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Abstract
Background
This study examined the effects of whey protein supplementation, compared with an isocaloric carbohydrate beverage and water, consumed immediately following an intense swimming trial on bone turnover in adolescent swimmers.

Methods
Fifty-eight (31 female, 27 male) swimmers (14.1 ± 0.4 years) were stratified into three groups matched for age, sex and body mass. The protein and carbohydrate groups consumed two isocaloric post-exercise beverages each containing 0.3 g.kg− 1 of whey protein (with ~ 6 mg of calcium) or maltodextrin while the control group consumed water. Participants provided a morning, fasted, resting blood sample, then performed an intense swimming trial consisting of a maximal 200 m swim followed by a high intensity interval swimming protocol (5x100m, 5x50m and 5x25m; 1:1 work-to-rest ratio). Following swimming, they consumed their first respective post-exercise beverage, and 2 h later, they performed a second maximal swim immediately followed by the second beverage. Approximately 3 h after the second beverage, two post-consumption blood samples were collected at 8 h and 24 h from baseline. Procollagen type 1 intact N-terminal propeptide (PINP) and carboxy-terminal collagen crosslinks (CTXI) were measured in serum. The multiples of medians of PINP and CTXI were also used to calculate bone turnover rate and balance.

Results
No significant changes were observed in PINP. CTXI increased (+ 11%) at 8 h in all groups, but then significantly decreased (− 22%) at 24 h in the protein group only. The protein group also had a significantly higher calculated rate of bone turnover at 8 h and 24 h compared to baseline, which was not observed in the other groups.

Conclusions
These results shed light on the potential importance of protein consumed shortly after intense swimming in promoting positive bone turnover responses up to 24 h following exercise in adolescent athletes.

Clinical trial registration
ClinicalTrials.gov PRS; NCT04114045. Registered 1 October 2019 - Retrospectively registered.
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Introduction
Adolescence is characterized by acute bouts of accelerated growth of bone and muscle mass due to growth spurts [1]. Consequently, it is suggested that protein intakes for children and adolescents should be greater than adults’, relative to body size [2]. Specifically, from the USA and Canadian Dietary Reference Intakes, the recommended dietary allowance (RDA) for children 9–13 years of age is 0.95 g.kg− 1 per day, for adolescents 14–18 years of age is 0.85 g.kg− 1 per day and for adults over 19 years of age is 0.80 g.kg− 1 per day [3]. Although the beneficial effect of protein on bone, with or without exercise, has been previously documented in adults [4], no studies exist on the short or long-term effects of protein supplementation on bone turnover and bone development in children and adolescents. The potential effects of protein supplementation may be specifically important in athletes, as they generally have higher dietary needs. Only one study has previously reported a positive correlation between protein intake and bone growth [5] while protein deficiency during childhood and adolescence has been connected to suboptimal growth in height, weight, bone mass and overall protein in the body [5, 6]. Thus, the current protein RDA for children [3] are mostly derived from adult studies, trying to account for the needs of growth [7]. Importantly, since the RDA for protein refers to the average child, it may be insufficient to cover the energy and protein requirements of child athletes, who complete significant amounts of training and competition. In adults, protein needs of athletes have been reported to be higher than those of non-athletes [8, 9]. However, the protein requirements for child athletes or highly active children are still unspecified due the lack of studies examining the effects of protein consumption on bone accrual and bone turnover in young athletes, who may have higher needs for protein than non-athletic youth. This may be crucial for young athletes in low-impact sports like swimming who are perceived at an increased risk for suboptimal peak bone mass development because swimming is not an activity typically associated with bone-related benefits [10]. On the other hand, we recently demonstrated that in adults, low-impact exercise of higher intensity can lead to similar bone metabolism responses as high-impact exercise [11, 12], but there is no study of such comparison in children and adolescents. Furthermore, a systematic review of studies examining the effect of swimming on bone reported contradicting results, but overall, it seems that swimming does not stimulate bone growth above the habitual physical activity levels in children. In fact, a deleterious effect of swimming on bone mass has been suggested in some studies, due to the number of hours spent training in a low-impact activity [10]. A potential inadequate protein intake may exacerbate this deleterious effect on bone. The above evidence highlights the need for studies in this particular population with a focus on optimizing bone metabolism via supplementation.
Among adults, whey protein supplementation is often recommended following exercise for muscle growth due to its relatively fast absorption rate, which results in a more rapid stimulation in protein synthesis and recovery and a unique amino acid profile – i.e. higher leucine content per serving [13]. The appropriate timing of protein consumption, before or after exercise, has also been examined and showed that protein ingestion immediately after exercise provides a distinct advantage in stimulating muscle protein synthesis rate in adult populations [14, 15]. While protein supplementation has generally been examined in relation to muscle development and performance, protein may also play an instrumental role in other tissues which undergo stress during exercise. For example, according to a recent study in adult male endurance athletes, a protein beverage combined with carbohydrates consumed immediately post-exercise resulted in increased circulating levels of procollagen type 1 intact N-terminal propeptide (PINP), a bone formation marker, and decreased levels of carboxy-terminal collagen crosslinks (CTXI), a bone resorption marker [16]. One other study found that sole carbohydrate consumption provided after strenuous exercise also led to lower PINP and CTXI concentrations 2 h post-exercise, which then returned to baseline in the following days [17]. However, the effects of whey protein supplementation alone on bone turnover has not been examined, in either adult or youth athletes. Thus, considering that adolescence is the most important period for the attainment of peak bone mass and that relative energy requirements of youth athletes, compared to adults, are higher during and following exercise, it is possible that post-exercise whey protein supplementation may be beneficial to bone turnover.
This study examined whether whey protein, consumed immediately following an intense swimming trial, affects bone turnover markers in adolescent swimmers compared to both an isocaloric carbohydrate beverage and water. Specifically, we provided two post-exercise doses of 0.3 g.kg− 1 of whey protein each to adolescents, and examined changes in the serum concentrations of PINP and CTXI that are specific markers of type I collagen formation and degradation, respectively [18]. The dosage provided matches the relative intake (per kg body mass) previously used in adults post-exercise, although in absolute terms this is less than what has been used in adults [19]. It was hypothesized that lower-impact high intensity swimming, in combination with post-exercise protein supplementation would result in a) an increase in the circulating levels of both PINP and CTXI in the hours following the supplement consumption.

