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Remote ischemic conditioning is usually associated
with cardioprotective infervention against ischemia-
reperfusion. However, the effect of remote ischemic pre-
conditioning (RIC-pre) completed before myocardial reper-
fusion with intermittent limb ischemia-reperfusion in pa-
tients with STEMI undergoing primary percutaneous coro-
nary intervention (PPCI) is unclear. PubMed, EMBASE,
and the Cochrane Library were fully searched from the be-
ginning of each database up to September 2019 to find
seven RCTs, a total of 2796 patients with STEMI under-
going PPCI with RIC-pre and 2818 patients with STEMI
undergoing PPCl alone. No significant discrepancy in
cardiac death was observed between RIC-pre and con-
trol groups (RR 1.03, 95% CI [0.76-1.41], P = 0.83, I?
= 40%). The incidences of hospitalization for heart fail-
ure (RR 1.03, 95% CI [0.85-1.25],P = 0.77, I = 0%),
myocardial infarction (RR 0.86, 95% CI [0.59-1.26], P =
0.44,1? = 0%), and stroke (RR 1.04, 95% C1 [0.62-1.77],
P = 0.87, I> = 0%) were not decreased in RIC-pre group
when compared with control group. Subgroup analysis re-
vealed similar risk in clinical adverse events at long- and
shortterm follow-up between two groups. However, peak
of creatine kinase-myocardial band (CK-MB) was reduced
in RIC-pre group (SWD -0.42, 95% CI [0.77,-0.07], P =
0.02, I> = 34%). RIC-pre tended to a low peak of CK-MB
in patients with STEMI undergoing PPCI, but lacked signif-
icant beneficial effects on improving clinical outcomes at
long- and shortterm follow-up.
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1. Introduction

Although timely and sufficient coronary reperfusion by pri-
mary percutaneous coronary intervention (PPCI) is well estab-
lished in patients with STEMI (Ibanez et al., 2018), the mortality
morbidity still remains high because of the ischemia--reperfusion
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(I--R) injury (Hearse et al., 1975). Besides de novo myocardial cel-
lular damage, I--R injury can lead to vasomotor dysfunction, con-
tractile capacity deterioration, malignant arrhythmias, and even
poor prognosis (Frohlich et al., 2013; Yellon and Hausenloy,
2007). Therefore, several adjunctive treatment strategies against
effects of I--R injury have been developed and tested in clinical
trials (Ibanez et al., 2015; Schmidt et al., 2014).

Remote ischemic conditioning (RIC) has been put forward as
a promising cardioprotective strategy that involves induction of
brief and intermittent cycles of ischemia and reperfusion in a dis-
tant organ (Pryds et al., 2019). Several clinical reports have re-
vealed that RIC (prior, during, or following myocardial reperfu-
sion) can reduce the myocardial infarction size, increase myocar-
dial salvage, and prevent clinical adverse events happening in pa-
tients with STEMI undergoing PPCI (Bgtker et al., 2010; Crimi
et al., 2013; Eitel et al., 2015; Gaspar et al., 2018; Prunier et al.,
2014; Rentoukas et al., 2010; Sloth et al., 2014; Stiermaier et al.,
2019; Verouhis et al., 2016; White et al., 2015). However, a recent
COND1-2/ERIC-PPCI trial found that RIC before reperfusion did
not decrease the events of cardiac death and improve clinical out-
comes (Hausenloy et al., 2019).

Several recent meta-analyses had been conducted to investigate
the influence of RIC in patients with STEMI undergoing PPCI
(Gong and Wu, 2019; Liu et al., 2018; Man et al., 2017; McLeod et
al., 2017). Unfortunately, despite confirming the cardioprotective
effect of RIC, these meta-analyses did not include the COND1-
2/ERIC-PPCI trial. Moreover, no uniform protocol for RIC exists
in these meta-analyses, especially in combination with ischemic
pre-, during, or post-conditioning. Hence, in the present work,
we conducted a meta-analysis to determine the effect of RIC-pre
completed before myocardial reperfusion with intermittent limb I--
R in patients with STEMI undergoing PPCI on the basis of clinical
events.

