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Introduction: The initial disease stages of hypertensive arteriopathy (HA) and cerebral amyloid angiopathy (CAA), the two main forms of sporadic human cerebral small vessel diseases (CSVD), are too subtle to be detectable on clinical routine imaging. Small vessel disease (SVD) is a systemic condition, affecting not only the brain, but also other organs. The retina appears as an ideal marker for the early detection of incipient CSVD. We therefore investigated the retinal microvasculature of the spontaneously hypertensive stroke-prone rat (SHRSP), an animal model of sporadic CSVD.

Materials and Methods: The brains and retinas of 26 male SHRSP (18–44 weeks) were examined histologically and immunohistochemically for the presence of HA phenomena (erythrocyte thrombi, small perivascular bleeds) and amyloid angiopathy (AA).

Results: CAA and AA in the retina showed a significant correlation with age (CAA: rho = 0.55, p = 0.005; AA: rho = 0.89, p < 0.001). The number of erythrocyte thrombi in the brain correlated with the severity of retinal erythrocyte thrombi (rho = 0.46, p = 0.023), while the occurrence of CAA correlated with the appearance of AA in the retina (rho = 0.51, p = 0.012). Retinal SVD markers predicted CSVD markers with good sensitivity.

Conclusions: These results indicate that SVD also occurs in the retinal microvasculature of SHRSP and the prediction of cerebral erythrocyte thrombi and CAA might be possible using retinal biomarkers. This underlines the important role of the investigation of the retina in the early diagnosis of CSVD.
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INTRODUCTION

Sporadic cerebral small vessel disease (CSVD) describes clinical, cognitive, neuroradiological, and histological findings based on pathological alterations of the cerebral microvasculature (1, 2). It is a very common disease in the aging population, found in the brains of up to 76% of non-demented individuals (3). Hypertensive arteriopathy (HA) and cerebral amyloid angiopathy (CAA) resemble the two main forms of sporadic human CSVD (1, 4); HA is defined by an early small vessel wall damage (2, 5) whereas CAA is characterized by the accumulation of β-amyloid (Aβ) in the walls of arteries and capillaries (6, 7). CSVD accounts for about 20–25% of ischemic strokes worldwide and for about 50% of intracerebral hemorrhages (8–10). There is, however, a presumably long pre-symptomatic clinically silent stage, during which CSVD dynamically evolves but can still be halted or delayed by the control of vascular risk factors (10).

During that clinically silent period, HA and CAA are already detectable in vivo applying the STandards for ReportIng Vascular changes on nEuroimaging (STRIVE) or the modified Boston criteria with magnetic resonance imaging (MRI) (2, 11). The imaging criteria include CSVD downstream pathologies, such as white matter hyperintensities (WMH) or lacunes, indicating already proceeding small vessel disease (12).

However, CSVD is initiated much earlier by direct vascular damage (for HA), and by the deposition of Aβ within the basement membranes of the smooth muscle cells (for CAA) (13). At this time, downstream pathologies are infrequent, deeming those initial disease stages too subtle to be detectable on clinical routine MRI (10). There is thus a need for further markers indicating the initial stages of the disease process, which should be potentially highly susceptible for disease-modifying strategies (14, 15).

Small vessel disease (SVD) is a systemic condition, affecting not only the brain, but also other heavily perfused organs (16–19). There are, however, no studies available that relate retinal SVD and more initial or direct CSVD pathologies to one another.

The retina appears an ideal biomarker for the early detection of incipient CSVD: it has a strong anatomical and functional similarity as well as a high spatial proximity to the brain. It can prospectively serve as an in vivo marker in clinical trials allowing for repeated monitoring of disease progression and modification (20–22). In that instance, retinal vessel alterations (e.g., arteriolar narrowing, arteriovenous nickening, microbleeds, or microaneurysms) have been demonstrated to parallel CSVD development and correlate with the severity of HA- and CAA-downstream-MRI markers, i.e., WMH and lacunes (17–19, 23, 24). However, there is no data on the relationship of initial retinal SVD to potentially use it as a biomarker for initial microvascular brain disease. We thus here aimed to investigate the retinal microvasculature in an experimental model of CSVD to relate early retinal and brain SVD markers to one another.

Due to the combination of a vascular risk profile with genetically anchored arterial hypertension, spontaneous infarct development and typical microangiopathic histology, we have chosen the spontaneously hypertensive stroke-prone rat (SHRSP) as an experimental CSVD model (25, 26). Male SHRSP show an age-dependent, progressive arterial hypertension with initial systolic blood pressure values of around 140 mmHg at 5 weeks of age raising to around 220 mmHg at 20 weeks of age (27, 28). Histopathological findings in the SHRSP include degenerative wall changes in small vessels with accumulation of plasma proteins, blood-brain barrier (BBB) breakdown, non-occlusive and occlusive thromboses and infarcts in the basal ganglia and cortical regions (29–31). Initial CSVD, in terms of endothelial disturbances and BBB breakdown can be already detected at an age between 12 and 18 weeks; while later disease stages, i.e., occlusive thromboses are usually found not before an age of 28–32 weeks (29, 31–33). Our previous work has also depicted vascular amyloid accumulations, in terms of CAA, in SHRSP which became obvious first at ages around 18–20 weeks but more prominent from 24 weeks on (32, 34).



MATERIALS AND METHODS


Animals

The approval for animal testing was obtained from the Animal Care Committee of Saxony-Anhalt (reference numbers: 42502-2-1148 DZNE and 42502-2-1277 Uni/MD). In total, 26 male SHRSP (Charles River Laboratories International Inc., Wilmington, MA, USA) aged from 18 to 44 weeks were investigated (18 weeks: n = 5, 24 weeks: n = 5, 28 weeks: n = 5, 32 weeks: n = 6, 44 weeks: n = 5). Based on our previous research these age groups picture initial as well as advanced small vessel pathologies, although the onset of the disease can vary. All animals were housed under standard conditions (room temperature, 12 h light/dark cycle, free access to food and water). The health status was monitored by a daily assessment of neurological functions (such as decreased spontaneous activity, coordination failure, falling to one side, and hunched posture) and supported by weekly weight controls. All animals were neurologically inconspicuous during the entire observation period.



Histology
 
Tissue Preparation

For anesthesia, Pentobarbital (40 mg/kg body weight) was injected intraperitoneally in all animals. Transcardial perfusion was conducted with 120 mL of phosphate buffered saline (PBS) followed by fixation with 120 mL of 4% paraformaldehyde (PFA) within 8 min. Brains and eyes were removed and stored for 48 h (brains in 4% PFA, eyes in 3.7% formalin). For cryoprotection, the organs were stored in 30% sucrose for 6 days and then frozen in methylbutane at −80°C. Twenty-four hours before cutting, the organs were stored at −20°C. Tissue sections (30 μm) of all brains and the right eye were prepared using a cryostat.


Brain

For all animals, the brains were sliced from the frontal to the occipital pole and coronal slices of 10–11 sectional planes were taken. Five adjacent slices per plane (in total 50 or 55 slices per animal) covering all brain regions (cortex, basal ganglia, hippocampus, corpus callosum, thalamus) oriented to “The rat brain in stereotaxic coordinates” (35) were used for histological staining. The first three slices were used for hematoxylin and eosin (HE) staining in order to identify early HA phenomena (see below). The following two slices were used for Congo red (CR) and Thioflavin T (ThioT) staining to detect vascular Aβ deposits in terms of CAA.