Methods
Participants
This study included data from 58 competitive swimmers (31 females and 27 males), 11-17 years of age, who trained and competed for at least 1 year, were free of injuries and any medical condition that prevented them from participating and were not taking medications or nutritional supplements. Swimmers were recruited from competitive swimming clubs across Southern Ontario as part of a larger study designed to examine the effect of post-exercise whey protein consumption on subsequent exercise performance, muscle damage, and inflammation. All study procedures were approved by our institutions’ Research Ethics Boards and Health Canada. Data and measurements presented in this study solely focus on bone turnover and have not been previously published.

Study protocol
This was a double-blind, placebo control study, with participants stratified into three groups matched for age, body mass and sex as descripted below. An independent member of the research team was solely responsible for the group stratification and beverage preparation. The beverages were placed into opaque shaker bottles so both researchers directly involved with participants and the participants themselves were unaware of the beverage’s true contents. Participants were invited to the pool and laboratory for three visits as presented in Fig. 1. During the first visit (familiarization session), participants and their parents/guardians received detailed explanation on the purpose, duration, and goal of this study. They were informed of all tests and procedures and signed an informed consent/assent form. Subsequently, participants completed a screening questionnaire to report any injuries, allergies, and or health related conditions and anthropometric measurements were performed.
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Fig. 1Study design




The second visit (testing day 1) included an intense swimming trial and an 8 h follow-up. This swimming trial was designed to simulate a competition session of multiple intense swimming bouts. Upon arrival in early morning (~ 0600 h), participants provided a fasted, resting venous blood sample. Following the baseline blood sample, they received a light, standardized breakfast of 300–400 kcal (depending on body mass). Approximately 45-60 min following breakfast, participants performed a warm-up of 1000 m low intensity swimming and a maximal 200 m freestyle-swim, followed by a high-intensity interval swim (HIIS) protocol, described below.
Within 0.5 h after the HIIS protocol (~ 3 h from baseline), the first post-exercise beverage was provided of either whey protein, an isocaloric carbohydrate beverage, or flavoured water, depending on their group assignment. Approximately 2 h after the first beverage (~ 5 h from baseline), participants performed a second 200 m freestyle maximum swim followed by a second beverage. Participants were then asked to complete several questionnaires, and for the remaining time participants attended lectures delivered by study personnel that related to the sport of swimming and the importance of nutrition in sports. A standardized lunch (a 12″ vegetable submarine sandwich) was also provided, which contained little protein, to minimize and control for additional protein intake before the follow-up blood draws. After lunch (i.e. ~ 3 h after the second beverage consumption), and 8 h from baseline, the first post-beverage blood sample was provided. The third visit was scheduled for the next morning (testing day 2), i.e., 24 h from baseline to provide a fasted, follow-up venous blood sample (Fig. 1). Participants were asked to refrain from training between visits and to self-record the food that they consumed between the two testing days.
Of note, the groups were matched for age and a similar split of male and female swimmers, with the latter being both pre-menarcheal and post-menarcheal. Given the potential for estrogen concentrations to affect bone metabolism, circulating estradiol concentrations were measured prior to the swimming trial.

Intense swimming trial
All trials were performed in a 25 m pool. Following the 1000 m warm-up, swimmers performed a maximal 200 m front crawl swim. This test was performed in groups to simulate a swim competition trial. Following the maximal swim, swimmers performed the HIIS protocol, consisting of 5 × 100 m, 5 × 50 m, and 5 × 25 m freestyle sprints at near maximal effort, as determined by their split times (100 m) during the 200 m swim performance test. The interval swim protocol involved a swim to rest ratio of 1:1.

Protein consumption
The protein group (n = 21) was provided with two servings (beverages) of chocolate-flavoured whey protein; the carbohydrate group (n = 19) was provided with two isocaloric chocolate-flavoured Maltodextrin servings; and the placebo control group (n = 18) was provided with chocolate-flavoured water containing no sugar. The protein, carbohydrate, and placebo beverages were of similar volume and were served in opaque shaker cups, prepared and pre-packaged by an independent assistant, so that both the researchers and the swimmers were blinded to the content of the beverages (double-blind).
The protein and carbohydrate beverages were prepared individually, such that each serving was 0.3 g (of whey protein or maltodextrin) per kg body mass. For example, a participant of 40 kg received 12 g of protein (isolate required, 15 g) or carbohydrate in each beverage. The protein dose was chosen based on a previous study using oral tracer methods [20], which found that post-exercise ingestion increases net whole-body protein balance in favour of synthesis in a dose-dependent manner with larger protein intakes (e.g ~ 0.32 g.kg− 1) required to sustain a net anabolic environment over a 24 h period. The whey protein used was BiPRO [21]. In terms of specific ingredients listed, each 25 g scoop of the isolate contains 0.5 g of fat, 170 mg of sodium, 130 mg of potassium, 1 g of carbohydrate, 1 g of fiber, 20 g of protein and 10 mg of calcium. Although calcium is known to have positive effects on bone turnover markers our participants received two beverages of ~ 15 g of whey protein each (i.e., ~ 6 mg of calcium per beverage) totalling ~ 12 mg of extra calcium for the day, which is a very small amount given the RDA of 1300 mg of calcium in this age group [3] and the average daily consumption > 1300 mg in all groups (Table 1).
Table 1Age, maturity offset, physical characteristics, dietary intake and training characteristics of participants in each group. Data are presented as mean ± SEM