2. Methods
2.1 Search strategy

The protocol of this meta-analysis was carried out in accor-
dance with PRISMA guidelines (Liberati et al., 2009). System-
atic literature searches were performed in PubMed, EMBASE, and
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the Cochrane Library from the beginning of each database up to
September 2019. To retrieve all potential relevant unpublished and
reported materials, conference proceedings referred to the topic,
references of relevant clinical trials, and review articles were also
searched. The search strategy was as follows: 1. "remote ischemic
(Title/Abstract)" OR "remote ischemic (Title/Abstract)"; 2. "my-
ocardial infarction (Title/Abstract)" OR "STEMI (Title/Abstract)"
OR "percutaneous coronary intervention (Title/Abstract)"; 3. 1
and 2.

2.2 Study selection

RCTs comparing PPCI with RIC-pre completed before myocar-
dial reperfusion and PPCI alone in patients with STEMI were eli-
gible for inclusion. Studies were excluded if they featured: 1) non-
completion of RIC before myocardial reperfusion (during or fol-
lowing balloon dilation); 2) local ischemic postconditioning with
or without RIC-pre; and 3) deficiency of available data. Eligibil-
ity was determined by independently screening titles and abstracts
and reviewing full-text articles. Discrepancies shall be solved by
consensus or consultation with corresponding author.

2.3 Data extraction and outcome measures

Year of publication, region, time of follow-up, treatment al-
location, RIC protocol, sex, age, smoking, diabetes, hyperten-
sion, hypercholesterolemia, infarct-related coronary artery, oc-
cluded vessel on arrival Thrombolysis in myocardial infarction
study group grading of coronary flow(TIMI) and symptom-to-
balloon time were extracted from the included RCTs.

The primary endpoint was cardiac death (CD) at long- and
short-term follow-up. Long-term follow-up was defined as follow-
up over 12 months after PPCI in patients with STEMI, short-term
follow-up was considered as follow-up within 30 days. Secondary
endpoints were hospitalization for heart failure (HHF), myocardial
infarction (MI), and stroke (including transient ischemic attack,
TIA). The peak of the creatine kinase-myocardial band (CK-MB)
and ejection fraction (EF) at follow-up were also pooled into the
analyses.

2.4 Quality assessment and statistical analysis

The Cochrane Collaboration Assessment Tool was used to eval-
uated the quality and risk of bias of included RCTs, and discrep-
ancies in these assessments were resolved by consensus (Higgins
et al., 2011).

Discontinuous variables were presented as numbers or percent-
ages and relative risks (RR) at the 95% confidence interval (95%
CI). Continuous variables were shown as means 4 SDs or medians
(interquartile range) and standardized mean differences with 95%
ClIs for EF at follow-up and the peak of CK-MB. Heterogeneity
was determined on the basis of I? statistics and Cochrane Q chi-
square statistics (Higgins et al., 2003). When Cochrane Q chi? test
P< 0.1andI?>50%, high heterogeneity was considered, and the
random-effects model would be selected (DerSimonian and Laird,
1986). The fixed-effects model was used when I? < 50%. End-
points were analyzed by using Forest plots with point estimates
and 95% Cls.

Subgroup analyses (short-term vs. long-term follow-up) were
also performed. Revman 5.3 was used for statistical analysis. A
two-tailed P value < 0.05 was considered statistically significant.
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3. 3. Results
3.1 Study characteristics and quality assessment

A total of 1037 potential records were searched from the
databases. After screening and reviewing, seven studies were in-
cluded for further evaluation (Bgtker et al., 2010; Hausenloy et al.,
2019; Liu et al., 2018; Munk et al., 2010; Prunier et al., 2014; Sloth
et al., 2014; Yamanaka et al., 2015). These studies included a to-
tal of 2796 patients in RIC-pre group and 2818 patients in control
group, as described in Fig. 1. Among these included studies, three
were from the same clinical randomized trial (NCT00435266)
with different reported endpoints (Bgtker et al., 2010; Munk et al.,
2010; Sloth et al., 2017). Three studies revealed long-term clinical
adverse events (Hausenloy et al., 2019; Liu et al., 2018; Sloth et
al., 2014), and three studies reported short-term clinical outcomes
(Bgatker et al., 2010; Hausenloy et al., 2019; Yamanaka et al., 2015).
In contrast to other included RCTs, two RCTs by Yamanaka and
Hausenloy were single-blinded (Hausenloy et al., 2019; Yamanaka
et al., 2015), and RIC-pre protocols were performed by an auto-
mated continuous blood-pressure monitoring device. The charac-
teristics of the included studies and demographic data were shown
in Table 1 and 2. The quality of included RCTs was reported in
Fig. 2.

