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obJeCtive Extracorporeal shock wave therapy (ESWT) is widely used to treat various human diseases. Low-energy 
ESWT increases expression of vascular endothelial growth factor (VEGF) in cultured endothelial cells. The VEGF 
stimulates not only endothelial cells to promote angiogenesis but also neural cells to induce neuroprotective effects. A 
previous study by these authors demonstrated that low-energy ESWT promoted expression of VEGF in damaged neural 
tissue and improved locomotor function after spinal cord injury (SCI). However, the neuroprotective mechanisms in the 
injured spinal cord produced by low-energy ESWT are still unknown. In the present study, the authors investigated the 
cell specificity of VEGF expression in injured spinal cords and angiogenesis induced by low-energy ESWT. They also 
examined the neuroprotective effects of low-energy ESWT on cell death, axonal damage, and white matter sparing as 
well as the therapeutic effect for improvement of sensory function following SCI.
MethoDs Adult female Sprague-Dawley rats were divided into the SCI group (SCI only) and SCI-SW group (low-
energy ESWT applied after SCI). Thoracic SCI was produced using a New York University Impactor. Low-energy ESWT 
was applied to the injured spinal cord 3 times a week for 3 weeks after SCI. Locomotor function was evaluated using 
the Basso, Beattie, and Bresnahan open-field locomotor score for 42 days after SCI. Mechanical and thermal allodynia 
in the hindpaw were evaluated for 42 days. Double staining for VEGF and various cell-type markers (NeuN, GFAP, and 
Olig2) was performed at Day 7; TUNEL staining was also performed at Day 7. Immunohistochemical staining for CD31, 
a-SMA, and 5-HT was performed on spinal cord sections taken 42 days after SCI. Luxol fast blue staining was per-
formed at Day 42.
resULts Low-energy ESWT significantly improved not only locomotion but also mechanical and thermal allodynia 
following SCI. In the double staining, expression of VEGF was observed in NeuN-, GFAP-, and Olig2-labeled cells. Low-
energy ESWT significantly promoted CD31 and a-SMA expressions in the injured spinal cords. In addition, low-energy 
ESWT significantly reduced the TUNEL-positive cells in the injured spinal cords. Furthermore, the immunodensity of 
5-HT–positive axons was significantly higher in the animals treated by low-energy ESWT. The areas of spared white 
matter were obviously larger in the SCI-SW group than in the SCI group, as indicated by Luxol fast blue staining.
ConCLUsions The results of this study suggested that low-energy ESWT promotes VEGF expression in various 
neural cells and enhances angiogenesis in damaged neural tissue after SCI. Furthermore, the neuroprotective effect of 
VEGF induced by low-energy ESWT can suppress cell death and axonal damage and consequently improve locomotor 
and sensory functions after SCI. Thus, low-energy ESWT can be a novel therapeutic strategy for treatment of SCI.
http://thejns.org/doi/abs/10.3171/2016.4.SPINE15923
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Secondary neural tissue damage after spinal cord in-
jury (SCI) is caused, in part, by ischemia, cellular 
and tissue edema, and oxidative damage.19 Com-

promised blood flow, hemorrhage, cord compression, in-
travascular thrombosis, and vasospasm induce ischemia, 
which initiates events that counteract oxygenation, nutri-
tion delivery, and angiogenesis.63 Secondary neural tissue 
damage worsens neurological symptoms following SCI.69 
Recent studies have shown that angiogenesis plays a criti-
cal role in recovery after SCI.50 Reducing blood loss, pro-
moting new blood vessel formation, and restoring blood 
supply to the lesions may contribute to reduction of the 
secondary neural damage and to recovery from SCI.13

Extracorporeal shock wave therapy (ESWT) was first 
applied to a patient to break up kidney stones in 1980.8 
Shock wave treatment has previously been clinically es-
tablished as an effective and safe treatment for lithotripsy 
and chronic plantar fasciitis.2,52,67 Application of shock 
waves can induce cavitation (a micrometer-sized violent 
collapse of bubbles) in the cells.1 The physical force gener-
ated by the cavitation produces localized shear stress on 
cell surface membranes.15 The stress to the cells caused 
by the shock wave may cause various biochemical ef-
fects.9,17,38,39,55,61,66 Low-energy ESWT has been shown to 
increase vascular endothelial growth factor (VEGF) ex-
pression in ischemic tissues in vivo and to promote an-
giogenesis and functional recovery in models of chronic 
myocardial ischemia, myocardial infarction, and peripher-
al artery disease.16,27–29,33,41,45,57,65 VEGF has been shown to 
be a potent stimulator of angiogenesis and to affect blood 
vessel permeability modulated by vascular permeability 
factor3,11 via the phosphotyrosine kinase receptors Flt-1 
and Flk-1 (VEGF-R1 and -R2).49,68 

Previous studies have demonstrated the therapeutic po-
tential of VEGF in treating SCI.9,32,53,58 Administration of a 
transcription factor engineered to increase VEGF expres-
sion suppressed axonal degeneration and apoptosis and 
promoted vascularity in a model of SCI.32 In addition, ad-
ministration of recombinant VEGF increased the amount 
of spared tissue and blood vessels and reduced cell death 
and locomotor impairment after SCI.58 On the other hand, 
endogenous expression of VEGF in injured spinal cord 
has been shown to significantly decrease after SCI.19 A 
neuroprotective effect of VEGF has been suggested by 
Oosthuyse et al.,46 who demonstrated that deletion of the 
hypoxia-response element in the VEGF promoter caused 
adult-onset progressive motoneuron degeneration. We 
have previously demonstrated that low-energy ESWT sig-
nificantly increased expressions of VEGF and Flt-1 in the 
spinal cord without any detrimental effect. Our previous 
study showed that ESWT significantly increased the ex-
pression of VEGF at 7 days after SCI.59

In our previous study, low-energy ESWT significantly 
reduced neuronal loss in damaged neural tissue and im-
proved locomotor function after SCI. These results dem-
onstrated that low-energy ESWT enhanced the neuro-
protective effect of VEGF and led to locomotor recovery 
after SCI.59 However, the effects of low-energy ESWT on 
the cell specificity of VEGF protein expression and an-
giogenesis remain unknown. The neuroprotective mecha-
nism in the injured spinal cord and the therapeutic effect 

on sensory function produced by low-energy ESWT also 
are unclear. The purpose of this study was to investigate 
the effect of low-energy ESWT on angiogenesis and cell 
specificity of VEGF expression in the injured spinal cord. 
We also examined the neuroprotective effects of low-
energy ESWT on neural cell death, axonal damage, and 
white matter sparing as well as a therapeutic effect for the 
improvement of sensory function after SCI.