	Variables
	Protein (n = 21)
	Carbohydrate (n = 19)
	Water (n = 18)
	P value

	Number of Females / Males
	11/10
	11/8
	9/9
	 
	Age (years)
	13.4 ± 0.3
	14.3 ± 0.4
	14.0 ± 0.4
	0.17

	Years from age of PHV (years)
	−0.46 ± 0.3
	0.43 ± 0.3
	0.21 ± 0.4
	0.15

	Baseline Estrogen (pg.ml− 1) (females only)
	10.7 ± 3.8
	10.1 ± 2.3
	8.6 ± 2.1
	0.89

	Height (cm)
	160.4 ± 2.7
	165. ±2.2
	165.7 ± 2.3
	0.24

	Body Mass (kg)
	51.6 ± 3.0
	56.7 ± 2.3
	55.2 ± 3.6
	0.45

	Relative Body Fat (%)
	16.5 ± 1.4
	16.5 ± 1.4
	15.2 ± 1.7
	0.79

	Dietary Energy Intake (kcal. kg-1.day−1)
	43.3 ± 3.9
	47.9 ± 8.0
	48.2 ± 6.4
	0.81

	Dietary Protein Intake (g.kg-1.day−1)
	1.7 ± 0.2
	1.9 ± 0.3
	1.9 ± 0.3
	0.71

	Dietary Calcium Intake (mg.kg-1.day− 1)
	1351 ± 127.6
	1648 ± 147.6
	1518 ± 158.7
	0.34

	24 h Energy Intakea (kcal.kg-1.day− 1)
	55.2 ± 4.9
	51.5 ± 4
	53.3 ± 3.9
	0.83

	24 h Protein Intakea (g.kg-1.day− 1)
	1.4 ± 0.1
	1.3 ± 0.1
	1.4 ± 0.1
	0.73

	24 h Calcium Intakea (mg.kg-1.day− 1)
	1340 ± 80
	1366 ± 81.1
	1365 ± 127.6
	0.98

	Training Experience (years)
	4.6 ± 1.4
	5.2 ± 1.7
	4.8 ± 1.9
	0.68

	Training Frequency (sessions·wk.− 1)
	5.6 ± 1.3
	6.4 ± 0.9
	5.5 ± 1.4
	0.09


PHV=Peak Height Velocity. The 24 h values refer to the nutritional intake during the study duration. aThe 24 h values refer to the intake during the study duration and both the protein and nutritional intake values do not include the supplements received



During the 24 h between testing days, participants were asked to self-record their food consumption, in order to control for potential differences among groups in terms of dietary energy and protein intake above and beyond the beverages received. Indeed, there were no differences between groups in either the habitual dietary intakes or the intake during the 24 h duration of the study (Table 1). During the 24 h of the study all groups reported lower protein intake than what they reported to habitually consume prior to the study (1.3–1.4 versus 1.8–1.9 mg.kg-1.day− 1, respectfully). This difference may be due to the standardized non-protein breakfast and the non-protein lunch provided during the experimental day. Thus, the difference among the groups in terms of the protein intake was indeed the total 0.6 mg.kg-1.day− 1 of whey protein consumed by this group.

Measurements
Baseline measurements
Body mass was measured using the InBody520 bioelectrical impedance analysis system (Biospace.228, Los Angeles, CA, USA) to the nearest 0.1 kg. Height and sitting height were measured using a Seca 213 Portable Stadiometer (CME Corp., Warwick, RI, USA) to the nearest 0.1 cm. Measurements were taken wearing light clothing and no shoes. Maturity offset (years from the age of peak height velocity) was calculated based on height, sitting height and body mass measurements, as described by Mirwald et al. [22].
In addition, study participants had to describe the level of competition, the number of years participating in that sport as well as exercise sessions per week and workout duration. To evaluate dietary intake, the swimmers filled out the Block Questionnaire that is designed to assess dietary habits through a recall of foods eaten in the last 6 months [23]. We specifically used the adult version of the Block Questionnaire, which we have previously used in adolescent populations [24]. Parental assistance was allowed, if needed. All responses were analyzed by NutritionQuest (Berkley, CA., USA). Food consumption across the 24 h testing period was self-reported using a 24 h food-record, which was then analyzed using ESHA nutritional software [25].

Blood analysis
Blood samples were aliquoted and stored in a -80 °C freezer until blood analysis. Serum and plasma were stored in labelled 1.5 mL Eppendorf tubes. After every blood collection, hematocrit was measured [26]. This measurement is important to determine exercise-induced changes in plasma volume, which can affect serum concentrations [27]. Relative change in plasma volume (%ΔPV) was estimated using the Van Beaumont equation below [28]:
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Where Hct1 is hematocrit at baseline, and Hct2 is hematocrit at each post baseline measurements. The %ΔPV was used to adjust serum concentrations of CTXI and PINP after the multiple bouts of exercise 8 h and 24 h from baseline.
The bone markers measured are both matrix-derived markers recognized by both the International Federation of Clinical Chemistry and Laboratory Medicine (IFCC) and the International Osteoporosis Foundation (IOF) as the main markers to predict future osteoporosis [29]. PINP is a well-accepted marker of bone formation, produced by the formation of type I procollagen by osteoblasts [30] and CTXI is one of the main bone resorption markers released from the breakdown of type I collagen in the initiation of the bone turnover process [31]. Serum concentrations of CTXI and PINP were measured in duplicate by standard laboratory techniques on a microplate reader at 450 nm optical density. CTXI concentrations were measured by an immunochemiluminometric assay (Elabscience, China). The CTXI assay detection range was 0.16–10 ng/ml. The CTXI inter-assay coefficient of variation (CV) was 9.33% and the intra-assay CV was 11.62%. Serum PINP was assessed using a radioimmunoassay (Bioassay Technology laboratory, Shanghai, China). The PINP inter-assay CV was 7.58%, intra-assay CV was 3.85%. Serum PINP concentrations were measured in ng/ml. The normal detection range for this assay was 5–2000 ng/ml. Serum concentrations of estradiol were also measured in duplicate using an ELISA assay (human estradiol E2 kit, Abcam, Toronto, Ontario, Canada). The estradiol inter-assay CV was 5.24%, intra-assay CV was 8%. a sensitivity of 10–1000 pg/ml with 101.3% recovery in serum.
In addition, we applied the method by Bieglmayer & Kudlacek [32] to calculate the balance and the rate of bone turnover as indirect indices of the overall effect on bone. This method compares the multiple of medians (MoM) of a formation (PINP) and a resorption (CTXI) marker, which provide a measure of how far an individual’s result deviates from the median. Briefly, the MoM was calculated for each marker using the serum concentrations within each group at the respective timepoint. The bone turnover balance at a specific time point was then calculated as: Bone Turnover Balance = MoMF/MoMR, where MoMF is the MoM of PINP as the formation marker and MoMR is the MoM of CTXI as the resorption marker [32]. The MoM values were also used to calculate bone turnover rate, i.e., how fast or slow the turnover occurs, based on the following equation: Bone Turnover Rate = √(MoMF2 + MoMR2) [32]. This standardization method represents the balance of bone formation and resorption, together with the rate of bone turnover, although it does not necessarily reflect the bone remodeling unit and is not a direct assessment at the tissue level. The utility of this standardization method to indicate the overall balance between bone resorption and formation has been previously shown in adults [33–36], although there is no evidence about their use in children and adolescents.