For HE staining the brain slices were washed twice with distilled water, incubated with hematoxylin (Carl Roth GmbH + Co. KG, Karlsruhe, GER), washed again, followed by bluing under running tap water and another distilled water rinse. Afterwards, staining was performed with 1% eosin solution (Carl Roth GmbH + Co. KG, Karlsruhe, GER) for 40 s. For CR and ThioT staining, the slices were washed, stained with nuclear fast red (Sigma-Aldrich Co. LLC, Steinheim, GER) for 5 min to label nuclei, rinsed with tap water for 10 min and incubated for 30 min in CR solution (Carl Roth GmbH + Co. KG, Karlsruhe, GER) or for 8 min in 1% ThioT solution (Sigma-Aldrich Co. LLC, Steinheim, GER), respectively. Dehydration and fixation were performed similarly in all stainings. After dehydration with increasing concentrations of Rotisol (Carl Roth GmbH + Co. KG, Karlsruhe, GER) the tissue was embedded in Xylene (Carl Roth GmbH + Co. KG, Karlsruhe, GER) and mounted with coverslips using histomount (Fisher Scientific GmbH, Schwerte, GER).



Retina

Coronal slices of the entire eye were prepared from the frontal to the distal pole at the exit of the optic nerve. Ten adjacent slices from four sectional planes (40 slices per animal) were used for histological stainings. In each plane the first four slices were used for HE staining (used for the detection of the same HA phenomena seen in the brain; see below) and the following six slices were used for CR and ThioT staining [aimed for the detection of amyloid angiopathy (AA)]. Blood vessels in all retinal layers as well as in the adjacent choroid (suprachoroidal layer and choriocapillaris) were investigated. Both vascular networks can thereby considered together as they both derive from the ophthalmic artery, are exposed to systemic vascular risk factors and are involved in supplying the retina with blood (36).





Immunohistochemistry

Besides conventional histological Aβ detection, the occurrence of (peri)vascular Aβ and additionally the plasma protein Immunglobulin G (IgG) to detect early (C)SVD in terms of blood brain barrier (BBB) and blood retina barrier (BRB) breakdown, was examined immunohistochemically in n = 5 slices per brain and n = 12 slices per eye adjacent to the slices used for histological staining. Immunohistochemistry was performed in the brains of n = 24 SHRSP (mean age: 30.0 weeks) and in the eyes of n = 11 exemplary SHRSP (18 weeks: n = 2, 24 weeks: n = 3, 32 weeks: n = 3, 44 weeks: n = 3; mean age: 30.5 weeks). In short, tissue was pretreated with citrate buffer (70°C, 30 min), slices were repeatedly washed in PBS and blocked with 10% donkey serum. Subsequently, slices were stained with STL-FITC (solanum tuberosum lectin-fluorescein isothiocyanate, endothelial marker, 1:500; Axxora, Enzo Life Sciences GmbH, Lörrach, GER) and anti-rodent Aβ (1:500; Covance, Dedham, MA, USA; specific for rodent Aβ) overnight at 4°C. Slices were then incubated with Cy3-donkey anti rat IgG (1:200, BBB/BRB breakdown detection; Jackson Immuno Research, West Grove, PA, USA) and Cy5-donkey anti rabbit IgG (1:500, detection of Aβ; Jackson Immuno Research) for 2 h at room temperature. Finally, DAPI (4′,6-diamidino-2-phenylindol, nuclear staining, 1:10,000; MoBiTec GmbH, Göttingen, GER) staining was performed for 20 min at room temperature. After dehydration with increasing concentrations of alcohol, slices were mounted on slides with Histomount (Fisher Scientific GmbH, Schwerte, GER).



Quantification

The following SVD phenomena were quantified in the brain and the retina: (i) non-occlusive erythrocyte thrombi defined as the accumulation of single or multiple erythrocytes in the lumen of the vessels (subsequently referred to as erythrocyte thrombi), (ii) small perivascular bleeds defined as leakage of erythrocytes out of the vessel, and (iii) the accumulation of Aβ in the small vessel wall.

To investigate the prevalence in our sample, the presence of a certain pathology was first assessed in a binary manner (i.e., existent, not existent). The number of affected vessels was further counted to, respectively, evaluate the severity of each pathology per animal. To prove that the number of affect vessels does not differ because of alterations in the vessel density, we also counted the number of capillaries and arterioles per FOV in all five brain regions of 6 exemplary animals (18 weeks: n = 2; 28 weeks: n = 2; 44 weeks: n = 2). In total, 15 FOVs in 3 HE stained brain slices of each animal were analyzed.

For both, brain and retina, a distinction was made between capillary and arteriolar vessels for quantifying erythrocyte thrombi. Vessels with a diameter from 20 to 65 μm were considered arterioles (37). Vascular connections between arterioles and venules with a diameter < 20 μm were considered capillaries (38).

For brain pathology, non-occlusive erythrocyte thrombi and small perivascular bleeds (HE staining) were counted in 50 randomly chosen fields of view (FOVs) per brain region within 10–11 sectional planes per animal (three slices from each sectional plane). For statistical analysis the mean of all FOVs per brain region was used. For CR and ThioT staining the entire slices (but still separated for each brain region) were investigated and amyloid positive vessels were summed up for each animal. For retinal pathology, the entire slices were investigated for HE, CR and ThioT staining.

Analysis of immunohistochemical staining took account of the entire slices for the brain and the retina, respectively. Assessment of perivascular/parenchymal IgG and vascular Aβ accumulation was performed in a binary manner (existent or not existent).



Statistical Analysis

Statistical analysis was conducted in n = 24 SHRSP as two animals (n = 1, 18 weeks and n = 1, 24 weeks) were defined as outliers (number of cerebral erythrocyte thrombi exceeded the threshold of 2.5 standard deviations from the mean) and therefore excluded from the analysis.

Non-parametric Kruskal-Wallis test was used to compare erythrocyte thrombi, small perivascular bleeds and vascular Aβ accumulations between the 5 age groups (18, 24, 28, 32, 44 weeks). Non-parametric correlations were further conducted to relate erythrocyte thrombi, small perivascular bleeds and vascular Aβ accumulations to age. For the brain, these tests were conducted for the whole brain and separately for each single brain region (cortex, basal ganglia, hippocampus, corpus callosum, and thalamus).

To assess the association between the different SVD phenomena (erythrocyte thrombi, small perivascular bleeds, CAA/AA) in the brain and the retina non-parametric correlations were calculated with the brain considered as a whole and region-wise, respectively.

P-value ≤ 0.05 were deemed statistically significant. For post-hoc pairwise comparisons (10 tests for n = 5 age groups) as well as non-parametric correlation analysis between brain regions (5 tests for n = 5 regions) p-values were Bonferroni adjusted for multiple testing (corrected threshold for post-hoc pairwise comparison p ≤ 0.005, corrected threshold for brain regions p ≤ 0.01).