Methods
experimental animals

All experimental procedures were approved by the In-
stitutional Animal Care and Use Committee of Tohoku 
University. All efforts were made to minimize the number 
of animals used and to decrease the suffering of the ani-
mals used in the study.

A total of 60 adult female Sprague-Dawley rats (body 
weight, 250–300 g) were used (CLEA Japan). The rats 
were randomly divided into the following 2 groups: the 
SCI group (SCI only) and the SCI-SW group (low-energy 
ESWT applied after SCI). Random group allocation was 
performed to prevent bias in the study. Ten rats from each 
experimental group were used to evaluate locomotor func-
tion. Five rats from each experimental group were used 
to evaluate sensory function. Eight or 10 rats per group 
were used for CD31 and a-SMA staining. Four or 5 rats 
from each experimental group were used for 5-HT stain-
ing, white matter staining, and TUNEL staining. The rats 
were housed 2 or 3 per cage and kept at a temperature of 
24°C with free access to water and food before and after 
surgery.

spinal Cord injury
The rats were anesthetized with 1.25% halothane in 

an oxygen/nitrous oxide (30%/70%) gas mixture. Dur-
ing surgery, the rectal temperature was monitored and 
maintained at 37.0°C ± 0.5°C by a heating pad (Fine Sci-
ence Tools Inc.). The skin above the vertebral column was 
shaved and cleaned using an antiseptic. A midline skin 
incision was made, and the laminae of the T8–12 verte-
brae were exposed. The T9–11 vertebrae were laminec-
tomized to expose the dorsal cord surface with the dura 
mater intact. The vertebral column was stabilized using 
angled clamps attached to the T-8 and T-12 transverse pro-
cesses. An SCI was induced using a New York University 
Impactor (W.M. Keck Center).6,20 A 10-g rod was dropped 
from a height of 12.5 mm onto the T-10 segment. The 
impact rod was removed immediately after injury. The 
contusion height and velocity were monitored. Animals 
were excluded immediately when height or velocity errors 
exceeded 10%.5,48 The muscles and skin were closed in 
layers. Bladders were expressed twice a day until sponta-
neous voiding began.

extracorporeal shock wave therapy
Low-energy ESWT was performed by using a com-

mercially available shock wave generator (DUOLITH 
SD1, Storz Medical AG). The animals were anesthetized 
to receive ESWT. On the basis of our previous study re-
sults,16,23,27–29,33,41,45,56,57,65 the shock wave was applied to 
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2 spots on the injured spinal cord 3 times a week for 3 
weeks after SCI (at 0, 2, 4, 7, 9, 11, 14, 16, and 18 days 
after injury). The condition of the shock wave was 0.25 
mJ/mm2, 4 Hz, 200 shots/spot, 2 spots for each treatment, 
as described previously.16,27,33,41,45 The ESWT was applied 
from outside the body to the spinal cord lesion after clos-
ing the wound.59 According to the manufacturer’s proto-
col, the optimal focal point of the shock wave was within 
an area 10 mm wide and 10 mm deep from the tip of the 
probe.

Locomotor Function
Locomotor function was evaluated using the Basso-

Beattie-Bresnahan (BBB) open-field locomotor score for 
6 weeks after SCI.6 Locomotor recovery, including joint 
movements, stepping ability, coordination, and trunk 
stability, can be assessed by the BBB score (range 0–21 
points). A score of 21 indicates unimpaired locomotion as 
observed in uninjured rats. For these evaluations, the rats 
were placed individually in an open field with a nonslip-
pery surface for 4 minutes, and well-trained investigators 
scored them on the BBB in a blinded manner. Before sur-
gery, the rats were placed individually in the open field for 
4 minutes to assure that all subjects consistently obtained 
the maximum score. The BBB scores were measured at 
4 and 24 hours and at 7, 14, 21, 28, 35, and 42 days after 
SCI.70 Animals were excluded when the BBB score was > 
7 at 24 hours after injury.

Mechanical allodynia
To evaluate mechanical sensitivity in the hindpaw, the 

withdrawal threshold was measured using a von Frey fila-
ment (0.25–15 g) applied to the plantar surface. A modi-
fication of the “up-down” method was used to determine 
the value at which paw withdrawal occurred 50% of the 
time.7,10

thermal allodynia
Thermal allodynia was assessed by measuring the 

withdrawal latency of the hindpaws from an infrared heat 
stimulus. On the baisis of Hargreaves’ method, the Plantar 
Test Apparatus (Ugo Basile) was applied through the glass 
floor to the middle of the plantar surface of the rat’s hind-
paws.22 When the animal felt pain and withdrew its paw, 
the photocell switched off and the reaction time counter 
stopped. An average of 3 trials was used as the withdrawal 
latency.

tissue Preparation
At 7 or 42 days after SCI, the rats were overdosed 

with an intraperitoneal injection of 100 mg/kg sodium 
pentobarbital. The rats were transcardially perfused with 
normal saline, followed by 4% paraformaldehyde in 0.1 
M phosphate-buffered saline (PBS) at pH 7.4. For immu-
nohistochemical staining, the spinal cord segments con-
taining the injured site were collected, postfixed in the 
same fixative overnight at 4°C, and embedded in paraffin. 
Serial 7-µm transverse sections around the injured site 
were mounted on slides. A total of 15 sequential sections 
at 500-µm intervals spanning a 7000-µm length in the 

spinal cord centered at the epicenter were prepared. The 
sections were used for immunohistochemical staining as 
described below.

immunohistochemistry 
Immunohistochemical staining for CD31, a-SMA, and 

5-HT was performed using the sections obtained at 7 or 
42 days after SCI. The sections were deparaffinized, re-
hydrated, and washed in PBS for 10 minutes, followed by 
washing with PBS containing 0.3% Tween for 10 minutes 
and blocking with 3% milk and 5% fetal bovine serum 
in 0.01 M PBS for 2 hours. The sections were incubated 
with mouse anti-CD31 antibody (1:100; M0823, Dako) 
or mouse anti-SMA antibody (1:100; M0851, Dako) di-
luted in PBS overnight at 4°C. After rinsing with PBS, 
the sections were incubated with goat anti–mouse IgG 
Alexa Fluor 488 secondary antibody (1:500; Molecular 
Probes) or goat anti–rabbit IgG Alexa Fluor 594 second-
ary antibody (1:500; Molecular Probes) for 1 hour at room 
temperature. The sections were mounted with Vectashield 
containing DAPI to label the nuclei (Vector Laboratories). 
In each experiment, the sections were stained at the same 
time.