Statistical analysis
Statistical analyses were performed using SPSS version 25.0 for Windows. There were 4 missing samples from a total of 174 blood samples used in this study (58 participants × 3 sampling times). Missing values (4 out of 174 cases for PINP and 4 out of 174 cases for CTXI) were replaced with the group mean value at the corresponding time point [37]. Outlier values, i.e., z-scores above or below two standard deviations (13 out of 174 cases for CTXI and 8 out of 174 cases for PINP), were trimmed with less extreme values using the group mean value ±2 standard deviations at the corresponding time point. This outlier treatment has been previously recommended to retain their extremeness within the range limits of the dataset and help to normalize the data [38, 39]. Data were then screened for normality using the Kolmogorov-Smirnov test, z-scores for skewness and kurtosis of ±3 and visual screening of histograms for symmetry. The screening showed that CTXI and PINP, as well as the bone turnover rate and balance, were not normally distributed and were therefore log-transformed for the analysis. Figures present absolute values, not log-transformed.
A series of one-way ANOVAs were performed to determine whether there were any group differences in anthropometric measures, training, as well as habitual energy and protein intake at baseline A three-way (time-by-group-by-sex) analysis of variance for repeated measures (RM-ANOVA) was performed to assess changes in the CTXI and PINP concentrations after both beverages were consumed, i.e., at 8 h and 24 h, relative to their concentrations at rest. Specifically, in order to overcome the non-uniformity bias when comparing individuals who differ in absolute concentrations, the CTXI and PINP concentrations at 8 and 24 h were expressed as a percentage of their concentration at baseline. In the event of a significant main effect or interaction, pairwise post-hoc comparisons with appropriate Bonferroni adjustment were performed. An alpha value of p < 0.05 was used to determine statistical significance.


Results
There were no significant differences between groups in terms of age, maturity offset, resting estrogen concentrations for females, physical characteristics, training volume and dietary intake (Table 1). Table 2 presents the absolute concentrations of CTXI and PINP for each group and at each time point. Although non statistically significant, there was a 16–42% difference in the baseline concentrations of PINP and 18–20% difference in the baseline concentrations of CTXI amongst the groups. Therefore, the CTXI and PINP concentrations at 8 h and 24 h were expressed relative to their baseline for further analysis.
Table 2Circulating levels of bone turnover markers and indices of bone turnover rate and balance for each group (protein, carbohydrate, water) at baseline, i.e. morning, fasted resting concentrations, as well as at 8 and 24 h. Data are presented as mean ± SEM


	Variables
	Protein (n = 21)
	Carbohydrate (n = 19)
	Water (n = 18)
	Between Groups (P value!)

	CTXI (ng.ml−1)

	 Baseline
	0.46 ± 0.07
	0.56 ± 0.09
	0.45 ± 0.08
	0.58

	 8 h
	0.54 ± 0.07
	0.56 ± 0.08
	0.42 ± 0.06
	0.44

	 24 h
	0.42 ± 0.07
	0.55 ± 0.09
	0.41 ± 0.07
	0.42

	PINP (ng.ml−1)

	 Baseline
	376.7 ± 108.1
	650.0 ± 158.1
	547.5 ± 131.5
	0.32

	 8 h
	403.5 ± 122.1
	678.1 ± 153.2
	547.0 ± 133.1
	0.32

	 24 h
	362.1 ± 104.8
	581.7 ± 129.9
	535.4 ± 132.5
	0.35

	BT Balance

	 Baseline
	2.0 ± 0.6
	2.2 ± 0.7
	2.7 ± 0.9
	0.84

	 8 h
	2.8 ± 0.9
	2.1 ± 0.6
	1.7 ± 0.6
	0.64

	 24 h
	2.4 ± 0.8
	2.0 ± 0.7
	2.2 ± 0.8
	0.95

	BT Rate

	 Baseline
	2.9 ± 0.6
	2.4 ± 0.3
	2.4 ± 0.3
	0.76

	 8 h
	3.8 ± 0.9
	2.3 ± 0.3
	1.9 ± 0.2
	0.09

	 24 h
	2.4 ± 0.7
	2.0 ± 0.3
	2.2 ± 0.3
	0.16


CTXI Carboxy-terminal collagen crosslinks, PINP Procollagen type 1 intact N-terminal propeptide, BT Balance Bone turnover balance calculated as MoMF/MoMR, where MoM is the Multiple of Median of formation (MoMF) and resorption (MoMR), BT Rate Bone turnover rate calculated as √(MoMF2 + MoMR2). !One-way ANOVAs were performed using log transformed values