To test the predictive value of retinal SVD (erythrocyte thrombi, AA) for the severity of whole-brain CSVD (erythrocyte thrombi, small perivascular bleeds, CAA), Receiver-Operating-Characteristic (ROC) curve analyses were performed. Retinal small perivascular bleeds were excluded from this analysis; because of their overall low number in this sample (see Results) they were not powered enough to predict the severity of any cerebral pathology. SHRSP were dichotomized into “weakly” or “severely” affected animals: for cerebral erythrocyte thrombi median-split based threshold of 81 erythrocyte thrombi per 250 FOVs was chosen. For CAA, the number of Aβ-positive vessels increased with age (see Results). Therefore, a first ROC curve analysis was conducted, in which age was the state variable and the number of Aβ-containing vessels was the test variable. Based on the highest Youden-index a threshold of 30 Aβ-positive vessels in the whole brain was chosen. For cerebral small perivascular bleeds, prevalence (existent, not-existent) was taken for ROC curve analysis because of their overall low number in this sample.

The cutoff values of retinal pathologies with the highest combined sensitivity and specificity were determined by calculating Youden's J statistic.

For immunohistochemistry, differences of IgG and Aβ between whole-brain and retina for the whole sample were assessed by logistic regression analysis. P-value ≤ 0.05 were deemed statistical significant.

All statistical tests were performed applying “IBM SPSS Statistics 25” (IBM Corp., Armonk, NY, USA).




RESULTS



Brain

Capillary erythrocyte thrombi were existent in all n = 24 (100%), arteriolar erythrocyte thrombi in n = 21 (87.5%) animals and both of them could be detected in all brain regions under investigation: 93.3% of the erythrocyte thrombi were found in capillaries and 6.7% in arterioles (Figure 1, subfigures a1,a3). Small perivascular bleeds were existent in n = 6 (25.0%) of the animals and were found in the basal ganglia, the hippocampus and the thalamus (Figure 1, subfigures b1,b3). Vascular Aβ deposits (CAA) were existent in n = 22 (91.7%) of the rats and were found in all brain regions under consideration (Figure 2, subfigures a1,a3,b1,b3). Table 1 demonstrates the prevalence of rats affected by erythrocyte thrombi, small perivascular bleeds and CAA and the severity of each phenomenon, respectively.
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FIGURE 1. Erythrocyte thrombi and small perivascular bleeds in the brain and retina of spontaneously hypertensive stroke-prone rats. (A,B) The left panels (a1, a3, b1, b3) display small vessel disease (SVD) pathological features of the brain, whereas the right panel (a2, a4, b2, b4) display SVD of the retina. In all retina pictures, the inner retinal layers are shown at the top continuing to the outer layers or the choroid at the bottom. All pictures in (A) show cerebral and retinal erythrocyte thrombi (arrows), while pictures in (B) display small perivascular bleeds (asterisks). One small perivascular bleed in the retina (b2, asterisk) is accompanied by the occurrence of siderophages (b2, arrows) indicating an older bleed. (C) The diagram shows the retinal and cerebral mean number (±SEM) of arteriolar erythrocyte thrombi per animal across all age groups. Each dot represents the number of one investigated animal. There are no significant differences between the age groups. Surprisingly, and in contrast to former studies, 18 weeks old SHRSPs display the highest number of the shown pathology. (D) The diagram shows the retinal and cerebral average number (±SEM) of small perivascular bleeds per animal across all age groups. Each dot represents the data from one investigated animal. There were no significant differences between the age groups. (E) The scatterplot shows the significant correlation between the occurrence of erythrocyte thrombi in the retina and in the brain. Each dot represents the data from one investigated animal. The number of erythrocyte thrombi was normalized to 100 FOVs for retina and brain, respectively. (A,B) Hematoxylin-Eosin-staining.
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FIGURE 2. Amyloid angiopathy of the cerebral, retinal and choroidal vasculature in spontaneously hypertensive stroke-prone rats. (A,B) The left panels (a1, a3, b1, b3) display amyloid angiopathy of the brain (arrows), whereas the right panel (a2, a4, b2, b4) display amyloid angiopathy in the retina and the choroid (arrows). Additionally to Aβ deposits, IgG positive vessels could be detected (b2, dashed arrow). In all retina pictures, the inner retinal layers are shown at the top continuing to the outer layers or the choroid at the bottom. The dark orange labeling of the nuclei layer in a2 is caused by the high density of nuclei stained with fast nuclear red that does not affect the specific Congo red staining. (C) The diagram shows the retinal and cerebral mean number (±SEM) of amyloid positive vessels per animal across all age groups. Each dot represents the data from one investigated animal. For retinal amyloid angiopathy a significant difference between all age groups was found in Kruskal-Wallis test. post-hoc pairwise comparisons found significant differences between the groups of 44 weeks and 18/24 weeks as well as between the groups of 32 and 24 weeks for retinal amyloid angiopathy. (D) The scatterplot shows the significant correlation between the occurrence of amyloid angiopathy in the retina and in the brain. Each dot represents the data from one investigated animal as the sum of affected vessels in all investigated FOVs. (E) The diagram shows the prevalence of retinal and cerebral vascular Aβ accumulations and blood brain/retina barrier breakdown (plasma protein IgG deposits). The brains of all animals (n = 24) and the eyes of 11 animals were investigated immunohistochemically. STL, solanum tuberosum lectin (endothelial marker); DAPI, 4'.6-diamidino-2-phenylindole (nuclear staining); Aβ, β-amyloid; IgG, Immunglobulin G (blood brain/retina barrier breakdown detection); *p < 0.05; (a1, a2) Congo red staining, (a3, a4) Thioflavin T staining, (B) Immunohistochemistry.



Table 1. Cerebral pathologies in the different brain regions.
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Within each brain region the vessel density was similar between the three age groups (for detailed numbers see Supplementary Table 1).

The Kruskal-Wallis test showed a significant difference between the age groups for CAA severity [H (4) = 11.2; p = 0.024; Figure 2C]. However, post-hoc tests did not show any significant results (see Supplementary Table 2). There were no significant differences between the age groups regarding the severity of erythrocyte thrombi (total, capillary, arteriolar) or small perivascular bleeds (Figures 1C,D).

Spearman's correlation displayed a significant positive relationship between age and the whole-brain CAA severity (rho = 0.55, p = 0.005). Considering the brain regions separately, the relationship remained significant for the hippocampus and the corpus callosum only (rho = 0.60, p = 0.002; rho = 0.64, p = 0.001). Age did not relate to the severity of erythrocyte thrombi (total, capillary, arteriolar) or small perivascular bleeds. Absent age effects on erythrocyte thrombi were related to the high number of total and arteriolar erythrocyte thrombi in 18 weeks old SHRSP (Figure 1C) which was not related to an increased vessel density in this age group (see above). All correlation coefficients between age and erythrocyte thrombi, small perivascular bleeds and CAA are given in Supplementary Table 3.

There was no association between the severity of erythrocyte thrombi, small perivascular bleeds and CAA (Supplementary Table 4).