Double staining for vegF and various Cell-type Markers
To examine the expression of VEGF in a specific 

population of cells in the injured spinal cord, the trans-
verse sections in the SCI-SW group at 7 days were double 
stained for VEGF and various cell-type markers: NeuN 
for neurons, GFAP for astrocytes, and Olig2 for oligo-
dendrocytes. The sections were incubated with a mixture 
of rabbit anti-VEGF antibody (1:50; sc-152, Santa Cruz 
Biotechnology) and either goat anti-Olig2 (1:100; Santa 
Cruz Biotechnology), mouse anti-GFAP (1:50; Dako), or 
mouse anti-NeuN antibodies (1:100; Chemicon) diluted 
in PBS overnight at 4°C. After rinsing with PBS, the sec-
tions were incubated with a mixture of goat anti–rabbit 
IgG Alexa Fluor 594 antibody (1:500; Molecular Probes) 
and either donkey anti–goat IgG Alexa Fluor 488 (1:500; 
Molecular Probes) or goat anti–mouse IgG Alexa Fluor 
488 antibodies (1:500; Molecular Probes) for 1 hour at 
room temperature. The sections were mounted with 
Vectashield containing DAPI to label the nuclei (Vector 
Laboratories).

white Matter staining
The transverse sections cut at the lesion epicenter and 

at 1500 µm rostral, 1000 µm rostral, 1000 µm caudal, and 
1500 µm caudal from the epicenter 42 days after SCI were 
stained using Luxol fast blue for the myelin. The images 
of the stained sections were captured using a digital pho-
tographic camera, and the spared white matter area of the 
spinal cord was analyzed using the ImageJ 1.42q software 
program. After performing Luxol fast blue staining, the 
spared white matter appeared dark blue and isocellular, 
as seen in healthy neuronal tissue. The damaged or de-
generated white matter appeared to be either blanched 
or replaced by scar tissue that had clusters of cells with 
prominent basophilic nuclei.4,31,60 We analyzed the spared 
white matter areas in both groups.
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immunodensity analysis of CD31, a-sMa, and 5-ht 
staining

After the immunochemical staining with CD31, a-
SMA, and 5-HT, as described above, each section was 
scanned using a confocal microscope (BX 51; Olympus). 
Sections 1500 µm rostral, 1000 µm rostral, 1000 µm cau-
dal, and 1500 µm caudal from the lesion epicenter and at 
the epicenter were chosen for each animal. For imaging, 
we determined in the first microscopy session the appro-
priate setting to avoid signal saturation, and then used that 
same setting thereafter.

Using the ImageJ analysis system, we traced the entire 
spinal cord containing the lesion and perilesional areas 
in each section. Furthermore, we performed automatic 
thresholding for each image using ImageJ to determine 
the threshold for a specific signal. The default threshold 
setting was used, and the thresholding values were main-
tained at constant levels for all analyses. After setting the 
threshold, the immunodensity above the threshold was au-
tomatically calculated.

Counting of tUneL-Positive Cells
To detect DNA fragmentation caused by cell death in 

the injured spinal cord at the subacute phase, TUNEL 
staining was performed using an In Situ Cell Death De-
tection Kit (Roche) for the transverse sections obtained at 
7 days after injury. The labeled sections at the lesion epi-
center and the sites 1000 µm and 1500 µm caudal and ros-
tral to the lesion were scanned using a BX 51 microscope. 
The number of TUNEL-positive cells in each section was 
counted. The TUNEL-positive cells were defined as cells 
double labeled with TUNEL and DAPI. The cell counting 
procedure was the same as that described previously. The 
numbers of the TUNEL-positive cells were compared be-
tween the SCI-SW and SCI groups.

statistical analysis
Significant differences in the immunodensity of CD31, 

a-SMA, and 5-HT staining; the number of TUNEL-posi-
tive cells; and the spared white matter area were analyzed 
using the unpaired t-test. The significance of any differ-
ences in the BBB scores from Weeks 1 to 6 after SCI was 
determined by performing repeated-measures ANOVA 
and a Bonferroni post hoc test. In all analyses, a p value < 
0.05 was considered to indicate statistical significance. All 
statistical analyses were performed using the GraphPad 
Prism 5.0a software program (GraphPad Software, Inc.).

results
the bbb Locomotor scores

To evaluate the effect of low-energy ESWT on locomo-
tor function, the BBB scores were measured for 6 weeks. 
The SCI-SW group had significant locomotor improve-
ment compared with the SCI group at 14, 35, and 42 days 
(p = 0.049, 0.013, and 0.001, respectively; Fig. 1A). At 42 
days after injury, the BBB scores in the SCI-SW group 
were 11–17 (mean 13.3 ± 1.8). In contrast, the BBB scores 
in the SCI group were 10–13 (mean 11.4 ± 1.0). Except 
for 1 rat with a BBB score of 11, 5 rats in the SCI-SW 

Fig. 1. Graphs showing the locomotor and sensory functions after 
SCI. a: The SCI-SW group demonstrates significantly better locomotor 
improvement in BBB scoring than the SCI group at 14, 35, and 42 days 
after injury. The values are expressed as the mean ± SD throughout (*p 
< 0.05, **p < 0.01, n = 10 per group in panel A). b and C: Mechanical 
(B) and thermal (C) allodynia for 42 days after SCI. The SCI-SW group 
demonstrates significantly higher withdrawal thresholds for mechanical 
allodynia at 28 and 35 days, returning to values similar to those at base-
line, than the SCI group. In the assessment of thermal allodynia, the SCI-
SW group exhibits significantly higher withdrawal latencies than the SCI 
group at 35 and 42 days (*p < 0.05, n = 5 per group in panels B and C).
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group achieved consistent plantar stepping and occasional 
or frequent forelimb–hindlimb coordination during gait 
at 42 days after injury. The other 4 rats in the SCI-SW 
group achieved consistent plantar stepping and consistent 
forelimb–hindlimb coordination during gait, and the pre-
dominant paw position was parallel at the initial contact 
and lift off at 42 days after injury. In contrast, no rats in 
the SCI group at 42 days kept their paws parallel when 
stepping, and they showed occasional or no forelimb–
hindlimb coordination.

Mechanical and thermal allodynia
Mechanical allodynia was examined using the von 

Frey filaments. Withdrawal thresholds to mechanical 
stimuli decreased in all groups after SCI and then gradu-
ally increased until 6 weeks (Fig. 1B). Animals in the SCI-
SW group demonstrated significantly higher withdrawal 
thresholds at 28 and 35 days, returning to values similar to 
those obtained at baseline, than animals in the SCI group 
(p = 0.028 at both 28 and 35 days). 