For the relative CTXI concentrations at 8 and 24 h, a significant main effect for time was observed, reflecting an overall 11% increase at 8 h. Furthermore, we also found a significant time-by-group interaction reflecting a 22% significant decrease at 24 h in the protein group only (Fig. 2), with no other significant post-hoc differences between groups. No significant main effects or interactions were observed for PINP across time or between groups and sexes (Fig. 3).
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Fig. 2Relative changes in serum concentrations (mean ± SEM) of carboxy-terminal collagen crosslinks (CTXI) following the two post-exercise supplement beverages (i.e., 8 h and 24 h from baseline) in adolescent female and male swimmers, where baseline values are taken as 100%. There was a significant main effect for time (F = 11.48, p = 0.001, ηp2 = 0.18) and a significant time-by-group interaction (F = 4.88, p = 0.001, ηp2 = 0.16), reflecting a significant decrease (*p = 0.04) from 8 h to 24 h in the protein group only



[image: A12970_2020_350_Fig3_HTML.png]
Fig. 3Relative serum concentrations (mean ± SEM) of procollagen type 1 intact N-terminal propeptide (PINP) following the two post-exercise supplement beverages (i.e., 8 h and 24 h from baseline) in adolescent female and male swimmers, where baseline values are taken as 100%. No significant main effects were observed for time, group or sex, and no significant interactions




The bone turnover balance scores derived from Bieglmayer & Kudlacek [32] confirmed that the balance was > 1 (i.e., formation>resorption) at rest and consistently over time, with no differences between groups (Table 2). This is to be expected due to the age of the participants, as bone formation exceeds bone resorption during growth and development [37]. Furthermore, there was a significant time-by-group interaction found for the calculated bone turnover rate, reflecting significantly higher values compared to baseline at 8 h (+ 32%) and 24 h (+ 18%) in the protein group, with no differences over time in the carbohydrate group and significantly lower values at 8 h in the water group (Table 2).

Discussion
This is the first study to examine the effects of whey protein versus carbohydrate consumption immediately following exercise on bone turnover markers (PINP, CTXI) in either athletic or non-athletic youth. The most important finding is the observation that 8 h from baseline, after the swimmers performed a high-intensity swim session and received the full supplement amount, there was an overall significant increase in CTXI, which then significantly dropped at 24 h only in the protein group. Although there are limitations about what these circulating markers of bone turnover can tell us about skeletal site-specific responses, i.e., they can only be suggestive, without reflecting the bone remodeling unit, the combined findings of an acute decrease in CTXI without changes in PINP following whey protein consumption indicates that this could be an effective strategy to stimulate bone turnover and increase bone accrual over time.
Our results of CTXI increasing early after post-exercise protein supplementation followed by its significant decrease at 24 h only in the protein group is a novel finding. An increase in CTXI has been previously shown in adults immediately post-exercise, in absence of supplementation [12]. Thus, our CTXI findings agree with previous studies in adults and suggest that, even with supplementation, CTXI increases may remain for at least 2 h. Previously, protein combined with carbohydrates consumed immediately after exercise decreased CTXI immediately after an exhaustive run in endurance-trained male adults [16]. The difference in findings between the two studies may be because of the different impact of the exercise (low- versus high-impact), or the different age of the athletes, which could also mean a different training experience and volume. Specifically, the adult participants were trained endurance runners who had been training consistently for a minimum of 2 years and for an average running distance of 49.9 ± 12.5 km/week [12], while our participants had been training for an average of 5 years and 6 sessions per week (10–12 h/week). It is possible that during growth, responses to exercise and dietary supplements differ between child and adult populations.
PINP did not show any significant differences across time in any of the three groups. This result is supported by previous literature documenting that formation markers are less responsive to acute bouts of exercise than resorption markers [40, 41]. It is possible that 24 h may not be sufficiently long to see a significant change in PINP. On the other hand, the absence of a PINP response is in line with the notion that low-impact activities like swimming do not provide sufficient mechanical loading to stimulate bone formation in this age group [10], and this seems to be true irrespective of its high intensity and the supplementation. A previous study in adults reported an immediate increase in PINP following intense running with post-exercise consumption of a protein combined with a carbohydrate beverage [16]. Specifically, this study reported PINP concentrations to significantly increase by the end of intense treadmill running (at 75% of VO2max to exhaustion), but then decreasing to below baseline levels by 1 h post-exercise in all trials, irrespective of the type of beverage. However, in addition to the high-impact activity, the post-exercise energy intake was higher in this adult study. Additionally, we did not have a swimmer group who consumed a combined beverage. Our groups consumed either whey protein or carbohydrate and did not show any significant change in PINP post-exercise. It is possible that there is an additive effect of the protein and carbohydrate combined consumption, along with the higher total energy intake. An alternative reason for not finding acute time and group effects on the PINP response might be that exercise has cumulative effects on bone formation and that these effects may be apparent only following longer-term training and post-exercise protein intake. For example, a recent study in young men has shown increases in PINP after 12 weeks of resistance training and post-exercise supplementation of high-protein yogurt but no change in PINP following just 1 week of training [42]. Additionally, it should be noted that our participants were adolescents, in whom formation markers of bone turnover are potentially already chronically elevated, reflecting the high rate of linear growth and bone accretion [43]. Specifically, PINP has been reported to reach its highest concertation in 14 years old boys [44]. Thus, it seems logical that the benefits of protein supplementation on bone turnover are more apparent in the process less activated during growth, i.e., bone resorption.
Sale et al. (2015) [17] found that, in young adults, carbohydrate consumption provided after strenuous exercise led to lower PINP and CTXI concentrations 2 h post-exercise, which then returned to baseline in the subsequent days. In the present study, PINP and CTXI levels were used to calculate balance and rate, as described by Bieglmayer and Kudlacek [32]. In addition to the delayed drop in CTXI, the protein group also had a significantly higher calculated rate of bone turnover at 8 h and up to 24 h post baseline, which was not observed in the other groups. The carbohydrate group, which consumed an isocaloric beverage, seems to have maintained bone turnover rate, while the control group, which consumed only flavoured water (non-caloric beverage), showed a small but significant decrease in bone turnover rate from baseline to 8 h and up to 24 h. Since the groups had no differences in energy and macronutrients consumed during the study, we can speculate that the difference between the control and carbohydrate group is in the extra energy consumed from the beverage (i.e. ~ 144 kcals), which appears to have been sufficient to maintain the levels of bone turnover, while the whey protein, along with the added calcium (~ 6 mg per beverage), may have had an additional beneficial effect on bone at the 24 h time point. Interestingly, during the 24 h of the study all groups reported lower protein intake than what they reported to regularly consume prior to the study. This difference could be a factor in the results, especially for the water group, and can probably be attributed to the standardized non-protein breakfast and the non-protein lunch provided during the course of the study.
Our findings on the beneficial effects of whey protein are supported by results of previous studies showing that protein promotes bone deposition in children, increases bone turnover in adults and minimizes bone loss in elderly people [45–47]. This increase in bone turnover is important in younger populations as it is believed that higher rates of bone turnover are associated with greater bone growth [43]. However, there are no previous studies using protein supplementation combined with exercise to examine bone turnover markers in children. There is only one previous study that examined the chronic response of 10 g versus 20 g of protein supplementation in New Guinea children with the control group following the typical (low-protein) diet served at school, which involves mostly vegetable sources of protein, and specifically, 50% of protein intake from sweet potatoes [45]. After 8 months, they found that the children who received 20 g of protein showed greater increments of growth (height and weight) and skeletal maturation compared to the control group consuming the traditional low protein diet. Although this study is not a direct comparison to ours, since it examined chronic supplementation and it did not involve exercise, the results of both studies combined suggest that protein supplementation has the potential to positively affect bone in children.
A major strength of this study lies with the specific population assessed, as swimmers are suspect for being at risk for suboptimal bone accretion, due to the low-impact nature of the activity [10]. Adolescence is a crucial period for bone mineral accrual [1], so studying the combined effects of intense training and protein consumption on bone metabolism in a population that may need it more is important. Another strength of this study is that the three groups were matched for age, sex and body mass, all of which could potentially affect bone metabolism. In addition, all measurements were done in the morning and after a standardized breakfast, thus eliminating diurnal fluctuations and nutritional effects. This was important because CTXI is known to be at its peak during morning hours and influenced by food intake [31].
The study also has its limitations. An intrinsic limitation of this study is that CTXI and PINP are measured in serum, which limits their utility in providing a mechanistic understanding of any changes in the bone unit locally. Another potential limitation is that the whey protein isolate contained ~ 6 mg of calcium per beverage, which arguably may have contributed to the effect on bone at the 24 h time point. However, this is a very small amount given the high RDA for calcium in this age group (1300 mg), and since all groups were above the RDA during the 24 h of the study, it is unlikely that the effect of the additional 12 mg of total calcium received during the day was impactful. Of note, despite the observed positive post-exercise changes in the protein group marked by a decrease in CTXI from 8 h to 24 h, this was only an acute trial. It does not allow for drawing conclusions regarding potential long-term benefits of protein supplementation on bone. Future studies are needed to determine the effects of long-term protein supplementation and exercise on bone metabolism in young athletes. Another limitation of the study is that, while we used two beverages of 0.3 g.kg− 1 of body mass each, it is unknown whether this is the optimal dose of whey protein to achieve maximal effect on bone. Future research should examine the effects of different doses of protein on bone in youth.