Retina

Capillary erythrocyte thrombi were existent in n = 23 (95.8%) animals, arteriolar erythrocyte thrombi in n = 20 (83.8%) animals; 77.2% of the erythrocyte thrombi were found in capillaries and 22.8% in arterioles (Figure 1, subfigures a2,a4). Small perivascular bleeds were found in n = 3 (12.5%) of the animals (Figure 1, subfigures b2,b4). All 24 (100%) animals presented vascular Aβ depositions in terms of amyloid angiopathy (AA) (Figure 2, subfigures a2,a4,b2,b4). Table 2 displays the prevalence of SHRSP affected by erythrocyte thrombi, small perivascular bleeds and AA and the severity of each SVD pathology.


Table 2. Retinal pathologies.
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Kruskal-Wallis test showed a significant difference between the age groups concerning retinal AA severity [H(4) = 19.23; p = 0.001; Figure 2C]. Specifically, the group of 44 weeks which showed a significantly higher number of retinal Aβ-positive vessels than the groups of 18 weeks (r = 0.47, p = 0.001) and 24 weeks (r = 0.48; p = 0.001; Figure 2C). Likewise, the group of 32 weeks showed a significantly higher burden of AA than the group of 24 weeks (r = 0.41, p = 0.004; Figure 2C; for other post-hoc tests see Supplementary Table 5). Using Spearman's correlation, a significant correlation between age and the number of Aβ-positive vessels could be established (rho = 0.89, p < 0.001). For erythrocyte thrombi (total, capillary, arteriolar) and small perivascular bleeds no significant age effect could be detected (Figures 1C,D, Supplementary Table 6).

Severity of total erythrocyte thrombi was related to the severity of retinal small perivascular bleeds (rho = 0.42, p = 0.042; not significant after adjustment for multiple comparisons Supplementary Table 7). There was no correlation between the remaining SVD phenomena in the retina (Supplementary Table 7).



Associations Between Brain and Retina Pathology

Spearman's correlation revealed a significant relationship between the severity of total cerebral and retinal erythrocyte thrombi (rho = 0.46, p = 0.023, Figure 1E) as well as between the number of Aβ-positive vessels in the brain and the retina (rho = 0.51, p = 0.012; Figure 2D).

Results of ROC curve analysis were as follows: for the prediction of the severity of total cerebral erythrocyte thrombi and the prevalence of cerebral small perivascular bleeds, total retinal erythrocyte thrombi showed the highest Youden-index, while the Youden-index of retinal AA was considerably lower (Table 3). For the prediction of CAA severity, retinal AA displayed the highest Youden-index, while the Youden-index of retinal erythrocyte thrombi was considerably lower (Table 3).


Table 3. Prediction of cerebral pathologies by retinal pathologies in spontaneously hypertensive stroke-prone rats.
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Immunohistochemical analysis revealed cerebral vascular Aβ accumulations in n = 11 (45.8%) SHRSP and retinal Aβ deposits in n = 7 (63.3%) SHRSP. Cerebral IgG deposits became obvious in n = 18 (75.0%) SHRSP and retinal IgG accumulations in n = 9 (81.8%) SHRSP. Interestingly, all of the animals, in which vascular Aβ accumulations were existent in either brain or retina, additionally showed perivascular IgG deposits. The prevalence of vascular Aβ deposits and IgG accumulations did not differ between brain and retina (Figure 2E).



DISCUSSION

Our work on retinal biomarkers for the prediction of CSVD attempted to systematically explore histological associations between cerebral and retinal SVD in SHRSP. This is the first study to detect histological CSVD phenomena such as erythrocyte thrombi, small perivascular bleeds and vascular Aβ accumulations in the retinae of SHRSP. There were medium-effect size correlations between early SVD pathologies (erythrocyte thrombi) and vascular Aβ accumulations in the brain and in the retina. Our results further point toward the potential of retinal SVD markers (erythrocyte thrombi, vascular Aβ accumulations) to predict initial CSVD phenomena (erythrocyte thrombi) and cerebral vascular Aβ deposits. This underlines the important role of the retina as a potential investigative organ for the early diagnosis of CSVD, mutually comprising its subtypes HA (characterized by erythrocyte thrombi) and CAA (characterized by cerebral vascular Aβ deposits). This is of special importance as early HA and CAA are currently not directly measurable in vivo in the routine clinical diagnostic setup.

Taken together, our results support the hypothesis that SVD represents a systemic condition. The investigated retinal biomarkers seem to be of good sensitivity for CSVD severity. Severity of retinal erythrocyte thrombi was thereby best to predict the severity of cerebral erythrocyte thrombi, while severity of retinal AA was best in predicting CAA severity. Both pathologies thus seem to develop similarly in both organs. Retinal markers, however, had a comparable low specificity for CSVD with a false positive prediction rate of around 30%. This rate depends on animals with already severe retinal SVD pathologies despite (still) comparably less advanced CSVD. Based on this, one may conclude that retinal SVD precedes CSVD and proceeds faster than CSVD. Even though not significant, higher prevalence of RBB breakdown (IgG deposits) compared to BBB breakdown seem to underline that retinal SVD might have an earlier onset.

There was a lack of CSVD predictability for retinal perivascular microbleeds. This stands in some contrast to one human case series of seven patients with CAA-related intracerebral hemorrhage who all showed multiple retinal dot and blot hemorrhages and several microaneurysms on fundus fluorescein angiography (24). On the other hand, the population-based AGES-Reykjavik study compared eyes and brains of 4,176 individuals and showed that focal arteriolar signs (arteriolar narrowing and arteriovenous nicking), but not retinopathy lesions (blot hemorrhages and microaneurysms), were significantly associated with advanced CSVD downstream pathologies such as WMH and subcortical infarcts (39). This might point to a closer relationship between retinal and cerebral SVD pathologies at more initial disease stages, which seems to be not that strong for advanced SVD pathologies. Strikingly, all of the three animals with retinal microbleeds showed high numbers of cerebral and retinal erythrocyte thrombi, of which the retinal erythrocyte thrombi were able to predict the occurrence of cerebral microbleeds with a high sensitivity, overall pointing toward a similar SVD cascade in the retina and the brain.

Based on our previous research we chose an age of 18 weeks to mirror rather initial CSVD stages (29–31). At the age of around 32–44 weeks most SHRSP provide advanced CSVD stages as well as cerebral parenchymal and vascular Aβ (40). Unexpectedly, the 18 weeks old SHRSP showed the highest number of cerebral capillary and arteriolar erythrocyte thrombi in this sample. These results do not match our former studies (29), in which cerebral erythrocyte thrombi increased with age and peaked at an age of 28–32 weeks (31). However, at least as a trend this age-dependency became obvious in the remaining animals of the current sample aged between 24 and 44 weeks. Retinal erythrocyte thrombi did not increase with age, although their severity nicely correlated with cerebral thrombi of which we know, that number and prevalence rises with age. The prevalence for CAA (92%) was remarkably but was in line with our previous studies in SHRSP (34).