Thermal allodynia was examined using the Hargreaves 
method. The withdrawal latencies to a heat stimulus de-
creased in both groups, but animals in the SCI-SW group 
exhibited significantly higher withdrawal latencies than 
those in the SCI groups at 35 and 42 days (p = 0.028 at 
both 35 and 42 days; Fig. 1C).

Double staining of vegF and various Cell-type Markers
To examine VEGF expression in a specific population 

of cells, including neurons, astrocytes, and oligodendro-
cytes, the transverse sections were double stained at 7 days 
after SCI for VEGF and various cell-type markers: NeuN 
for neurons, GFAP for astrocytes, and Olig2 for oligoden-
drocytes. In the double staining, expression of VEGF was 
observed in NeuN-, GFAP-, and Olig2-labeled cells (Fig. 
2). The double staining showed that VEGF expression was 
present in neurons, astrocytes, and oligodendrocytes.

immunodensity of CD31 and a-sMa staining
To investigate the effect of low-energy ESWT on an-

giogenesis in the injured spinal cord, the immunodensities 
of CD31 and a-SMA antibody staining were compared 
between the SCI and SCI-SW groups. In representative 
CD31-stained sections, CD31-positive cells were more fre-
quently observed in the SCI-SW group than in the SCI 
group (Fig. 3A–G). The immunodensity of CD31 staining 
was significantly higher in the SCI-SW group than in the 
SCI group at 1500 µm rostral and 1000 µm caudal to the 
lesion epicenter and at the epicenter (p = 0.016, 0.021, and 
0.027, respectively; Fig. 3H). In representative a-SMA–
stained sections, a-SMA–positive cells were more fre-
quently observed in the SCI-SW group than in the SCI 
group (Fig. 4A–G). The immunodensity of a-SMA stain-
ing was significantly higher in the SCI-SW group than in 
the SCI group at the epicenter (p = 0.041; Fig. 4H).

immunodensity of 5-ht staining
To investigate the 5-HT axons at 42 days after injury, 

the immunodensities of 5-HT antibody staining were com-
pared between the SCI and SCI-SW groups. In representa-

Fig. 2. Double staining of VEGF and cell-type markers on the injured 
side in the transverse section at 7 days after SCI. The expressions 
of VEGF observed in the NeuN-, GFAP-, and Olig2-labeled cells (ar-
rowheads) demonstrate that VEGF expression increased in neurons, 
astrocytes, and oligodendrocytes, respectively. Bar = 100 μm (a–C, 
g–i, M–o) and 10 μm (D–F, J–L, P–r). The schematic drawing (s) 
illustrates the location of the micrographs.
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Fig. 3. The immunodensity analysis of CD31 staining. The CD31-
positive cells in the section are more frequently observed in the SCI-SW 
group (b, D, F) than in the SCI group (a, C, e). Bar = 200 μm. The sche-
matic drawing (g) illustrates the location of the micrographs. h: Bar 
graph of CD31 staining showing that the immunodensity is significantly 
higher in the SCI-SW group than in the SCI group in the section at 1500 
μm rostral to the epicenter, at the epicenter, and at 1000 μm caudal to 
the epicenter. The values are expressed as the mean ± SD (*p < 0.05, n 
= 8 per group).

Fig. 4. The immunodensity analysis of a-SMA staining. The a-SMA–
positive cells in the section are more frequently observed in the SCI-SW 
group (b, D, F) than in the SCI group (a, C, e). Bar = 200 μm. The sche-
matic drawing (g) illustrates the location of the micrographs. h: Bar 
graph showing that the immunodensity of a-SMA staining is significantly 
higher in the SCI-SW group than in the SCI group in the section at the 
epicenter. The values are expressed as the mean ± SD (*p < 0.05, n = 
10 per group).
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tive sections, 5-HT–positive axons were more frequently 
observed in the SCI-SW group than in the SCI group (Fig. 
5A–G). The immunodensity of 5-HT staining was signifi-
cantly higher in the SCI-SW group than in the SCI group at 
1000 µm rostral to the lesion epicenter (p = 0.047; Fig. 5H).

areas of spared white Matter
To investigate the differences in the amounts of demy-

elination at 42 days after the injury, the spared white mat-
ter areas were compared between the SCI-SW and SCI 
groups by using Luxol fast blue staining. The areas of 
spared white matter were obviously larger in the SCI-SW 
group than in the SCI group in the sections around the 
epicenter (Fig. 6A and B). The white matter area was more 
preserved in the SCI-SW group than in the SCI group, es-
pecially in the dorsal side of the spinal cord. In quantita-
tive analysis of the spared white matter area, the averages 
of the spared white matter areas were consistently larger in 
the SCI-SW group than in the SCI group at the sides 1000 
and 1500 µm rostral and 1000 and 1500 µm caudal from 
the epicenter and at the epicenter (Fig. 6C).

number of tUneL-Positive Cells
To investigate the effect of low-energy ESWT on cell 

death after SCI, the number of TUNEL-positive cells 
was compared between the SCI and SCI-SW groups. In 
the TUNEL-stained sections obtained 7 days after injury, 
the number of TUNEL-positive cells had obviously de-
creased in the SCI-SW group compared with those in the 
SCI group (Fig. 7A–G). The number of TUNEL-positive 
cells was significantly lower in the SCI-SW group than in 
the SCI group at the sides 1000 µm rostral and 1000 µm 
caudal from the epicenter and at the epicenter (p = 0.021, 
0.021, and 0.043, respectively; Fig. 7H).

Discussion
The present study demonstrated that low-energy ESWT 

significantly increased VEGF protein expression in vari-
ous neural cells and promoted CD31 and a-SMA expres-
sion in the injured spinal cord. These findings suggest that 
low-energy ESWT can enhance angiogenesis regulated 
by VEGF in damaged neural tissue after SCI. In addition, 
this treatment significantly improved not only locomotion 
but also mechanical and thermal allodynia. Interestingly, 
low-energy ESWT significantly reduced the number of 
TUNEL-positive cells in the injured spinal cord. Further-
more, the immunodensity of 5-HT–positive axons was sig-
nificantly higher in rats that were treated with low-energy 
ESWT than in those that did not receive this treatment. 
These results suggested that the neuroprotective effect of 
VEGF induced by low-energy ESWT may suppress cell 
death and damage to 5-HT axons and consequently im-
prove locomotor and sensory functions following SCI. 
Thus, low-energy EWT can be a novel therapeutic strategy 
for treatment of SCI.

