barabnova A, et al. Repeated mild brain injuries result in cognitive impairment in B6C3F1 mice. J Neurotrauma (2002) 19(4):427–38. doi:10.1089/08977150252932389

65. De Beaumont L, Lassonde M, Leclerc S, Théoret H. Long-term and cumulative effects of sports concussion on motor cortex inhibition. Neurosurgery (2007) 61(2):329–37. doi:10.1227/01.NEU.0000280000.03578.B6

66. Shultz SR, McDonald SJ, Vonder Haar C, Meconi A, Vink R, van Donkelaar P, et al. The potential for animal models to provide insight into mild traumatic brain injury: translational challenges and strategies. Neurosci Biobehav Rev (2017) 76(Pt B):396–414. doi:10.1016/j.neubiorev.2016.09.014

67. Giedd JN, Blumenthal J, Jeffries NO, Castellanos FX, Liu H, Zijdenbos A, et al. Brain development during childhood and adolescence: a longitudinal MRI study. Nat Neurosci (1999) 2(10):861–3. doi:10.1038/13158

68. Longhi L, Saatman KE, Fujimoto S, Raghupathi R, Meaney DF, Davis J, et al. Temporal window of vulnerability to repetitive experimental concussive brain injury. Neurosurgery (2005) 56(2):364–74; discussion 364–74. doi:10.1227/01.NEU.0000149008.73513.44

69. Prins ML, Hales A, Reger M, Giza CC, Hovda DA. Repeat traumatic brain injury in the juvenile rat is associated with increased axonal injury and cognitive impairments. Dev Neurosci (2010) 32(5–6):510–8. doi:10.1159/000316800

70. Belanger HG, Vanderploeg RD, McAllister T. Subconcussive blows to the head: a formative review of short-term clinical outcomes. J Head Trauma Rehabil (2016) 31(3):159–66. doi:10.1097/HTR.0000000000000138

71. Gefen A, Gefen N, Zhu Q, Raghupathi R, Margulies SS. Age-dependent changes in material properties of the brain and braincase of the rat. J Neurotrauma (2003) 20(11):1163–77. doi:10.1089/089771503770802853

72. Lillie EM, Urban JE, Lynch SK, Weaver AA, Stitzel JD. Evaluation of skull cortical thickness changes with age and sex from computed tomography scans. J Bone Miner Res (2016) 31(2):299–307. doi:10.1002/jbmr.2613

73. Verna C. Regional acceleratory phenomenon. Front Oral Biol (2016) 18:28–35. doi:10.1159/000351897

74. Dwek JR. The periosteum: what is it, where is it, and what mimics it in its absence? Skeletal Radiol (2010) 39(4):319–23. doi:10.1007/s00256-009-0849-9

75. Schindeler A, McDonald MM, Bokko P, Little DG. Bone remodeling during fracture repair: the cellular picture. Semin Cell Dev Biol (2008) 19(5):459–66. doi:10.1016/j.semcdb.2008.07.004

76. Wang Y, Zhang J. Ossification of subperiosteal hematoma: the potential of periosteal osteogenesis in cranioplasty. J Craniofac Surg (2013) 24(5):1603–5. doi:10.1097/SCS.0b013e3182a20ffb

77. Razi H, Birkhold AI, Weinkamer R, Duda GN, Willie BM, Checa S. Aging leads to a dysregulation in mechanically driven bone formation and resorption. J Bone Miner Res (2015) 30(10):1864–73. doi:10.1002/jbmr.2528

78. Boes M, Kain M, Kakar S, Nicholls F, Cullinane D, Gerstenfeld L, et al. Osteogenic effects of traumatic brain injury on experimental fracture-healing. J Bone Joint Surg Am (2006) 88(4):738–43. doi:10.2106/00004623-200604000-00008

79. Brady RD, Shultz SR, McDonald SJ, O’Brien TJ. Neurological heterotopic ossification: current understanding and future directions. Bone (2017) 109:35–42. doi:10.1016/j.bone.2017.05.015

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 McColl, Brady, Shultz, Lovick, Webster, Sun, McDonald, O’Brien and Semple. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



1https://www.random.org (Accessed: October 4, 2016).