Furthermore, the results confirm the mutual occurrence of HA and CAA not only in the brain but also in the retina, pointing toward the idea of similar underlying risk factors and, possibly, pathophysiological processes. The regional distribution of HA and CAA phenomena in the SHRSP does thereby not necessarily represent the commonly accepted pattern in human of mainly subcortical- (and white matter-) dominant HA and mainly occipital cortical-dominant CAA. Instead, in SHRSP, both, non-amyloid CSVD/HA and CAA seem to spread similarly into cortical and subcortical regions, which might be explained by regional anatomical differences of the vasculature. In humans, the basal ganglia arteriolar perivascular spaces (PVS) communicate directly with the subarachnoid space. Contrary, cortical arteriolar PVS are thought to communicate with the subpial rather than the subarachnoid space (41). These cortical PVS may drain Aβ into the interstitial fluid thus less effectively than in the basal ganglia PVS leading to vascular Aβ accumulations preferably in the walls of cortical vessels. It is reasonable to assume that such regional differences exist in the SHRSP as well, supported by the higher cortical frequency of vascular Aβ deposits, but maybe to a different extent (34, 42–44).

If there is a causal relationship between HA and CAA as well needs to be elucidated. Relationship could be based on cerebral Aβ clearance pathways, which are non-lymphatic (e.g., enzymatic degradation, transport across the BBB) or lymphatic (e.g., drainage along the vessels' basement membranes (intramural periarterial drainage) or along glial water channels of the glymphatic system) (45–47). It was shown that a glymphatic waste clearance system also exists for the retina (48), through which perivascular cleared Aβ retinal can be drained into the meningeal lymphatic vessels, enveloping the optic nerve. Although studies in the early 2000s' mainly focused on non-lymphatic Aβ clearance (49, 50), current research suggests that lymphatic Aβ drainage contributes to a larger portion than expected (51–53). The exact relative contribution of each of these systems to the overall Aβ clearance is currently unknown, but alterations in any of them contribute to extracellular Aβ accumulation (47). HA is supposed to interfere with the normal Aβ clearance processes due to severe vessel wall alterations, potentially facilitating perivascular Aβ accumulations (33, 54). Due to anatomical and physiological similarities in brain and retina these considerations could be true for both organs.

Our study faces several limitation. First, there is a lack of a control group. We can, however, rely on our previous work where age-matched Wistar controls displayed more subtle and early CSVD phenomena (e.g., low numbers of capillary erythrocyte thrombi, occasional BBB disturbances) (29, 31). Advanced CSVD, e.g., perivascular bleeds, occlusive erythrocyte thrombi, vascular Aβ accumulations did not occur in control animals (32, 33, 40, 55). Additionally, Wistar rats are suitable for physiological aging research comprising the retinal vasculature as well: for comparable young age groups as ours several studies demonstrated the absence of a broad spectrum of early retinal (e.g., BRB breakdown, increased inflammation) and more advanced retinal SVD (e.g., local vascular narrowing, reduced capillary density, arteriolar occlusions and microaneurysms) (56–58). Such pathologies became obvious in Wistar rats just at quite old ages of 18–30 months. Thus, we have a quite good knowledge about the isolated cerebral and retinal phenotype of Wistar rats during the investigated age ranges, but admittedly correlation analysis of both organs is still missing. We here presented a new and insightful relationship between pathophysiological processes in the retina and brain of SHRSP, picturing patients with an increased vascular risk profile, and demonstrated a possible model of early cerebral pathology prediction in CSVD, a disease, absent of early, good biomarkers. Definitely, having an animal control group would make our data more valid and reliable, but presenting the results only for SHRSP does not diminish its value here.

Furthermore, we only performed descriptive analysis on single histological and immunohistochemical experiments, with a limited number of variables without expanding our experimental and analytical design, such as including in vivo methods or further CSVD and retinal marker. We only counted the number of certain pathologies in a broad analysis of the brain and the retina without further normalizing our results (e.g., to the number of vessels per FOV). But our own unpublished data from previous studies and the investigation of vessel density of exemplary SHRSP from different age groups of our sample proved that small vessel density in SHRSP does not differ between different age groups. Therefore, the absolute numbers from the current study should be comparable between the investigated age groups.

For future studies, we propose a parallel, blinded predictive study design for a further SHRSP sample, in which more markers (e.g., for inflammatory processes, remodeling of the perivascular extracellular matrix, endothelial failure), a bigger sample size and a larger age range should be taken into account, to validate and further develop our results. Of special interest is the relationship of in vivo markers such as blood flow measurements in brain and retina (33) which might also be a feasible method for human brains and retinas.

Several in vivo human studies show a correlation between changes in the retinal vasculature (e.g., focal arteriolar signs, retinopathy lesions) and CSVD downstream pathology MRI markers (e.g., WMH, subcortical infarcts, hemorrhages) suggesting a close relationship between cerebral and retinal SVD (24, 39). Moreover, in AD patients retinal Aβ plaques were measurable using oral curcumin administration to detect the fluorescence signal with a modified ophthalmoscope (59). Clinical trials further already focus on the assessment of initial CSVD markers, e.g., BBB leakage (assessed through e.g., dynamic contrast enhancement MRI) or blood flow velocity changes (assessed through e.g., velocity phase-contrast MRI) (60–62). In the future, these CSVD measures have to dedicatedly related to in vivo retinal biomarkers like wisely indicating initial SVD (e.g., retinal perfusion, capillary/arteriolar blood flow, capillary density (assessed through Optical Coherence Tomography—Angiography (OCTA), BRB failure [assessed through Retinal Leakage Analyzer]) and advanced SVD (e.g., focal arteriolar signs, microbleeds) (63). Cerebral and retinal vascular Aβ assessed through e.g., positron emission tomography, cerebrospinal fluid, and curcumin based retinal fluorescence have to be taken into account as well.

Our present work has to be considered a pilot study on a small postmortem rat sample which just poses a first step for future in-depth research about the brain-retina axis in CSVD. We tried to give special weights to the predictive value of initial retinal SVD markers for CSVD, but future studies should also focus on more advanced vascular pathologies to examine the entire relationship between SVD in different organs and the development of similar cascades.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



ETHICS STATEMENT

The animal study was reviewed and approved by Animal Care Committee of Saxony-Anhalt (reference numbers: 42502-2-1148 DZNE and 42502-2-1277 Uni/MD).



AUTHOR CONTRIBUTIONS

HS, PU, and CG performed all of the experiments and analyzed the data. SS and SJ planned the study and were responsible for supervision and project administration. HS, PU, and SJ visualized the data and wrote the manuscript. HS, PU, CG, RC, H-JH, SS, and SJ reviewed and edited the manuscript and contributed to the interpretation of the data. H-JH was responsible for funding acquisition. All authors contributed to the article and approved the submitted version.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fneur.2020.00533/full#supplementary-material



REFERENCES

 1. Pantoni L. Cerebral small vessel disease: from pathogenesis and clinical characteristics to therapeutic challenges. Lancet Neurol. (2010) 9:689–701. doi: 10.1016/S1474-4422(10)70104-6

 2. Wardlaw JM, Smith C, Dichgans M. Mechanisms of sporadic cerebral small vessel disease: insights from neuroimaging. Lancet Neurol. (2013) 12:483–97. doi: 10.1016/S1474-4422(13)70060-7

 3. Wharton SB, Brayne C, Savva GM, Matthews FE, Forster G, Simpson J, et al. Epidemiological neuropathology: the MRC Cognitive Function and Aging Study experience. J Alzheimer Dis. (2011) 25:359–72. doi: 10.3233/JAD-2011-091402

