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Abstract:



We aimed to compare site-specific bone mineral densities (BMDs) between adolescent endurance runners and sprinters and examine the relationship of fat-free mass (FFM) and nutrient intake on BMD. In this cross-sectional study, 37 adolescent female endurance runners and sprinters (16.1 ± 0.8 years) were recruited. BMD and FFM were assessed by dual-energy X-ray absorptiometry. Nutrient intake and menstrual state were evaluated by questionnaires. After adjusting for covariates, spine and total bone less head (TBLH) BMDs were significantly higher in sprinters than endurance runners (TBLH, 1.02 ± 0.05 vs. 0.98 ± 0.06 g/cm2; spine, 0.99 ± 0.06 vs. 0.94 ± 0.06 g/cm2; p < 0.05). There was no significant difference between groups in other sites. The rate of menstrual abnormality was higher in endurance runners compared with sprinters (56.3% vs. 23.8%; p < 0.05). FFM was a significant covariate for BMD on all sites except the spine (p < 0.05). Dietary intake of vitamin D was identified as a significant covariate only for pelvic BMD (p < 0.05). The BMDs of different sites among endurance runners and sprinters were strongly related to FFM. However, the association of FFM with spine BMD cannot be explained by FFM alone. Other factors, including nutrition and/or mechanical loading, may affect the spine BMD.
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1. Introduction


Weight-bearing exercise has positive effects on bone metabolism across the age spectrum [1]. Adolescence is a critical time for bone mineral accrual [2]. Exercises that generate relatively high intensity loading forces enhance bone mineral accretion in adolescents [1]. Thus, adolescent athletes typically have higher bone mass compared with their nonathletic peers [3].



Endurance running has been associated with reduced risks for hypertension, hyperlipidemia, and diabetes [4]. Furthermore, regular running has been reported to reduce proportions of all-cause mortality and disability [5]. However, a subset of adolescent athletes may have impaired bone health [6,7]. Although endurance running is weight-bearing exercise, it has been associated with negative effects on bone in some populations, as indicated by reduced spine bone mineral density (BMD) in endurance runners [8,9]. In contrast, although both sprinters and endurance runners mainly use the lower limbs during exercise, sprinters demonstrate a higher BMD than endurance runners. The reason for a lower BMD in adolescent female endurance runners may be that this subject group has a greater running distance to cover, higher rate of menstrual irregularities, lower body mass index (BMI), and lower lean tissue mass [6] than sprinters of the same age group. Kusy et al. reported that sprinters in the masters age category have a higher BMD as well as bone mineral content (BMC) at the leg, hip, lumbar spine, and trunk than endurance athletes [10], whereas Bennell et al. reported that differences in the BMD between sprinters and endurance runners (17–26 years) exist only in the lumbar spine [11].



So far, the effect of the ground reaction force has been considered the most significant contributing factor for bone formation [11,12]. However, based on previous studies [10,11], the differences in BMD between sprinters and endurance runners could not be explained solely by the effect of the ground reaction force. Furthermore, although generally higher muscle mass and optimal nutrition is related with increased BMD, the effects of muscle mass and nutrition on BMD among endurance runners and sprinters have not been explored. Recent studies have only focused on BMD in endurance runners [6,7,8,9,13]. Clarifying the differences in site-specific BMDs between sprinters and endurance runners may reveal specific factors contributing to BMD gain in sprinters and endurance runners.



The aim of the present study was to compare site-specific BMDs between female adolescent endurance runners and sprinters, and to examine the relationship of fat-free mass (FFM) and nutrient intake with the BMD of different sites.




2. Materials and Methods


2.1. Study Design and Recruitment


In this cross-sectional study, we recruited 37 high school track and field female athletes (16.1 ± 0.8 years old; competition history of 3.4 ± 1.9 years), including endurance runners (>800 m, n = 16) and sprinters (100–400 m, n = 21). Study investigators recruited participants from five high schools in the Kansai district of Japan. The study protocol was approved by the Ethics Committee for Human Experiments at Ritsumeikan University (BKC-IRB-2013-031), and was conducted in accordance with the Declaration of Helsinki. All subjects and legal guardians of subjects provided informed consent for participation in this study.