3.2 Outcomes

Clinical endpoints were assessed in trials with available data.
No significant discrepancy in CD between two groups was ob-
served (RR 1.03, 95% CI [0.76--1.41], P = 0.83, I = 40%), as
shown in Fig. 3A. The incidences of HHF, MI, and stroke were
not reduced in the RIC-pre group (RR 1.03, 95% CI [0.85--1.25],
P =0.77, I> = 0%; RR 0.86, 95% CI [0.59--1.26], P = 0.44, I
= 0%; RR 1.04, 95% CI [0.62--1.77], P = 0.87, I?> = 0%) when
compared with control group, as revealed in Fig. 3B, C and D.
Subgroup analysis according to the time of follow-up (long-term
vs. short-term) were illustrated in Fig. 4; no significant difference
in the long-term and short-term benefits of RIC-pre for CD, HHF,
MI, and stroke were detected.

No statistically significant difference in EF at follow-up was
indicated between two groups, as presented in Fig. SA (SWD 0.16,
95% CI[-0.03,0.35], P=0.11, 2= 2%). However, peak of CK-MB
in the RIC-pre group was reduced compared with that in control
group, as illustrated in Fig. 5SB(SWD -0.42, 95% CI [-0.77, -0.07],
P=0.02, > = 34%).

4. Discussion

The meta-analysis focused on definite protocol of RIC in pa-
tients with STEMI undergoing PPCI accomplished before myocar-
dial reperfusion by intermittent limb I--R. The results revealed no
demonstrable benefits for CD, HHF, M1, and stroke at long- and
short-term follow-up in RIC-pre group. Despite the positive ef-
fect of RIC-pre on peak of CK-MB, RIC-pre failed to improve left
ventricular function or show discrepancies in EF.

Besides to patients with STEMI undergoing PPCI, RIC
is involved in elective PCI, cardiac surgery, contrast-induced
nephropathy, vascular surgery and ischemic stroke (Bahr Hosseini
etal., 2019; Pieri et al., 2019; Stather et al., 2019; Wang et al., 2017;
Zhan et al., 2019). However, no standard protocol for RIC (prior to
intervention, during ischemia, or after reperfusion) exists. More-
over, the site and timing of RIC remain nonuniform. These
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(n=604).
Records excluded (n =550)«
1.not human«
2.letters, reviews, meta-analyses
4 3.study protocols«
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7.not remote ischemic conditioning -
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r

Studies included in
quantitative synthesis
(meta-analysis)
(n=7).

Figure 1. Flow diagram showing the process of study selection including eligibility against the inclusion and exclusion criteria set out in the
methods section of this meta-analysis. The number of studies is the bottom of the flowchart was the selected studies that were considered
eligible for inclusion in this meta-analysis.
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Figure 2. The quality of included randomized controlled trials shows the risks of bias, including random sequence generation, allocation
concealment, blinding of participants and personnel, blinding of outcome assessment, incomplete outcome data, selective reporting and other

bias.
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Figure 3. A forest plots represents the statistical effect of clinical outcomes in the follow up time between the RIC-pre and the control group,