 4. Thal DR, Grinberg LT, Attems J. Vascular dementia: different forms of vessel disorders contribute to the development of dementia in the elderly brain. Exp Gerontol. (2012) 47:816–24. doi: 10.1016/j.exger.2012.05.023

 5. Cuadrado-Godia E, Dwivedi P, Sharma S, Ois Santiago A, Roquer Gonzalez J, Balcells M, et al. Cerebral small vessel disease: a review focusing on pathophysiology, biomarkers, and machine learning strategies. J Stroke. (2018) 20:302–20. doi: 10.5853/jos.2017.02922

 6. Biffi A, Greenberg SM. Cerebral amyloid angiopathy: a systematic review. J Clin Neurol. (2011) 7:1–9. doi: 10.3988/jcn.2011.7.1.1

 7. Charidimou A, Martinez-Ramirez S, Reijmer YD, Oliveira-Filho J, Lauer A, Roongpiboonsopit D, et al. Total magnetic resonance imaging burden of small vessel disease in cerebral amyloid angiopathy: an imaging-pathologic study of concept validation. JAMA Neurol. (2016) 73:994–1001. doi: 10.1001/jamaneurol.2016.0832

 8. Shi Y, Wardlaw JM. Update on cerebral small vessel disease: a dynamic whole-brain disease. Stroke Vasc Neurol. (2016) 1:83–92. doi: 10.1136/svn-2016-000035

 9. Charidimou A, Imaizumi T, Moulin S, Biffi A, Samarasekera N, Yakushiji Y, et al. Brain hemorrhage recurrence, small vessel disease type, and cerebral microbleeds: a meta-analysis. Neurology. (2017) 89:820–9. doi: 10.1212/WNL.0000000000004259

 10. Wardlaw JM. William M. Feinberg Award for excellence in clinical stroke: small vessel disease, a big problem, but fixable. Stroke. (2018) 49:1770–5. doi: 10.1161/STROKEAHA.118.021184

 11. Linn J, Halpin A, Demaerel P, Ruhland J, Giese AD, Dichgans M, et al. Prevalence of superficial siderosis in patients with cerebral amyloid angiopathy. Neurology. (2010) 74:1346–50. doi: 10.1212/WNL.0b013e3181dad605

 12. Erkinjuntti T, Steinmetz H. Small Vessels Diseases, White Matter Lesions and Vascular Cognitive Impairment. Basel: S. Karger (2002).

 13. Grinberg LT, Korczyn AD, Heinsen H. Cerebral amyloid angiopathy impact on endothelium. Exp Gerontol. (2012) 47:838–42. doi: 10.1016/j.exger.2012.08.005

 14. Wardlaw JM, Makin SJ, Valdés Hernández MC, Armitage PA, Heye AK, Chappell FM, et al. Blood-brain barrier failure as a core mechanism in cerebral small vessel disease and dementia: evidence from a cohort study. Alzheimer Dementia. (2017) 13:634–43. doi: 10.1016/j.jalz.2016.09.006

 15. Ihara M, Yamamoto Y. Emerging evidence for pathogenesis of sporadic cerebral small vessel disease. Stroke. (2016) 47:554–60. doi: 10.1161/STROKEAHA.115.009627

 16. Thompson CS, Hakim AM. Living beyond our physiological means: small vessel disease of the brain is an expression of a systemic failure in arteriolar function: a unifying hypothesis. Stroke. (2009) 40:e322–30. doi: 10.1161/STROKEAHA.108.542266

 17. Akoudad S, Sedaghat S, Hofman A, Koudstaal PJ, van der Lugt A, Ikram M, et al. Kidney function and cerebral small vessel disease in the general population. Int J Stroke. (2015) 10:603–8. doi: 10.1111/ijs.12465

 18. Ikram MK, De Jong FJ, Van Dijk EJ, Prins ND, Hofman A, Breteler MM, et al. Retinal vessel diameters and cerebral small vessel disease: the Rotterdam Scan Study. Brain. (2006) 129 (Pt 1):182–8. doi: 10.1093/brain/awh688

 19. Kwa VIH, van der Sande JJ, Stam J, Tijmes N, Vrooland JL. Retinal arterial changes correlate with cerebral small-vessel disease. Neurology. (2002) 59:1536–40. doi: 10.1212/01.WNL.0000033093.16450.5C

 20. Patton N, Aslam T, Macgillivray T, Pattie A, Deary IJ, Dhillon B. Retinal vascular image analysis as a potential screening tool for cerebrovascular disease: a rationale based on homology between cerebral and retinal microvasculatures. J Anatomy. (2005) 206:319–48. doi: 10.1111/j.1469-7580.2005.00395.x

 21. London A, Benhar I, Schwartz M. The retina as a window to the brain-from eye research to CNS disorders. Nat Rev Neurol. (2013) 9:44–53. doi: 10.1038/nrneurol.2012.227

 22. Cheung BM, Li C. Diabetes and hypertension: is there a common metabolic pathway? Curr Atheroscler Rep. (2012) 14:160–6. doi: 10.1007/s11883-012-0227-2

 23. Baker ML, Hand PJ, Wang JJ, Wong TY. Retinal signs and stroke: revisiting the link between the eye and brain. Stroke. (2008) 39:1371–9. doi: 10.1161/STROKEAHA.107.496091

 24. Lee A, Rudkin A, Agzarian M, Patel S, Lake S, Chen C. Retinal vascular abnormalities in patients with cerebral amyloid angiopathy. Cerebrovasc Dis. (2009) 28:618–22. doi: 10.1159/000251173

 25. Hainsworth AH, Markus HS. Do in vivo experimental models reflect human cerebral small vessel disease? A systematic review. J Cereb Blood Flow Metab. (2008) 28:1877–91. doi: 10.1038/jcbfm.2008.91

 26. Bailey EL, Smith C, Sudlow CL, Wardlaw JM. Is the spontaneously hypertensive stroke prone rat a pertinent model of sub cortical ischemic stroke? A systematic review. Int J Stroke. (2011) 6:434–44. doi: 10.1111/j.1747-4949.2011.00659.x

 27. Yamori Y, Horie R, Handa H, Sato M, Fukase M. Pathogenetic similarity of strokes in stroke-prone spontaneously hypertensive rats and humans. Stroke. (1976) 7:46–53. doi: 10.1161/01.STR.7.1.46

 28. Yamori Y, Horie R. Developmental course of hypertension and regional cerebral blood flow in stroke-prone spontaneously hypertensive rats. Stroke. (1977) 8:456–61. doi: 10.1161/01.STR.8.4.456

 29. Schreiber S, Bueche CZ, Garz C, Kropf S, Angenstein F, Goldschmidt J, et al. The pathologic cascade of cerebrovascular lesions in SHRSP: is erythrocyte accumulation an early phase? J Cereb Blood Flow Metab. (2012) 32:278–90. doi: 10.1038/jcbfm.2011.122

 30. Schreiber S, Bueche CZ, Garz C, Braun H. Blood brain barrier breakdown as the starting point of cerebral small vessel disease? - New insights from a rat model. Exp Trans Stroke Med. (2013) 5:4. doi: 10.1186/2040-7378-5-4