Conclusions
The consumption of two whey protein beverages following an intense swimming trial resulted in a significant delayed decrease in CTXI from 8 h to 24 h-post exercise, which followed its initial post-exercise increase, and no change in PINP for up to 24 h in adolescent swimmers. Any lifestyle strategy that can promote bone accretion in adolescent swimmers is beneficial because it can lead to a higher peak bone mass and improvement in bone mineral density in the long term. Future research should focus on the long-term benefits of protein consumption on bone turnover markers in combination with a chronic exercise training in children and adolescents, especially those who participate in demanding, low impact sports.

Acknowledgements
We would like to thank all our participants for participating in our study, all graduate (T. Adebero, R. Kouvelioti, N. Kurgan, Z. Root) and undergraduate students (D. Szkaradek), as well as the phlebotomists and lab coordinators (R. Dotan, J. Gabrie) for their assistance with different parts of the study.

Authors’ contributions
The study was designed by PK, BF, BM and AJ. Data were collected by AT, BM, BF and PK. Data were analyzed and interpreted by AT, DV and PK. Manuscript preparation was undertaken by AT, BM, BF, AJ, DV and PK. All authors approved the final version of the paper.

Funding
The study was funded by a National Science Engineer Research Council of Canada (NSERC) grant to PK (grant #2015–04424) and by a Doctoral Scholarship awarded to BM from MITACS to PK (grant #IT08117).

Availability of data and materials
The data that support the findings of this study are available on request from the corresponding author [PK]. The data are not publicly available due to REB restrictions.

Ethics approval and consent to participate
The study received clearance from the Brock University Research Ethics Board (REB #16–279 and #18–296), the Canadian Sport Institute of Ontario (#16–04) and Health Canada (File #229774). All participants and their parents/guardians received detailed explanation on the all tests and procedures and signed an informed consent/assent form.