2.2. BMD and Body Composition


We measured the height, body weight, and BMI of each subject. The body mass, fat mass, percent body fat, FFM, and bone mass were evaluated by a dual-energy X-ray absorptiometry (DXA, Lunar Prodigy; GE Healthcare, Tokyo, Japan). During DXA measurements, subjects maintained a supine position. From total body scans, we used enCORE version 15 software (GE Medical Systems Lunar, Madison, WI, USA), which automated measurements of FFM and fat mass (arms, legs, torso, gynoid (gluteal area), and total body), BMD (total bone less head (TBLH), arms, spine, pelvis, and legs), and percent body fat. For screening of at-risk athletes at younger than 20 years for low BMD, TBLH BMD measurement is recommended [14].




2.3. Menstrual State and Stress Fracture History


Menstrual state and stress fracture history were evaluated using questionnaires. For the menstrual state, the age of menarche and characteristics of the menstrual cycle were evaluated. Cycle lengths longer than 45 or shorter than 21 days were considered abnormal [15]. Stress fracture history was defined as having received a diagnosis of stress fracture in a medical institution.




2.4. Food Frequency Questionnaire


A food frequency questionnaire based on the food group (FFQg) was used to estimate usual energy and nutrient intake in athletes. The FFQg estimated nutrient intake from the ingestion frequency and food intake during one week from the most recent 1–2 months [16].




2.5. Physical Activity and Running Distance


Physical activity was estimated from three-day physical activity records. Subjects were instructed to estimate the practice time in minutes.



Running distance was estimated as the mean running distance per one-week from two-week running distance records. Physical activity and running distance were analyzed from the recovered questionnaires (33/37 questionnaires were recovered).




2.6. Statistical Analysis


Statistical analyses were performed with SPSS software version 19.0 (IBM, Tokyo, Japan). All values are expressed as mean ± SD. The independent t-test was used to determine differences in physical characteristics, FFM, and BMD between endurance runners and sprinters. An analysis of covariance (ANCOVA) was performed to compare BMD between endurance runners and sprinters, adjusted for age, height, FFM, and fat mass (of total body, arms, torso, gynoid (the gluteal area), and legs), menstrual abnormality, menarche, stress fracture history, and nutrient intake. Those variables that have been reported as important determinant of BMD in previous studies were selected as independent variables [3,6,17,18]. In addition, in a previous study, calcium and vitamin D were chosen as nutrients important for bone health [3]. Of those two nutrients, vitamin D was chosen as covariate, since there was a significant correlation with BMD in the current study. A p value < 0.05 was considered statistically significant.





3. Results


3.1. Subject Characteristics


Table 1 shows the subject characteristics. Endurance runners had a significantly higher running volume than sprinters (p < 0.01). Endurance runners also demonstrated a higher incidence of menstrual abnormality (p < 0.01) than sprinters. Table 2 shows the physical activities of subjects. Duration of practice was not different between two groups. However, running distance was significantly higher in endurance runners compared with sprinters. Table 3 shows the daily energy and nutrient intake. There was no significant difference between any parameters among the two groups.



Table 1. Subjects characteristics.







	

	
Endurance Runners (n = 16)

	
Sprinters (n = 21)






	
Age

	
16.3 ± 0.8

	
16.0 ± 0.7




	
Menstrual abnormality (%)

	
56.3

	
23.8 **




	
Height (cm)

	
156.7 ±3.7

	
158.8 ± 4.5




	
Weight (kg)

	
47.6 ± 4.6

	
50.7 ± 5.3




	
BMI (kg/m2)

	
19.4 ± 1.5

	
20.1 ± 1.9




	
Fat mass (%)

	
19.9 ±4.6

	
19.5 ± 4.4








All values are mean ± SD; **: p < 0.01 vs. endurance runners.








Table 2. Physical activity.







	

	
Endurance Runners (n = 14)

	
Sprinters (n = 21)






	
Practice time (min/day)

	
99.6 ± 38.7

	
109.7 ± 33.1




	
Running distance (km/week)

	
58.5 ± 27.1

	
10.4 ± 5.3 **








All values are mean ± SD; **: p < 0.01 vs. endurance runners.








Table 3. Energy and nutrient intake.