 31. Braun H, Bueche CZ, Garz C, Oldag A, Heinze HJ, Goertler M, et al. Stases are associated with blood-brain barrier damage and a restricted activation of coagulation in SHRSP. J Neurol Sci. (2012) 322:71–6. doi: 10.1016/j.jns.2012.06.013

 32. Schreiber S, Drukarch B, Garz C, Niklass S, Stanaszek L, Kropf S, et al. Interplay between age, cerebral small vessel disease, parenchymal amyloid-β, and tau pathology: longitudinal studies in hypertensive stroke-prone rats. J Alzheimer Dis. (2014) 42(Suppl 3):S205–15. doi: 10.3233/JAD-132618

 33. Jandke S, Garz C, Schwanke D, Sendtner M, Heinze HJ, Carare RO, et al. The association between hypertensive arteriopathy and cerebral amyloid angiopathy in spontaneously hypertensive stroke-prone rats. Brain Pathol. (2018) 28:844–59. doi: 10.1111/bpa.12629

 34. Held F, Morris AWJ, Pirici D, Niklass S, Sharp MMG, Garz C, et al. Vascular basement membrane alterations and β-amyloid accumulations in an animal model of cerebral small vessel disease. Clin Sci. (2017) 131:1001–13. doi: 10.1042/CS20170004

 35. Paxinos and Watson the Rat Brain in Stereotaxic Coordinates. Amsterdam: Elsevier (2007).

 36. Yu D-Y, Yu PK, Cringle SJ, Kang MH, Su E-N. Functional and morphological characteristics of the retinal and choroidal vasculature. Progress Retinal Eye Res. (2014) 40:53–93. doi: 10.1016/j.preteyeres.2014.02.001

 37. Yang ST, Mayhan WG, Faraci FM, Heistad DD. Mechanisms of impaired endothelium-dependent cerebral vasodilatation in response to bradykinin in hypertensive rats. Stroke. (1991) 22:1177–82. doi: 10.1161/01.STR.22.9.1177

 38. Ley K, Pries AR, Gaehtgens P. Topological structure of rat mesenteric microvessel networks. Microvasc Res. (1986) 32:315–32. doi: 10.1016/0026-2862(86)90068-3

 39. Qiu C, Cotch MF, Sigurdsson S, Jonsson PV, Jonsdottir MK, Sveinbjrnsdottir S, et al. Cerebral microbleeds, retinopathy, and dementia: the AGES-Reykjavik Study. Neurology. (2010) 75:2221–8. doi: 10.1212/WNL.0b013e3182020349

 40. Bueche CZ, Hawkes C, Garz C, Vielhaber S, Attems J, Knight RT, et al. Hypertension drives parenchymal β-amyloid accumulation in the brain parenchyma. Ann Clin Transl Neurol. (2014) 1:124–9. doi: 10.1002/acn3.27

 41. Wardlaw JM, Benveniste H, Nedergaard M, Zlokovic BV, Mestre H, Lee H, et al. Perivascular spaces in the brain: anatomy, physiology and pathology. Nat Rev Neurol. (2020) 16:137–53. doi: 10.1038/s41582-020-0312-z

 42. Hutchings M, Weller RO. Anatomical relationships of the pia mater to cerebral blood vessels in man. J Neurosurg. (1986) 65:316–25. doi: 10.3171/jns.1986.65.3.0316

 43. Pollock H, Hutchings M, Weller RO, Zhang ET. Perivascular spaces in the basal ganglia of the human brain: their relationship to lacunes. J Anatomy. (1997) 191(Pt 3):337–46. doi: 10.1046/j.1469-7580.1997.19130337.x

 44. Attems J, Jellinger K, Thal DR, van Nostrand W. Review: sporadic cerebral amyloid angiopathy. Neuropathol Appl Neurobiol. (2011) 37:75–93. doi: 10.1111/j.1365-2990.2010.01137.x

 45. Weller RO, Boche D, Nicoll JA. Microvasculature changes and cerebral amyloid angiopathy in Alzheimer's disease and their potential impact on therapy. Acta Neuropathol. (2009) 118:87–102. doi: 10.1007/s00401-009-0498-z

 46. Nedergaard M. Neuroscience. Garbage truck of the brain. Science. (2013) 340:1529–30. doi: 10.1126/science.1240514

 47. Tarasoff-Conway JM, Carare RO, Osorio RS, Glodzik L, Butler T, Fieremans E, et al. Clearance systems in the brain-implications for Alzheimer disease. Nat Rev Neurol. (2015) 11:457–70. doi: 10.1038/nrneurol.2015.119

 48. Wang X, Lou N, Eberhardt A, Yang Y, Kusk P, Xu Q, et al. An ocular glymphatic clearance system removes β-amyloid from the rodent eye. Sci Transl Med. (2020) 12:eaaw3210. doi: 10.1126/scitranslmed.aaw3210

 49. Shibata M, Yamada S, Kumar SR, Calero M, Bading J, Frangione B, et al. Clearance of Alzheimer's amyloid-ss(1-40) peptide from brain by LDL receptor-related protein-1 at the blood-brain barrier. J Clin Investig. (2000) 106:1489–99. doi: 10.1172/JCI10498

 50. Zlokovic BV, Frangione B. Transport-clearance hypothesis for Alzheimer's disease and potential therapeutic implications. Aβ Metab Alzheimer Dis. (2003) 114–22.

 51. Iliff JJ, Wang M, Liao Y, Plogg BA, Peng W, Gundersen GA, et al. A paravascular pathway facilitates CSF flow through the brain parenchyma and the clearance of interstitial solutes, including amyloid β. Sci Transl Med. (2012) 4:147ra111. doi: 10.1126/scitranslmed.3003748

 52. Kress BT, Iliff JJ, Xia M, Wang M, Wei HS, Zeppenfeld D, et al. Impairment of paravascular clearance pathways in the aging brain. Ann Neurol. (2014) 76:845–61. doi: 10.1002/ana.24271

 53. Louveau A, Smirnov I, Keyes TJ, Eccles JD, Rouhani SJ, Peske JD, et al. Structural and functional features of central nervous system lymphatic vessels. Nature. (2015) 523:337–41. doi: 10.1038/nature14432

 54. Charidimou A, Boulouis G, Xiong L, Jessel MJ, Roongpiboonsopit D, Ayres A, et al. Cortical superficial siderosis and first-ever cerebral hemorrhage in cerebral amyloid angiopathy. Neurology. (2017) 88:1607–14. doi: 10.1212/WNL.0000000000003866

 55. Stefanova NA, Muraleva NA, Korbolina EE, Kiseleva E, Maksimova KY, Kolosova NG. Amyloid accumulation is a late event in sporadic Alzheimer's disease-like pathology in nontransgenic rats. Oncotarget. (2015) 6:1396–413. doi: 10.18632/oncotarget.2751

 56. Bhutto IA, Amemiya T. Retinal vascular changes during aging in Wistar Kyoto rats. Application of corrosion cast and scanning electron microscopy. Ophthal Res. (1995) 27:249–61. doi: 10.1159/000267734