including cardiac death, hospitalization for heart failure, myocardial infarction and stroke.
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Figure 4. Subgroup analysis according to the time of follow-up (long-term vs. shortterm) on cardiac death, hospitalization for heart failure,
myocardial infarction and stroke between the RIC-pre and the control groups.
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Figure 5. A forest plots represents the statistical effect of EF after procedure and the peak of CK-MB between the RIC-pre and the control
groups. Abbreviation: CK-MB: creatine kinase-myocardial band; EF: ejection fraction
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5
g Table 1. Characteristics of the 7 included studies.
o
“B Study Year of publication Region Follow-up  RIC-pre  Control  RIC protocol Main findings( RIC-pre group vs. Control group)
EZ Bgtker 2010 Denmark 30 days 126 125 Intermittent arm ischemia through four cycles of 5-minin- ~ Myocardial salvage index: 0.75 (0.50-0.93) vs. 0.55
cg flation and 5-min deflation of a blood-pressure cuff (0.35-0.88), P = 0.0333; Final infarction size (% of left
= ventricle): 4% (1-14) vs. 7% (1-21), P = 0.10
§ Hausenloy 2019 UK, Denmark, Spain, Serbia 12 months 2546 2569 Applying to the arm through four alternating cycles of cuff ~ Cardiac death 3.1% vs. 2.7%, P = 0.46; Hospitalization
e inflation for 5 min to 200 mm Hg and deflation for 5 min for heart failure 7.6% vs 7.1%, P = 0.55
Liu 2016 China 12 months 59 60 Four cycles inflating a pneumatic cuff above the upper arm  Myocardial infarction size (% left ventricle): 14.2 4 6.1
to 200 mm Hg for 5 min and then followed by a 5-min  vs. 16.6 + 6.7, P = 0.042; MACCE: 5.1% vs. 13.3%,
deflation P =0.116
Munk 2010 Denmark 30 days 123 119 Intermittent arm ischemia through four cycles of 5-minin-  Myocardial area at risk % left ventricle: 26 £ 14% vs.
flation and 5-min deflation of a blood-pressure cuff 27 £ 16%, P = 0.9; EF:54 + 8% vs. 53 + 10%, P =
0.42
Prunier 2014 France 3 days 18 17 Three cycles of 5-min inflation to 200 mmHg and 5-min ~ Peak of CK-MB (U/L): 267 £ 168 vs. 415 4+ 195, P =
deflation of an upper arm blood-pressure cuff inflation to ~ 0.016
200 mmHg and 5-min deflation of an upper arm
Sloth 2013 Denmark 5 years 126 125 Intermittent arm ischemia through four cycles of 5-minin-  MACCE: 13.5% vs. 25.6%, P = 0.018; All-cause mor-
flation and 5-min deflation of a blood-pressure cuff tality:4% vs. 12%, P = 0.027
Yamanaka 2015 Japan 30 days 47 47 Three cycles of the upper arm achieved by 5 min cuff in- MACCE:4% vs. 14%, P = 0.07; Peak of CK-MB(IU/L):

flation at 200 mm Hg followed by 5 min of complete cuff

deflation

238 £ 159 vs. 303 + 267, P =0.15

MACCE: major adverse cardiac and cerebrovascular events.

Table 2. Clinical baseline characteristics of 7 included studies (RIC-pre/Control).

Study Ye.ar O.f Age Male(%)  Diabetes (%)  Hypertension (%)  Smoker (%) Hyp erc.holeste Symptom to balloon time, min Infarct-related coronary Oc.cluded vessel on

publication rolemia (%) artery (non-LAD, %) arrival TIMI 0-1,(%)
Bgtker 2010 62 + 12/63 £ 11 76.0/75.0 9.0/9.0 38.0/24.0 56.0/57.0 15.0/19.0 190 (134-305)/188 (134-309) 61.0/57.0 56.0/61.0
Hausenloy 2019 63.9 £ 12.1/63.1 £ 12.2  76.0/77.6 11.9/10.4 43.7/40.1 40.5/40.9 28.0/27.2 178 (130-278)/177 (128-279) 59.1/56.9 73.7/74.8
Liu 2016 62.1 £12.1/62.6 + 11.9  76.3/81.7 20.3/20.0 45.8/40.0 39.0/46.7 32.2/28.3 420 £ 174/402 + 156 52.5/58.3 66.1/75.0
Munk 2010 62 £ 11/62 £ 11 77.0/78.0 9.0/8.0 38.0/24.0 56.0/57.0 15.0/18.0 190 (134-304)/185 (129-299) 62.0/58.0 58.0/61.0
Prunier 2014 66.1 + 16.2/61.7 £ 14.0  78.0/76.0 11.0//12.0 50.0/41.0 22.0/47.0 33.0/35.0 227 4+ 103/241 £ 75 61.0/59.0 NA/NA
Sloth 2013 62 + 12/63 £ 11 76.0/75.0 9.0/9.0 38.0/24.0 56.0/57.0 15.0/19.0 190 (134-305)/188 (134-309) 61.0/57.0 56.0/61.0
Yamanaka 2015 67 £ 12/67 £ 15 76.0/76.0 31.0/37.0 61.0/65.0 59.0/51.0 51.0/53.0 326 4 278/360 £ 274 60.0/56.0 NA/NA

LAD: left anterior descending coronary (LAD); TIMI: thrombolysis in myocardial infarction study group grading of coronary flow; NA: not available.
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confounding factors would influence the efficacy of RIC in the
target organ (e.g., brain, kidney, and heart) (Johnsen et al., 2016;
Loukogeorgakis et al., 2007). In our meta-analysis, we only in-
cluded RCTs involving patients with STEMI undergoing PPCI
with the condition that RIC-pre must be completed prior to bal-
loon dilation during the procedure. After screening the included
RCTs, RIC stimulation was applied to the arm in all cases, and at
least three cycles of five min of ischemia and five min of reperfu-
sion (Table 1) were performed. These approaches indicate that the
protocols of RIC-pre in the included studies were comparable.