Consent for publication
This manuscript does not contain any individual person’s data in any form.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by/​4.​0/​. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

References
1.
Rauch F, Bailey DA, Baxter-Jones A, Mirwald R, Faulkner R. The “muscle-bone unit” during the pubertal growth spurt. Bone. 2004 May;34(5):771–5.PubMed

2.
Meyer F, O’Connor H, Shirreffs SM. International Association of Athletics Federations. Nutrition for the young athlete. J Sports Sci. 2007;25(Suppl 1):S73–82.PubMed

3.
Canada H. Dietary Reference Intakes Tables. AEM. 2005 [Cited 30 Dec 2019]. Available from: https://​www.​canada.​ca/​en/​health-canada/​services/​food-nutrition/​healthy-eating/​dietary-reference-intakes/​tables.​html.

4.
Ilich JZ, Kerstetter JE. Nutrition in bone health revisited: a story beyond calcium. J Am Coll Nutr. 2000;19(6):715–37.PubMed

5.
Bonjour J-P, Ammann P, Chevalley T, Rizzoli R. Protein intake and bone growth. Can J Appl Physiol. 2001;26(S1):S153–66.PubMed

6.
Pellet PL. Protein requirements in humans. Am J Clin Nutr. 1990;51(5):723–37.PubMed

7.
Volterman KA, Atkinson SA. Protein needs of physically active children. Pediatr Exerc Sci. 2016;28(2):187–93.PubMed

8.
ADA, DC & ACSM. Position of dietitians of Canada, the American dietetic association, and the American College of Sports Medicine: nutrition and athletic performance. Can J Diet Pract Res. 2000;61(4):176–92.

9.
Phillips SM, Van Loon LJC. Dietary protein for athletes: from requirements to optimum adaptation. J Sports Sci. 2011;29(Suppl 1):S29–38.PubMed

10.
Gomez-Bruton A, Montero-Marín J, González-Agüero A, García-Campayo J, Moreno LA, Casajús JA, et al. The effect of swimming during childhood and adolescence on bone mineral density: a systematic review and meta-analysis. Sports Med. 2016;46(3):365–79.PubMed

11.
Kouvelioti R, Kurgan N, Falk B, Ward WE, Josse AR, Klentrou P. Response of Sclerostin and bone turnover markers to high intensity interval exercise in young women: does impact matter? Biomed Res Int. 2018;2018:1–8.

12.
Kouvelioti R, LeBlanc P, Falk B, Ward WE, Josse AR, Klentrou P. Effects of high-intensity interval running versus cycling on Sclerostin, and markers of bone turnover and oxidative stress in young men. Calcif Tissue Int. 2019;104(6):582–90.PubMed

13.
Hoffman JR, Falvo MJ. Protein - which is best? J Sports Sci Med. 2004;3(3):118–30.PubMedPubMedCentral

14.
Hoffman JR, Ratamess NA, Kang J, Falvo MJ, Faigenbaum AD. Effects of protein supplementation on muscular performance and resting hormonal changes in college football players. J Sports Sci Med. 2007;6(1):85–92.PubMedPubMedCentral

15.
Schoenfeld BJ, Aragon A, Wilborn C, Urbina SL, Hayward SE, Krieger J. Pre- versus post-exercise protein intake has similar effects on muscular adaptations. Peer J. 2017;5:1 [Cited 2020 Jan 2]. Available from: https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​articles/​PMC5214805/​.

16.
Townsend R, Elliott-Sale KJ, Currell K, Tang J, Fraser WD, Sale C. The effect of Postexercise carbohydrate and protein ingestion on bone metabolism. Med Sci Sports Exerc. 2017;49(6):1209–18.PubMed

17.
Sale C, Varley I, Jones TW, James RM, Tang JCY, Fraser WD, et al. Effect of carbohydrate feeding on the bone metabolic response to running. J Appl Physiol. 2015 Oct;119(7):824–30.PubMedPubMedCentral

18.
Szulc P, Naylor K, Hoyle NR, Eastell R, Leary ET. National Bone Health Alliance Bone Turnover Marker Project. Use of CTX-I and PINP as bone turnover markers: National Bone Health Alliance recommendations to standardize sample handling and patient preparation to reduce pre-analytical variability. Osteoporos Int. 2017;28(9):2541–56.PubMed

19.
Candow DG, Chilibeck PD, Facci M, Abeysekara S, Zello GA. Protein supplementation before and after resistance training in older men. Eur J Appl Physiol. 2006;97(5):548–56.PubMed

20.
Moore DR, Volterman KA, Obeid J, Offord EA, Timmons BW. Postexercise protein ingestion increases whole body net protein balance in healthy children. J Appl Physiol. 2014;117(12):1493–501.PubMed

21.
Argopur Davisco Business Unit. BiPro Protein Powder [Internet]. BiPro USA. [Cited 17 Oct 2018]. Available from: https://​www.​biprousa.​com/​shop/​bipro-chocolate.

22.
Mirwald RL, Baxter-Jones ADG, Bailey DA, Beunen GP. An assessment of maturity from anthropometric measurements. Med Sci Sports Exerc. 2002;34(4):689–94.PubMed

23.
Subar AF, Thompson FE, Kipnis V, Midthune D, Hurwitz P, McNutt S, et al. Comparative validation of the block, Willett, and National Cancer Institute food frequency questionnaires the eating at America’s table study. Am J Epidemiol. 2001;154(12):1089–99.PubMed

24.
Dekker J, Nelson K, Kurgan N, Falk B, Josse A, Klentrou P. Wnt signaling-related Osteokines and transforming growth factors before and after a single bout of plyometric exercise in child and adolescent females. Pediatr Exerc Sci. 2017;29(4):504–12.PubMed

25.
Vilela S, Severo M, Moreira T, Ramos E, Lopes C. Evaluation of a short food frequency questionnaire for dietary intake assessment among children. Eur J Clin Nutr. 2018;30:1.