 57. Hughes S, Gardiner T, Hu P, Baxter L, Rosinova E, Chan-Ling T. Altered pericyte-endothelial relations in the rat retina during aging: implications for vessel stability. Neurobiol Aging. (2006) 27:1838–47. doi: 10.1016/j.neurobiolaging.2005.10.021

 58. Chan-Ling T, Hughes S, Baxter L, Rosinova E, McGregor I, Morcos Y, et al. Inflammation and breakdown of the blood-retinal barrier during “physiological aging” in the rat retina: a model for CNS aging. Microcirculation. (2007) 14:63–76. doi: 10.1080/10739680601073451

 59. Koronyo Y, Biggs D, Barron E, Boyer DS, Pearlman JA, Au WJ, et al. Retinal amyloid pathology and proof-of-concept imaging trial in Alzheimer's disease. JCI Insight. (2017) 2:e93621. doi: 10.1172/jci.insight.93621

 60. Wardlaw JM, Smith EE, Biessels GJ, Cordonnier C, Fazekas F, Frayne R, et al. Neuroimaging standards for research into small vessel disease and its contribution to ageing and neurodegeneration. Lancet Neurol. (2013) 12:822–38. doi: 10.1016/S1474-4422(13)70124-8

 61. Zwanenburg JJM, van Osch MJP. Targeting cerebral small vessel disease with MRI. Stroke. (2017) 48:3175–82. doi: 10.1161/STROKEAHA.117.016996

 62. Blair GW, Hernandez MV, Thrippleton MJ, Doubal FN, Wardlaw JM. Advanced neuroimaging of cerebral small vessel disease. Curr Treat Options Cardiovasc Med. (2017) 19:56. doi: 10.1007/s11936-017-0555-1

 63. Jia Y, Bailey ST, Hwang TS, McClintic SM, Gao SS, Pennesi ME, et al. Quantitative optical coherence tomography angiography of vascular abnormalities in the living human eye. Proc Natl Acad Sci USA. (2015) 112:E2395–402. doi: 10.1073/pnas.1500185112

Conflict of Interest: 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 © 2020 Scheifele, Ulbrich, Garz, Carare, Heinze, Schreiber and Jandke. 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(s) 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.



OPS/images/fneur-11-00533-t003.jpg
Cerebral pathology Threshold Retinal pathology ~ Cutoffvalue  Sensi-tivity ~ Speci-ficity J Auc
(weakly vs. strongly
affected)
Erythrocyte thrombi >81
(h=12vs.n=12)
A 21 50.0% an 0083 0448
Small perivascular bleeds =1
(h=18vs.n=6)
AA 175 50% 38.9% —0.111 0398
CAA =30 Erythrocyte thrombi 65 55.6% 40% 0044 0489

(h=9vs.n=15)

This table displays the prediction values for cerebral erythrocyte thrombi, smal perivascular bleeds and CAA by retinal arteriolar erythrocyte thrombi, small perivascular bleeds and
AA. According to a certain threshold value, all animals were grouped into “weakly” and “strongly” affected by the cerebral pathologies; the thresholds and numbers of weakly and
strongly affected animels are given in the teble. The following retinal pathologies showed the highest combined sensitiity and specificity correlations for the cerebral pathologies: ()
retinal erythrocyte thrombi for cerebral erythrocyte thrombi, () retinal erythrocyte thrombi for cerebral small perivascular bleeds, and (i) AA for CAA the respective values are merked
in orange.
AA, amyloid angiopathy; AUC, area under the curve; CAA, cerebral amyloid angiopathy; J, Youden Index.





OPS/images/fneur-11-00533-t001.jpg
Cerebral pathology Brain region Affected animals Mean number Standard deviation Min Max
Total erythrocyte thrombi Whole brain 100%/n = 24 179.60 3032 8 1,302
Cortex 95.8%/n = 23 98.00 237.2 0 1,043
Basal ganglia 91.7%n =22 22.70 305 0 115
Hippocampus 100%/n = 24 3200 35.7 3 144
Corpus callosum 70.8%/n =17 9.00 19.9 0 75
Thalamus 95.8%/n = 23 17.40 253 0 118
Arteriolar erythrocyte thrombi Whole brain 87.5%/n =21 12.10 128 0 a1
Cortex 58.3%/n = 14 330 44 0 11
Basal ganglia 62.3%/n =15 270 44 0 15
Hippocampus 62.3%/n = 15 400 53 0 17
Corpus callosum 292 %=1 050 09 0 3
Thalamus 50.0%/n = 12 210 30 0 9
Small perivascular bieeds Whole brain 25%/n =6 029 06 0 2
Cortex 0%/n =0 000 0 0 0
Basal ganglia 42%/n =1 004 02 0 1
Hippocampus 16.7%/n =4 020 05 0 2
Corpus callosum 0%/n =0 0.00 0 0 0
Thalamus 4.2%/n 004 02 0 1
AL Whole brain 91.7%n =22 61.75 833 0 259
Cortex 91.7%/n =22 31.00 439 0 143
Basal gangia 62.5%1n =15 1030 16.9 0 50
Hippocampus 91.7%/n = 22 12.80 158 0 48
Corpus callosum 45.8%/n = 11 350 59 0 22
Thalamus 58.3%/n = 14 450 63 0 20

The table shows the number of animals affected by erythrocyte thrombi, small perivascular bleeds and cerebral amyloid angiopathy (CAA) in the different brain regions (as percentege
and total number of affected animals), relatedi to histological analysis. The mean number of the respective pathology per animalis displayed, including stenderd deviation, minimurm and
maximum value (for erythrocyte thrombi the mean number refers to 50 fields of view per brain region, adding up to 250 fields of view for the whole brain; for small perivascular bleeds
and CAA means refer to all investigated slices).





OPS/images/fneur-11-00533-t002.jpg
Retinal pathology Affected animals
Total erythrocyte thrombi 95.8%/n = 23
Arteriolar erythrocyte thrombi 83.3%/n = 20
Small perivascular bleeds 12.5%/n =3
A 100%/n = 24

Mean number

125
3.50
0.20
26.0

Standard
deviation

169
6.6
06
18.1

Min

s~ oo o

Max

79
33
2
68

The table shows the number of animels affected by erythrocyte thrombi, smell perivasculer bleeds, and retinal amyloid angiopathy (AA) (as percentege and total number of affected
animals), related to histological analysis. For each pathology the mean number and addltionally the standard deviation and minimum and maximum value is displayed (mean number

refers to all investigated slices).





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Retinal Vascular Pathology in a Rat Model of Cerebral Small Vessel Disease



		Introduction



		Materials and Methods



		Animals



		Histology



		Tissue Preparation



		Brain



		Retina















		Immunohistochemistry



		Quantification



		Statistical Analysis







		Results



		Brain



		Retina



		Associations Between Brain and Retina Pathology







		Discussion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Supplementary Material



		References

















OPS/images/cover.jpg
, frontiers
in Neurology

Retinal Vascular Pathology in a Rat
Model of Cerebral Small Vessel
Disease





OPS/images/fneur-11-00533-g001.gif





OPS/images/fneur-11-00533-g002.gif
Brain Retina

JRR—










OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Neurology