	

	
Endurance Runners (n = 16)

	
Sprinters (n = 21)






	
Energy (kcal/day)

	
1927 ± 336

	
2099 ± 625




	
Protein (g/day)

	
70.0 ± 15.1

	
70.2 ± 20.5




	
Fat (g/day)

	
65.1 ± 18.1

	
78.1 ± 30.3




	
Carbohydrate (g/day)

	
258.5 ± 55.6

	
271.8 ± 78.8




	
Calcium (mg/day)

	
582 ± 205

	
595 ± 270




	
Magnesium (mg/day)

	
242 ± 52

	
232 ± 92




	
Phosphorus (mg/day)

	
1052 ± 251

	
1059 ± 345




	
Iron (mg/day)

	
7.5 ± 1.6

	
7.4 ± 3.1




	
Vitamin A (μg/day)

	
578 ± 161

	
553 ± 210




	
Vitamin D (μg/day)

	
6.4 ± 2.9

	
5.2 ± 2.9




	
Vitamin K (μg/day)

	
216 ± 65

	
182 ± 84




	
Vitamin B1 (mg/day)

	
0.97 ± 0.21

	
1.00 ± 0.35




	
Vitamin B2 (mg/day)

	
1.14 ± 0.32

	
1.21 ± 0.41




	
Vitamin B6 (mg/day)

	
1.09 ± 0.22

	
1.03 ± 0.40




	
Vitamin B12 (μg/day)

	
6.0 ± 2.3

	
5.4 ± 2.6




	
Vitamin C (mg/day)

	
104 ± 25

	
88 ± 43








All values are mean ± SD.









3.2. Comparison between Endurance Runners and Sprinters


Table 4 shows subject FFM and BMD values. Endurance runners had a significantly lower FFM in all sites—except for the torso—compared to sprinters. Endurance runners had significantly lower arm, pelvic, spine, and TBLH BMDs than sprinters. However, the leg BMD was not significantly different between endurance runners and sprinters.



Table 4. FFM and BMD value among endurance runners and sprinters.







	

	

	
Endurance Runners (n = 16)

	
Sprinters (n = 21)






	
FFM

	
Arms (kg)

	
3.2 ± 0.3

	
3.6 ± 0.4 **




	
Legs (kg)

	
12.5 ± 1.3

	
13.7 ± 1.1 **




	
Torso (kg)

	
17.0 ±1.7

	
17.8 ± 1.3




	
Gynoid (kg)

	
5.4 ± 0.5

	
5.9 ± 0.5 **




	
Total body (kg)

	
36.0 ± 3.2

	
38.3 ± 2.6 *




	
BMD

	
Arms (g/cm2)

	
0.767 ± 0.039

	
0.805 ± 0.038 **




	
Legs (g/cm2)

	
1.211 ± 0.091

	
1.262 ± 0.077




	
Pelvic (g/cm2)

	
1.097 ± 0.086

	
1.163 ± 0.099 *




	
Spine (g/cm2)

	
0.942 ± 0.064

	
0.985 ± 0.062 *




	
TBLH (g/cm2)

	
0.981 ± 0.061

	
1.023 ± 0.050 *








All values are mean ± SD; FFM: fat-free mass, BMD: bone mineral density, Gynoid: the gluteal area, TBLH: Total Bone Less Head; **: p < 0.01, *: p < 0.05 vs. endurance runners.








In ANCOVA with adjustment for covariates such as age, height, FFM, fat mass, menstrual abnormality, menarche, stress fracture history, and vitamin D intake, the spine and TBLH BMDs remained significantly higher in sprinters than endurance runners (p < 0.05) (Figure 1). In contrast, there were no significant between-group differences in other sites.


Figure 1. Comparison of adjusted BMD between endurance runners and sprinters. Endurance runners vs. sprinters; Spine: 0.94 ± 0.06 vs. 0.98 ± 0.06 g/cm2, TBLH: 0.98 ± 0.06 vs. 1.02 ± 0.05; *: p < 0.05, †: p = 0.06.
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3.3. Effect of Covariates on the BMD of Different Sites


In ANCOVA, FFM was a significant covariate for arms (p < 0.01), legs (p < 0.05), and pelvic (p < 0.05) BMD, and tended to be a covariate for TBLH BMD (p = 0.05) (Table 5). Additionally, vitamin D intake was identified as a significant covariate for arms (p < 0.05), pelvic (p < 0.01), and spine (p < 0.05) BMD, and tended to be a covariate for TBLH BMD (p = 0.05). Moreover, menarche was a significant covariate for arms BMD (p < 0.05).