Previous studies have shown that VEGF can be ex-
pressed in various types of neural cells and can produce 
neuroprotective effects in the CNS.34,35,37,40,53,62,69 After 
SCI, endogenous expression of VEGF from neural cells 
has been shown to decrease significantly in the injured 

Fig. 5. The immunodensity analysis of 5-HT staining. The 5-HT–posi-
tive axons in the section are more frequently observed in the SCI-SW 
group (b, D, F) than in the SCI group (a, C, e). Bar = 200 μm. The sche-
matic drawing (g) illustrates the location of the micrographs. h: Bar 
graph showing that the immunodensity of 5-HT staining is significantly 
higher in the SCI-SW group than in the SCI group in the section at 1000 
μm rostral to the epicenter. The values are expressed as the mean ± SD 
(*p < 0.05, n = 5 per group).
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spinal cord.24 Decreased endogenous VEGF expression 
can worsen the pathophysiological process in SCI.24 We 
recently reported that low-energy ESWT significantly in-
creased expression of VEGF in the injured spinal cord.70 
However, it has not been known which type of cells ex-
press VEGF in the injured spinal cord after application of 
low-energy ESWT. The present study demonstrated that 
low-energy ESWT promoted VEGF protein expression in 
various neural cells—such as neurons, astrocytes, and oli-
godendrocytes—after SCI. Therefore, this treatment may 
prevent reduction of endogenous VEGF expression follow-
ing SCI, and it may improve the pathophysiological condi-
tion of the injured spinal cord.

As a proangiogenic growth factor that can also promote 
neurogenesis,18,30 VEGF has been investigated for its abil-
ity to promote axonal repair. In one study, VEGF stimu-
lated axonal regeneration in preparations of sciatic nerves 
in vitro,25 and adenoviral VEGF administration promoted 
regeneration of corticospinal tract axons in rats following 
transection of the spinal cord.12 In addition, VEGF has 
been shown to provide a neuroprotective effect against 
neuronal cell death induced by serum withdrawal, expo-

Fig. 6. White matter sparing in the SCI and SCI-SW groups at 42 days 
after SCI. Representative spinal cord sections at the 1000-μm caudal 
side from the epicenter show that the spared white matter area is rela-
tively smaller in the SCI group (a) than in the SCI-SW group (b). Bar = 
1000 μm. The spared white matter area from the epicenter to 1500 μm 
on the rostral and caudal sides is compared between the SCI and SCI-
SW groups (C). The areas of spared white matter are consistently but 
not significantly larger in the SCI-SW group than in the SCI group at the 
1000- and 1500-μm rostral and 1000- and 1500-μm caudal sides from 
the epicenter and at the epicenter. The values are expressed as the 
mean ± SEM (n = 4 per group). Figure is available in color online only.

Fig. 7. TUNEL staining in SCI and SCI-SW groups at 7 days after SCI. 
Representative sections at the epicenter show that there are obvi-
ously fewer TUNEL-positive cells in the SCI-SW group (b, D, F) than 
in the SCI group (a, C, e). Bar = 200 μm. The schematic drawing (g) 
illustrates the location of the micrographs. h: Bar graph showing that 
the number of TUNEL-positive cells is significantly lower in the SCI-SW 
group than in the SCI group at the 1000-μm rostral side, the epicenter, 
and the 1000-μm caudal side. The values are expressed as the mean ± 
SD (*p < 0.05, n = 4 per group).
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sure to hypoxia, or excitotoxic stimuli in vitro.72 Following 
SCI, treatment with recombinant VEGF also was shown 
to cause improvement in recovery associated with reduced 
apoptosis in the lesion area.69 In this study, low-energy 
ESWT increased VEGF expression and 5-HT–positive 
axons and reduced cell death in the injured spinal cord. 
The ability of VEGF to regenerate axons and suppress cell 
death may be enhanced by low-energy ESWT following 
SCI.

Angiogenesis is an important part of healing in various 
tissues, including the CNS, after lesions. Previous studies 
have indicated that angiogenesis has a critical role in SCI 
repair.50 Lack of local vascular tissue at the injury site hin-
ders the ability of the body to self-heal and limits the use 
of treatment measures. Reducing blood loss, promoting 
new blood vessel formation, and restoring blood supply 
to the lesions may contribute to the recovery from SCI.13 
Recent studies have indicated that angiogenesis has a very 
important role in axonal regeneration after SCI. In addi-
tion, nerve fiber regeneration and synaptic reconstruction, 
tissue repair, and functional recovery after SCI require 
nutritional support provided by blood vessels to nourish 
damaged tissues.47 Intervention by drugs or cells for im-
proving angiogenesis has been shown to promote func-
tional recovery.21,44 Treatment with recombinant VEGF 
improved functional recovery associated with increased 
vessel density after SCI.69 The present study demonstrated 
that low-energy ESWT significantly increased VEGF ex-
pression and angiogenesis in the injured spinal cord and 
promoted functional recovery. The results of this study 
suggested that the therapeutic effect of low-energy ESWT 
for SCI is associated with enhancement of angiogenesis.

Neuropathic pain described as burning, stabbing, and 
electric-shock like occurs in 48%–96% of patients with 
SCI.58,71 Neuropathic pain seriously affects quality of 
life and causes further incapacity. Treatment to attenuate 
neuropathic pain is important for improving the quality 
of life for patients with SCI.14,64 Interestingly, numerous 
studies have reported that administration of neuroprotec-
tive therapy during the acute or subacute phase after SCI 
can improve neuropathic pain in the chronic phase.19,36,51 
The present study demonstrated that applying low-ener-
gy ESWT from the acute to subacute phase actually im-
proved mechanical and thermal allodynia in the chronic 
phase after SCI.

The descending pain modulatory system plays a criti-
cal role in homeostasis and pain control. One of the main 
neurotransmitters implicated in descending pain control is 
serotonin (also called 5-HT).59 A previous study suggested 
that increased 5-HT fiber density immediately rostral to 
the SCI lesion site could reduce mechanical allodynia via 
actions at the 5-HT1 and/or 5-HT2 receptors.43 In addition, 
selective 5-HT receptor agonists inhibited SCI-induced 
hyperalgesia.26 The present study showed that low-energy 
ESWT significantly increased 5-HT–positive axons in the 
rostral spinal cord and attenuated mechanical and thermal 
allodynia in the hindpaw following SCI. These results sug-
gested that low-energy ESWT may promote the descend-
ing pain modulatory system associated with 5-HT axons 
and consequently reduce neuropathic pain after SCI. 
Therefore, this treatment may be a useful therapeutic strat-

egy for reducing not only locomotor impairment but also 
neuropathic pain following SCI.

Promising candidates that may provide effective treat-
ment for SCI repair may involve medication and cell trans-
plantation.32,42 However, any medication essentially involves 
adverse effects. Cell transplantation into the injured spinal 
cord can be an invasive procedure and may pose ethical, lo-
gistical, and safety problems.54 In contrast, a major advan-
tage of low-energy ESWT is that it is noninvasive and safe, 
with no adverse effects or procedural complications.16,41,65 
If necessary, patients with SCI can undergo low-energy 
ESWT repeatedly, and the procedure is easy to perform 
because it does not require induction of anesthesia, cath-
eter intervention, or drug administration. Thus, low-energy 
ESWT has a great advantage over other treatments, and it 
has significant therapeutic potential for patients with SCI.