26.
Strumia MM, Sample AB, Hart ED. An improved micro hematocrit method. Am J Clin Pathol. 1954;24(9):1016–24.PubMed

27.
Rotstein A, Falk B, Einbinder M, Zigel L. Changes in plasma volume following intense intermittent exercise in neutral and hot environmental conditions. J Sports Med Phys Fitness. 1998;38(1):24–9.PubMed

28.
Van Beaumont W. Evaluation of hemoconcentration from hematocrit measurements. J Appl Physiol. 1972;32(5):712–3.PubMed

29.
Vasikaran S, Cooper C, Eastell R, Griesmacher A, Morris HA, Trenti T, et al. International Osteoporosis Foundation and International Federation of Clinical Chemistry and Laboratory Medicine position on bone marker standards in osteoporosis. Clin Chem Lab Med. 2011;49(8):1271–4.PubMed

30.
Lee J, Vasikaran S. Current recommendations for laboratory testing and use of bone turnover markers in management of osteoporosis. Ann Lab Med. 2012 Mar;32(2):105–12.PubMedPubMedCentral

31.
Seibel MJ. Biochemical markers of bone turnover part I: biochemistry and variability. Clin Biochem Rev. 2005;26(4):97–122.PubMedPubMedCentral

32.
Bieglmayer C, Kudlacek S. The bone marker plot: an innovative method to assess bone turnover in women. Eur J Clin Investig. 2009;39(3):230–8.

33.
Nakatoh S. The importance of assessing the rate of bone turnover and the balance between bone formation and bone resorption during daily teriparatide administration for osteoporosis: a pilot study. J Bone Miner Metab. 2016;34(2):216–24.PubMed

34.
Shieh A, Han W, Ishii S, Greendale GA, Crandall CJ, Karlamangla AS. Quantifying the balance between Total bone formation and Total bone resorption: an index of net bone formation. J Clin Endocrinol Metab. 2016;101(7):2802–9.PubMedPubMedCentral

35.
Obermayer-Pietsch B, Schwetz V. Utility of the determination of biomarkers of bone metabolism. In: Pietschmann P, editor. Principles of Osteoimmunology: molecular mechanisms and clinical applications. Cham: Springer International Publishing; 2016. p. 125–48. https://​doi.​org/​10.​1007/​978-3-319-34238-2_​6.Crossref

36.
Eastell R, Robins SP, Colwell T, Assiri AMA, Riggs BL, Russell RGG. Evaluation of bone turnover in type I osteoporosis using biochemical markers specific for both bone formation and bone resorption. Osteoporos Int. 1993;3(5):255–60.PubMed

37.
Rauchenzauner M, Schmid A, Heinz-Erian P, Kapelari K, Falkensammer G, Griesmacher A, et al. Sex- and age-specific reference curves for serum markers of bone turnover in healthy children from 2 months to 18 years. J Clin Endocrinol Metab. 2007;92(2):443–9.PubMed

38.
Field A. Discovering Statistics Using SPSS. 3rd Edition. London: Sage Publications Ltd.; 2009. p. 857.

39.
Pallant J. SPSS survival manual: a step-by-step guide to data analysis using SPSS for windows (versions 10 and 11); [applies to SPSS for windows up to version 11]. Reprinted. Buckingham: Open Univ. Press; 2003. p. 286.

40.
Guillemant J, Le HCT, Maria AH, Guillemant S. Acute effects of oral calcium load on parathyroid function and on bone resorption in young men. Am J Nephrol. 2000;20(1):48–52.PubMed

41.
Scott JPR, Sale C, Greeves JP, Casey A, Dutton J, Fraser WD. The effect of training status on the metabolic response of bone to an acute bout of exhaustive treadmill running. J Clin Endocrinol Metab. 2010;95(8):3918–25.PubMed

42.
Bridge AD, Brown J, Snider H, Ward WE, Roy BD, Josse AR. Consumption of Greek yogurt during 12 weeks of high-impact loading exercise increases bone formation in young, adult males – a secondary analysis from a randomized trial. Appl Physiol Nutr Metab. 2020 Jan;45(1):91–100.PubMed

43.
Jürimäe J. Interpretation and application of bone turnover markers in children and adolescents. Curr Opin Pediatr. 2010;22(4):494–500.PubMed

44.
Bayer M. Reference values of osteocalcin and procollagen type I N-propeptide plasma levels in a healthy central European population aged 0–18 years. Osteoporos Int. 2014;25(2):729–36.PubMed

45.
Lampl M, Johnston FE, Malcolm LA. The effects of protein supplementation on the growth and skeletal maturation of new Guinean school children. Ann Hum Biol. 1978;5(3):219–27.PubMed

46.
Ballard TL, Clapper JA, Specker BL, Binkley TL, Vukovich MD. Effect of protein supplementation during a 6-mo strength and conditioning program on insulin-like growth factor I and markers of bone turnover in young adults. Am J Clin Nutr. 2005;81(6):1442–8.PubMed

47.
Hannan MT, Tucker KL, Dawson-Hughes B, Cupples LA, Felson DT, Kiel DP. Effect of dietary protein on bone loss in elderly men and women: the Framingham osteoporosis study. J Bone Miner Res. 2000;15(12):2504–12.PubMed



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A12970_2020_350_Fig1_HTML.png
Day 1 Day 2

r 1 o
o
Oh °
(Baseline) 3h 5h 8h 24h
"’ §99
@ I
/ / /
v v






OEBPS/A12970_2020_350_Article_Equa.gif
—Het2
Guapy = 100 100derl - Ha2)
100 - Hetl Her2





OEBPS/A12970_2020_350_Fig3_HTML.png
PINP (% of baseline)

120

115

100

95

90

m8h E24h

Protein Group (N=21)

Carbohydate Group
(N=19)

Water Group (N=18)





OEBPS/contact.gif





OEBPS/A12970_2020_350_Fig2_HTML.png
CTXI (7 of baseline)
2 3 2 2 B R B o
o (3] o [4,] o [$,] o (3}

©
(&)

©
o

il

m8h @24h

L

Protein Group (N=21)

Carbohydate Group
(N=19)

Water Group (N=18)