Table 5. Multivariable linear regression model on BMD of all subjects.







	

	
Arms

	
Legs

	
Pelvic

	
Spine

	
TBLH






	
Age

	
0.48

	
1.74

	
2.61

	
0.06

	
0.48




	
Height

	
0.34

	
0.06

	
0.01

	
0.00

	
0.06




	
FFM (each site)

	
11.37 **

	
4.83 *

	
7.49 *

	
0.05

	
4.13 †




	
Fat-mass (each site)

	
0.86

	
0.10

	
3.45

	
0.21

	
0.25




	
Menstrual abnormality

	
0.40

	
2.05

	
0.14

	
1.31

	
0.86




	
Menarche

	
6.13 *

	
1.78

	
0.17

	
1.04

	
1.61




	
Stress fracture history

	
2.00

	
0.97

	
0.18

	
0.88

	
1.29




	
Vitamin D intake

	
4.82 *

	
1.49

	
8.08 **

	
4.31 *

	
4.04 †








All values are F values; **: p < 0.01, *: p < 0.05, †: p = 0.05.










4. Discussion


The purpose of this cross-sectional study was to compare BMDs of various sites and examine the association with different factors on the BMD among female high school track and field athletes. The main finding of our results was that endurance runners had significantly lower BMD in spine and TBLH as compared with sprinters, even after adjusting for covariates. In addition, vitamin D intake seems to have a site-specific association with arms, pelvic, and spine BMD. Furthermore, FFM was a significant covariate for most BMDs, with the exception of the spine.



4.1. The Difference between the BMD of Sprinters and Endurance Runners


When comparing the BMD of sprinters and endurance runners using a t-test, the BMDs of the arms, pelvis, spine, and TBLH in sprinters were significantly higher than those in endurance runners. However, after adjusting for covariates, between-group differences remained significant only for spine and TBLH BMDs.



In a previous study, ground reaction force with foot-strike during running was reported to be 1–2 times the body weight for low intensity forms of running (e.g., endurance) while it becomes 2–4 times the body weight for high intensity forms of running (e.g., sprint) [19]. According to the mechanostat theory, an increase in the bone mass is caused by larger bone deformation (e.g., high ground reaction force) which exceeds the normal strain for modeling [20]. However, the ground reaction force decreases as it is transmitted upward to the pelvis and spine from legs [13]. Since endurance runners experience smaller ground reaction force than sprinters, endurance runners may have less loading and deformation to spine bone when compared with sprinters with higher ground reaction forces. Additionally, in a previous study, weekly running volume was inversely correlated with lumbar spine BMD [21,22]. Greater running distance results in large energy expenditures, and one possible explanation for its effect on bone is via a potential catabolism when energy intake was insufficient, leading to low energy availability. Low energy availability has been shown to increase bone resorption and decrease bone formation, potentially mediated by reduced levels of insulin-like growth factor 1 or estradiol, resulting in low BMD [23,24]. Trabecular bone such as spine has been shown to be easily influenced by low energy availability [13]. Average running volumes of previously reported studies were 68.4 ± 12.1 km/week [21] and 32 ± 8 km/week [22] for endurance runners. Our current study participants exercised 58.5 ± 27.1 km/week among endurance runners and only 10.4 ± 5.3 km/week among sprinters, while their energy intake was identical between groups. Therefore, the low BMD of endurance runners may have been caused by both smaller mechanical loading as well as less energy availability as compared with sprinters.



Previous studies comparing the BMD of endurance runners and sprinters have often shown a difference in the leg BMD between the two groups [11,25]. However, this difference was not observed in the present study. The reason for this difference may be related to the subjects’ age and competition history. In a previous study, the subjects were over 17 years of age, and they had a competition history of over a decade [25]. In addition, in a previous study comparing the BMD of 13- to 18-year-old runners and non-runners, when separated by age, runners had significantly lower total body BMD compared with non-runners in the 17- to 18-year-old age group, but no difference was observed among groups of 13- to 16-years old [13]. The subjects in the present study had a mean age of 16.1 ± 0.8 years and mean competition history of 3.4 ± 1.9 years. Therefore, the lack of observed difference in leg BMD among long distance runners and sprinters may be caused by their age (bones being still in the growth stage) and relatively short competition history.