Conclusions
The present study demonstrated that low-energy ESWT 

promoted VEGF expression in various neural cells and en-
hanced angiogenesis in the injured spinal cord. In addi-
tion, this treatment significantly reduced cell death and ax-
onal damage after SCI. Furthermore, locomotor and sen-
sory functions were significantly improved by low-energy 
ESWT. These results suggested that low-energy ESWT 
can be a novel therapeutic strategy for treatment of SCI.

acknowledgments
We thank Mr. Hideki Yamamoto for technical assistance and 

Ms. Teruko Sueta and the animal care team at the Institute for 
Animal Experimentation of Tohoku University for the animal 
care in this study. This work was supported by a Grant-in-Aid for 
Scientific Research (C) (No. 26462227) from the Japan Society for 
the Promotion of Science, and by Grants-in-Aid from the Japanese 
Ministry of Health, Labor, and Welfare, in Tokyo, Japan.

references
 1. Apfel RE: Acoustic cavitation: a possible consequence of bio-

medical uses of ultrasound. Br J Cancer Suppl 5:140–146, 
1982

 2. Auge BK, Preminger GM: Update on shock wave lithotripsy 
technology. Curr Opin Urol 12:287–290, 2002

 3. Augustin HG: Antiangiogenic tumour therapy: will it work? 
Trends Pharmacol Sci 19:216–222, 1998

 4. Bao F, Fleming JC, Golshani R, Pearse DD, Kasabov L, 
Brown A, et al: A selective phosphodiesterase-4 inhibitor 
reduces leukocyte infiltration, oxidative processes, and tissue 
damage after spinal cord injury. J Neurotrauma 28:1035–
1049, 2011

 5. Barakat DJ, Gaglani SM, Neravetla SR, Sanchez AR, An-
drade CM, Pressman Y, et al: Survival, integration, and axon 
growth support of glia transplanted into the chronically con-
tused spinal cord. Cell Transplant 14:225–240, 2005

 6. Basso DM, Beattie MS, Bresnahan JC: A sensitive and reli-
able locomotor rating scale for open field testing in rats. J 
Neurotrauma 12:1–21, 1995

 7. Chaplan SR, Bach FW, Pogrel JW, Chung JM, Yaksh TL: 
Quantitative assessment of tactile allodynia in the rat paw. J 
Neurosci Methods 53:55–63, 1994

 8. Chaussy C, Brendel W, Schmiedt E: Extracorporeally in-
duced destruction of kidney stones by shock waves. Lancet 
2:1265–1268, 1980

 9. Ciampa AR, de Prati AC, Amelio E, Cavalieri E, Persichini 



K. yahata et al.

J neurosurg spine Volume 25 • December 2016754

T, Colasanti M, et al: Nitric oxide mediates anti-inflam-
matory action of extracorporeal shock waves. FEBS Lett 
579:6839–6845, 2005

10. Dixon WJ: Efficient analysis of experimental observations. 
Annu Rev Pharmacol Toxicol 20:441–462, 1980

11. Dvorak HF: VPF/VEGF and the angiogenic response. Semin 
Perinatol 24:75–78, 2000

12. Facchiano F, Fernandez E, Mancarella S, Maira G, Miscusi 
M, D’Arcangelo D, et al: Promotion of regeneration of cor-
ticospinal tract axons in rats with recombinant vascular en-
dothelial growth factor alone and combined with adenovirus 
coding for this factor. J Neurosurg 97:161–168, 2002

13. Fassbender JM, Whittemore SR, Hagg T: Targeting micro-
vasculature for neuroprotection after SCI. Neurotherapeu-
tics 8:240–251, 2011

14. Finnerup NB, Johannesen IL, Sindrup SH, Bach FW, Jensen 
TS: Pain and dysesthesia in patients with spinal cord injury: 
A postal survey. Spinal Cord 39:256–262, 2001

15. Fisher AB, Chien S, Barakat AI, Nerem RM: Endothelial 
cellular response to altered shear stress. Am J Physiol Lung 
Cell Mol Physiol 281:L529–L533, 2001

16. Fukumoto Y, Ito A, Uwatoku T, Matoba T, Kishi T, Tanaka 
H, et al: Extracorporeal cardiac shock wave therapy amelio-
rates myocardial ischemia in patients with severe coronary 
artery disease. Coron Artery Dis 17:63–70, 2006

17. Gotte G, Amelio E, Russo S, Marlinghaus E, Musci G, Suzu-
ki H: Short-time non-enzymatic nitric oxide synthesis from 
L-arginine and hydrogen peroxide induced by shock waves 
treatment. FEBS Lett 520:153–155, 2002

18. Greenberg DA, Jin K: From angiogenesis to neuropathology. 
Nature 438:954–959, 2005

19. Gris D, Marsh DR, Oatway MA, Chen Y, Hamilton EF, 
Dekaban GA, et al: Transient blockade of the CD11d/CD18 
integrin reduces secondary damage after spinal cord injury, 
improving sensory, autonomic, and motor function. J Neuro-
sci 24:4043–4051, 2004

20. Gruner JA: A monitored contusion model of spinal cord in-
jury in the rat. J Neurotrauma 9:123–128, 1992

21. Han X, Yang N, Cui Y, Xu Y, Dang G, Song C: Simvastatin 
mobilizes bone marrow stromal cells migrating to injured 
areas and promotes functional recovery after spinal cord in-
jury in the rat. Neurosci Lett 521:136–141, 2012

22. Hargreaves K, Dubner R, Brown F, Flores C, Joris J: A new 
and sensitive method for measuring thermal nociception in 
cutaneous hyperalgesia. Pain 32:77–88, 1988

23. Hayashi D, Kawakami K, Ito K, Ishii K, Tanno H, Imai Y, 
et al: Low-energy extracorporeal shock wave therapy en-
hances skin wound healing in diabetic mice: a critical role 
of endothelial nitric oxide synthase. Wound Repair Regen 
20:887–895, 2012

24. Herrera JJ, Nesic O, Narayana PA: Reduced vascular en-
dothelial growth factor expression in contusive spinal cord 
injury. J Neurotrauma 26:995–1003, 2009

25. Hobson MI, Green CJ, Terenghi G: VEGF enhances intra-
neural angiogenesis and improves nerve regeneration after 
axotomy. J Anat 197:591–605, 2000