2http://imagej.nih.gov/ij/ (Accessed: July, 2015).

OPS/images/fneur-09-00372-g005.jpg
ipsilateral Sham 3.£70; contralateral

mm Sham +Sham == Sham +P70
mm P35+ Sham  mm P35+ P70

contratateral

Hippocampus:
GFAP+ area (%)

contralateral ipsilateral

contratateral ipsilateral

Hippocampus:
Iba-1+ area (%)

contralateral ipsilateral





OPS/images/fneur-09-00372-g006.jpg





OPS/images/fneur-09-00372-g003.jpg
£ < ) >
8 2 &

(2@s) uuoped o3 swiy
@  1SaL azeW Jajem

-+~ Sham
= TBI
°

L ]
training day

2 2 ] °
(0@s) uoped 03 awiy

s ) ST T & o
s10113 ap1s JyBu #
a RECTRUERE i
£
S
28
na
4
5
m.Q
&a«
&
£
©
§ & & ° g °
we uado uy awp % -
‘Wd3






OPS/images/fneur-09-00372-g004.jpg
%
3 & 3 ) %,
= %

8 S 8 s %
(90s) wioperd o3 awny. Bunoesaiu awn % 510119 9IS JUBY #
@ usey ezew aiem o a1 01205 u  iwesq pabpa
€
REZ
[
B+ 6+
€ +E+E
2 8282
3 E6an
Py
3
2
(05) woperd 03 owny e uado ur own % (005) 112} 03 awny.
:uomisinboy azew solem o W3 w posejoy

<






OPS/images/fneur-09-00372-t001.jpg
Groups AtP35 AtP70 n  Skull Terminal  Parietal
fracture at time point  bone
P70 injury analyzed®
‘Sham'’ Sham - 15 - P42 Yes
‘P35’ mTBI - 15 - P42 Yes
‘Sham + Sham’ Sham ~ Sham 15 - P77 Yes
‘P35 +Sham'  mTBI  Sham 15 - P77 Yes
‘Sham + P70’ Sham mTBI 19 12 (63%) P77 -
'P35+P70°  mTBI mTBI 15  2(13%) P77 -

"The number of ractures was significantl different between P70 only and P35 + P70
injured groups. p = 00051, Fisher's exact test.
*The parietal bone plate, iosilateral to the impact site, was collected ipsilteral to the
impact site at 1 week or 6 weeks after mTBl or sham injury at P35, to examine the

effect of P35 mTBI on bone integrity over time.





OPS/images/fneur-09-00372-g007.jpg
@
~
o

o

bone volume (mm?)
it
@ b

°
°

+ 6 weeks

Sham

———

P35

=W Sham + Sham
P35 + Sham

[
82
o +
80
g
578
K
o 76
2
874
=
72
70
+1 week +6 weeks +1week +6 weeks
D
05
< - mm Sham + Sham
Eoa4 P35 + Sham
58
° Lo3
i 4
c £
3 502
EE
goa
s
13
00
+1 week + 6 weeks





OPS/images/fneur-09-00372-g008.jpg
Adulthood (P70+)

Adolescence (P35)
\ 5 Risk of
N fracture
—
e+
Sham Noimpact on skull bone mTBI Glial
activation

Protection
\ \ < L N against

@~ P |
Increased bone volume

and strength mTBI

} Glial

mTBI Glial
activation






OPS/images/cover.jpg
* frontiers
in Neurology

Mild Traumatic Brain Injury in
Adolescent Mice Alters Skull
Bone Properties to Influence a
Subsequent Brain Impact at
Adulthood: A Pilot Study





OPS/images/fneur-09-00372-g001.jpg
adolescence adulthood

Behavior Behavior

P35 P70

Thasus ccllagiion





OPS/images/fneur-09-00372-g002.jpg
*
* i
* *
[ S S— & 2 = 2
& 2 2 g 8 g 8
@ (a2s) eouds o (09s) bunybu-jes
* i
* % * K
© * &
%, %
®, ()
% %
8§ 2 2 % © g °
(09s) eaude
< Q






OPS/images/logo.jpg
Ghesk for

i@