4.2. Relationship between Muscle Mass and BMD


After adjusting for age, height, FFM, fat-mass, menstrual abnormality, menarche, stress fracture history, and vitamin D intake, there were no significant group differences in the BMDs of the arms, legs, and pelvis. Among these confounding factors, FFM had the greater F value at each site. Thus, the FFM could have a strong influence on the BMDs among all sites. However, FFM was not found to be a significant covariate for spine BMD, while vitamin D intake was a significant covariate. Therefore, these results suggest that the spine might be more affected by nutrient factors such as vitamin D.



The close relationship between muscle mass and bone mass has been known for a long time [26]. In a previous study, sprinters were shown to have a higher FFM than endurance runners. Kusy and Zielinski [10] demonstrated that greater skeletal size allows exertion of larger muscle forces, supporting engagement in sprint disciplines, or forces exerted during sprinting induce skeletal adaptation and augment BMD. In addition, in a longitudinal study of 68 children (8 to 14 years), the maximal increase in lean body mass (LBM) occurred a several months before the maximal increase in BMC, indicating a close relationship between muscle and bone development [27]. These findings suggest that among adolescent female track and field athletes in their growth period, sprinters may have higher FFM and exercise intensity than endurance runners. Thus, in accordance with mechanostat theory, sprinters demonstrate higher BMDs than endurance runners.




4.3. Effect of Site-Specificity in Vitamin D


Vitamin D intake seems to have a site-specific relationship with arms (p < 0.01), pelvis (p < 0.05), and spine (p < 0.05) BMDs. A previous study using a vitamin D analogue indicated that the effect with vitamin D differs between cortical and trabecular bone. Takahashi et al. [28] concluded that vitamin D compounds might suppress receptor activator of nuclear factor-kappa B ligand (RANKL) activity in superficial osteoblastic cells of the trabecular bone. RANKL is an essential cytokine for activating osteoclast (increase in bone resorption). Therefore, habitual high vitamin D intake has a potential positive effect on pelvic and spine BMDs of trabecular bone. On the other hand, vitamin D intake was identified as a significant covariate for arms BMD. The bone of the arms consists mostly of cortical bone, since it is long bone. Thus, the aforementioned explanation for vitamin D and trabecular bone may seem inconsistent. However, FFM and menarche were demonstrated as significant covariates for arms. Since running puts minimal mechanical stress on arms, other variables such as FFM and nutrients may have had a larger influence. In the present study, the strongest covariate for arms BMD was FFM (F = 11.37, p < 0.01). However, since the results of the present study cannot explain the causal relationship, further study is warranted.




4.4. Study Limitations


This study included a relatively small sample size. Furthermore, the causal relationship cannot be determined by the current cross-sectional study without an inactive control group. Several parameters were not evaluated, such as bone metabolism markers, sex hormones (e.g., estrogen and progesterone), and reproductive maturation (such as tanner breast stage). Moreover, a previous study reported that subclinical ovulatory disturbance provides negative effect on bone [29]; however, the present study did not assess that. Low-dose oral contraceptives may impair the attainment of peak bone mass [30]. It should be noted, however, that the subjects of the present study were not taking oral contraceptives. In addition, FFQs for dietary assessment have been validated on collegiate woman, and not with the same age group of subjects in the current study. Accordingly, the dietitians used food samples to demonstrate the correct portion of specific foods. Future prospective studies are needed in other populations to determine variations, and intervention studies are warranted to determine the effects of FFM and vitamin D on site-specific BMDs.





5. Conclusions


We conclude that differences in the BMDs of different sites among endurance runners and sprinters were strongly affected by FFM. Furthermore, vitamin D intake also seems to have site-specific associations with BMDs. However, the relationship of FFM on spine BMD cannot be explained by FFM alone. Other variables, including nutrition (e.g., vitamin D) and/or mechanical loading may have been associated with spine BMD.
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