26. Horiuchi H, Ogata T, Morino T, Takeba J, Yamamoto H: Se-
rotonergic signaling inhibits hyperalgesia induced by spinal 
cord damage. Brain Res 963:312–320, 2003

27. Ito K, Fukumoto Y, Shimokawa H: Extracorporeal shock 
wave therapy as a new and non-invasive angiogenic strategy. 
Tohoku J Exp Med 219:1–9, 2009

28. Ito K, Fukumoto Y, Shimokawa H: Extracorporeal shock 
wave therapy for ischemic cardiovascular disorders. Am J 
Cardiovasc Drugs 11:295–302, 2011

29. Ito Y, Tsurushima H, Sato M, Ito A, Oyane A, Sogo Y, et 
al: Angiogenesis therapy for brain infarction using a slow-
releasing drug delivery system for fibroblast growth factor 2. 
Biochem Biophys Res Commun 432:182–187, 2013

30. Jin K, Zhu Y, Sun Y, Mao XO, Xie L, Greenberg DA: Vas-
cular endothelial growth factor (VEGF) stimulates neu-
rogenesis in vitro and in vivo. Proc Natl Acad Sci U S A 
99:11946–11950, 2002

31. Joshi M, Fehlings MG: Development and characterization of 
a novel, graded model of clip compressive spinal cord injury 
in the mouse: Part 2. Quantitative neuroanatomical assess-
ment and analysis of the relationships between axonal tracts, 
residual tissue, and locomotor recovery. J Neurotrauma 
19:191–203, 2002

32. Kanno H, Pressman Y, Moody A, Berg R, Muir EM, Rogers 
JH, et al: Combination of engineered Schwann cell grafts to 
secrete neurotrophin and chondroitinase promotes axonal 
regeneration and locomotion after spinal cord injury. J Neu-
rosci 34:1838–1855, 2014

33. Kikuchi Y, Ito K, Ito Y, Shiroto T, Tsuburaya R, Aizawa K, 
et al: Double-blind and placebo-controlled study of the ef-
fectiveness and safety of extracorporeal cardiac shock wave 
therapy for severe angina pectoris. Circ J 74:589–591, 2010

34. Kim HM, Hwang DH, Lee JE, Kim SU, Kim BG: Ex vivo 
VEGF delivery by neural stem cells enhances proliferation of 
glial progenitors, angiogenesis, and tissue sparing after spinal 
cord injury. PLoS One 4:e4987, 2009

35. Ko BS, Cameron JD, Leung M, Meredith IT, Leong DP, 
Antonis PR, et al: Combined CT coronary angiography and 
stress myocardial perfusion imaging for hemodynamically 
significant stenoses in patients with suspected coronary 
artery disease: a comparison with fractional flow reserve. 
JACC Cardiovasc Imaging 5:1097–1111, 2012

36. Lin CY, Lee YS, Lin VW, Silver J: Fibronectin inhibits 
chronic pain development after spinal cord injury. J Neu-
rotrauma 29:589–599, 2012

37. Liu Y, Figley S, Spratt SK, Lee G, Ando D, Surosky R, et al: 
An engineered transcription factor which activates VEGF-A 
enhances recovery after spinal cord injury. Neurobiol Dis 
37:384–393, 2010

38. Mariotto S, Cavalieri E, Amelio E, Ciampa AR, de Prati AC, 
Marlinghaus E, et al: Extracorporeal shock waves: from lith-
otripsy to anti-inflammatory action by NO production. Nitric 
Oxide 12:89–96, 2005

39. Mariotto S, de Prati AC, Cavalieri E, Amelio E, Marlinghaus 
E, Suzuki H: Extracorporeal shock wave therapy in inflam-
matory diseases: molecular mechanism that triggers anti-
inflammatory action. Curr Med Chem 16:2366–2372, 2009

40. Nesic O, Sundberg LM, Herrera JJ, Mokkapati VU, Lee J, 
Narayana PA: Vascular endothelial growth factor and spinal 
cord injury pain. J Neurotrauma 27:1793–1803, 2010

41. Nishida T, Shimokawa H, Oi K, Tatewaki H, Uwatoku T, Abe 
K, et al: Extracorporeal cardiac shock wave therapy mark-
edly ameliorates ischemia-induced myocardial dysfunction in 
pigs in vivo. Circulation 110:3055–3061, 2004

42. Nishio Y, Koda M, Kamada T, Someya Y, Kadota R, Mannoji 
C, et al: Granulocyte colony-stimulating factor attenuates neu-
ronal death and promotes functional recovery after spinal cord 
injury in mice. J Neuropathol Exp Neurol 66:724–731, 2007

43. Oatway MA, Chen Y, Weaver LC: The 5-HT3 receptor fa-
cilitates at-level mechanical allodynia following spinal cord 
injury. Pain 110:259–268, 2004

44. Oh JS, Park IS, Kim KN, Yoon DH, Kim SH, Ha Y: Trans-
plantation of an adipose stem cell cluster in a spinal cord 
injury. Neuroreport 23:277–282, 2012

45. Oi K, Fukumoto Y, Ito K, Uwatoku T, Abe K, Hizume T, et 
al: Extracorporeal shock wave therapy ameliorates hindlimb 
ischemia in rabbits. Tohoku J Exp Med 214:151–158, 2008

46. Oosthuyse B, Moons L, Storkebaum E, Beck H, Nuyens 
D, Brusselmans K, et al: Deletion of the hypoxia-response 
element in the vascular endothelial growth factor promoter 
causes motor neuron degeneration. Nat Genet 28:131–138, 
2001



extracorporeal shock wave therapy and vegF expression after sCi

J neurosurg spine Volume 25 • December 2016 755

47. Oudega M: Molecular and cellular mechanisms underlying 
the role of blood vessels in spinal cord injury and repair. Cell 
Tissue Res 349:269–288, 2012

48. Pearse DD, Sanchez AR, Pereira FC, Andrade CM, Puzis R, 
Pressman Y, et al: Transplantation of Schwann cells and/or 
olfactory ensheathing glia into the contused spinal cord: Sur-
vival, migration, axon association, and functional recovery. 
Glia 55:976–1000, 2007

49. Quinn TP, Peters KG, De Vries C, Ferrara N, Williams LT: 
Fetal liver kinase 1 is a receptor for vascular endothelial 
growth factor and is selectively expressed in vascular endo-
thelium. Proc Natl Acad Sci U S A 90:7533–7537, 1993

50. Reginato S, Gianni-Barrera R, Banfi A: Taming of the wild 
vessel: promoting vessel stabilization for safe therapeutic 
angiogenesis. Biochem Soc Trans 39:1654–1658, 2011

51. Roh DH, Yoon SY, Seo HS, Kang SY, Han HJ, Beitz AJ, et 
al: Intrathecal injection of carbenoxolone, a gap junction de-
coupler, attenuates the induction of below-level neuropathic 
pain after spinal cord injury in rats. Exp Neurol 224:123–
132, 2010

52. Rompe JD, Meurer A, Nafe B, Hofmann A, Gerdesmeyer L: 
Repetitive low-energy shock wave application without local 
anesthesia is more efficient than repetitive low-energy shock 
wave application with local anesthesia in the treatment of 
chronic plantar fasciitis. J Orthop Res 23:931–941, 2005

53. Rong W, Wang J, Liu X, Jiang L, Wei F, Hu X, et al: Naringin 
treatment improves functional recovery by increasing BDNF 
and VEGF expression, inhibiting neuronal apoptosis after 
spinal cord injury. Neurochem Res 37:1615–1623, 2012

54. Rosenfeld JV, Bandopadhayay P, Goldschlager T, Brown DJ: 
The ethics of the treatment of spinal cord injury: stem cell 
transplants, motor neuroprosthetics, and social equity. Top 
Spinal Cord Inj Rehabil 14:76–88, 2008

55. Seidl M, Steinbach P, Wörle K, Hofstädter F: Induction of 
stress fibres and intercellular gaps in human vascular endo-
thelium by shock-waves. Ultrasonics 32:397–400, 1994

56. Serizawa F, Ito K, Kawamura K, Tsuchida K, Hamada Y, Zu-
keran T, et al: Extracorporeal shock wave therapy improves 
the walking ability of patients with peripheral artery disease 
and intermittent claudication. Circ J 76:1486–1493, 2012

57. Serizawa F, Ito K, Matsubara M, Sato A, Shimokawa H, 
Satomi S: Extracorporeal shock wave therapy induces thera-
peutic lymphangiogenesis in a rat model of secondary lymph-
oedema. Eur J Vasc Endovasc Surg 42:254–260, 2011

58. Siddall PJ, Taylor D, Cousins MJ: Pain associated with spinal 
cord injury. Curr Opin Neurol 8:447–450, 1995

59. Stamford JA: Descending control of pain. Br J Anaesth 
75:217–227, 1995

60. Steward O, Schauwecker PE, Guth L, Zhang Z, Fujiki M, 
Inman D, et al: Genetic approaches to neurotrauma research: 
opportunities and potential pitfalls of murine models. Exp 
Neurol 157:19–42, 1999

61. Stojadinovic A, Elster EA, Anam K, Tadaki D, Amare M, 
Zins S, et al: Angiogenic response to extracorporeal shock 
wave treatment in murine skin isografts. Angiogenesis 
11:369–380, 2008

62. Sundberg LM, Herrera JJ, Narayana PA: Effect of vascular 
endothelial growth factor treatment in experimental trau-
matic spinal cord injury: in vivo longitudinal assessment. J 
Neurotrauma 28:565–578, 2011

63. Tator CH, Fehlings MG: Review of the secondary injury 
theory of acute spinal cord trauma with emphasis on vascular 
mechanisms. J Neurosurg 75:15–26, 1991

64. Turner JA, Cardenas DD, Warms CA, McClellan CB: Chron-
ic pain associated with spinal cord injuries: a community 
survey. Arch Phys Med Rehabil 82:501–509, 2001

65. Uwatoku T, Ito K, Abe K, Oi K, Hizume T, Sunagawa K, et 
al: Extracorporeal cardiac shock wave therapy improves left 
ventricular remodeling after acute myocardial infarction in 
pigs. Coron Artery Dis 18:397–404, 2007

66. Wang FS, Wang CJ, Huang HJ, Chung H, Chen RF, Yang 
KD: Physical shock wave mediates membrane hyperpolar-
ization and Ras activation for osteogenesis in human bone 
marrow stromal cells. Biochem Biophys Res Commun 
287:648–655, 2001

67. Weil LS Jr, Roukis TS, Weil LS, Borrelli AH: Extracorporeal 
shock wave therapy for the treatment of chronic plantar fasci-
itis: indications, protocol, intermediate results, and a compar-
ison of results to fasciotomy. J Foot Ankle Surg 41:166–172, 
2002

68. Wen Y, Edelman JL, Kang T, Zeng N, Sachs G: Two func-
tional forms of vascular endothelial growth factor receptor-2/
Flk-1 mRNA are expressed in normal rat retina. J Biol Chem 
273:2090–2097, 1998

69. Widenfalk J, Lipson A, Jubran M, Hofstetter C, Ebendal T, 
Cao Y, et al: Vascular endothelial growth factor improves 
functional outcome and decreases secondary degeneration 
in experimental spinal cord contusion injury. Neuroscience 
120:951–960, 2003

70. Yamaya S, Ozawa H, Kanno H, Kishimoto KN, Sekiguchi A, 
Tateda S, et al: Low-energy extracorporeal shock wave ther-
apy promotes vascular endothelial growth factor expression 
and improves locomotor recovery after spinal cord injury. J 
Neurosurg 121:1514–1525, 2014

71. Yezierski RP: Pain following spinal cord injury: the clinical 
problem and experimental studies. Pain 68:185–194, 1996

72. Zachary I: Neuroprotective role of vascular endothelial 
growth factor: signalling mechanisms, biological function, 
and therapeutic potential. Neurosignals 14:207–221, 2005

Disclosures
The authors report no conflict of interest concerning the materi-
als or methods used in this study or the findings specified in this 
paper.

author Contributions
Conception and design: Kanno, Yahata, Ozawa, Yamaya, Ito, Shi-
mokawa, Itoi. Acquisition of data: Kanno, Yahata, Yamaya, Tate-
da. Analysis and interpretation of data: Kanno, Yahata, Tateda, 
Ito, Shimokawa. Drafting the article: Kanno, Yahata. Critically 
revising the article: Kanno, Yahata. Reviewed submitted version 
of manuscript: Kanno, Yahata, Ozawa, Yamaya, Ito, Shimokawa, 
Itoi. Approved the final version of the manuscript on behalf of all 
authors: Kanno. Statistical analysis: Kanno, Yahata. Administra-
tive/technical/material support: Yahata, Ozawa, Yamaya, Tateda, 
Ito, Shimokawa, Itoi. Study supervision: Kanno, Ozawa, Yamaya, 
Ito, Shimokawa, Itoi.

Correspondence
Haruo Kanno, Department of Orthopaedic Surgery, Tohoku Uni-
versity School of Medicine, 1-1 Seiryo-machi Aobaku, Sendai 
980-8574, Japan. email: kanno-h@isis.ocn.ne.jp.