RIC was previously associated with reduced acute myocardial
infarction size and improved clinical outcomes in clinical and ex-
perimental animal studies (Donato et al., 2017; Pryds et al., 2019).
However, in our meta-analysis, no clinically meaningful beneficial
effects of RIC-pre on various clinical outcomes (CD, HHF, MI,
and stroke) in patients with STEMI undergoing PPCI was found.
To investigate time to RIC-pre effect, we performed subgroup anal-
ysis based on time of follow-up. RIC-pre failed to show positive
effects at the short- and long-term endpoints. Most of the in-
cluded studies had a 12-month follow-up (only one accomplished
a follow-up duration of 5 year) post-STEMI. This follow-up du-
ration may be short so that no positive effect of RIC on clinical
outcomes had been detected.

A certain degree of heterogeneity in the short-term subgroup
of CD (I = 53) was observed because of the discrepancy of car-
diovascular risk related factors in patients with STEMI, including
diabetes, hypertension, hypercholesterolemia, and smoking could
influence the effect of RIC-pre (Ferdinandy et al., 2014). As shown
in Table 2, the proportion of patients with these cardiovascular risk
related factors reported by Yamanaka et al. was higher than that
reported by Hausenloy.

Interestingly, our meta-analysis revealed that RIC-pre reduced
peak of CK-MB. However, the positive effect of RIC-pre did not
translate to improved clinical outcomes. As reported by a previ-
ous trial, the association between reductions in myocardial infarc-
tion size by RIC applied as an adjunctive strategy to PPCI and
improvements in clinical outcomes remain unclear (Bgtker et al.,
2010; Gaspar et al., 2018). Gaspar et al. found that RIC could re-
duce the incidence of CD and HHF at a 2.1-year median follow-up
but failed to limit myocardial infarction size as determined by car-
diac biomarkers. In a RIC-STEMI trial, Gaspar et al. similarly
indicated that the primary benefit of RIC in patients with STEMI
undergoing PPCI was on left ventricular function, with 10% abso-
lute enhancement in median EF. Therefore, we pooled the EF data
at follow-up into the analysis and found no beneficial effect in the
RIC-pre group.

According to the results of our meta-analysis and in direct con-
trast to the results of animal studies, RIC-pre did not show a pos-
itive effect on patients with STEMI undergoing PPCI (Heusch,
2017, 2018). The translation of cardioprotective effects to clini-
cal practice from successful animal studies is often weak and even
inconsistent (Hausenloy et al., 2017). Sean et al. hypothesized
that targeting only one mechanism could not be able to produce a
robust and strong effect in clinical studies, especially when numer-
ous uncontrolled variables are combined (Davidson et al., 2019).
Multitarget cardioprotective therapy is necessary to obtain effec-
tive cardioprotection in clinical practice. Additive benefits must
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first be tested in animal models. Cardiac remodeling and arrhyth-
mias should be further considered into multitarget cardioprotective
therapy for patients with STEMI.

Our meta-analysis had several limitations. First, the included
trials in our meta-analysis was limited and short of individual pa-
tient data, so that we were unable to excluded the potential im-
pact of individual patient. Second, besides the peak of CK-MB,
which indirectly reflects myocardial infarct size, no other indica-
tors, such as those from cardiac images or other cardiac biomark-
ers, were reported to assess myocardial infarct size because of the
limited data. Finally, we did not evaluate publication bias because
of small-study effects. Given these limitations, the findings of our
meta-analysis should be interpreted with caution.

5. Conclusion

RIC-pre tended to a low peak of CK-MB in patients with
STEMI undergoing PPCI, but lacked significant beneficial effects
on improving clinical outcomes at long- and short-term follow-up.

Acknowledgment

I would appreciate anyone who had given guidance during
the period of manuscript preparation. This study was supported
by the National Natural Science Foundation of China (mainly by
Grant No. 81370311, partially by Grant No. 81670332) Scien-
tilc and Technological Innovation Project of Fujian Province (No.
2016Y9030).

Conflicts of interest
The authors have no any conflicts of interest to declare.

Submitted: February 02, 2020
Accepted: March 10, 2020
Published: March 30, 2020

References

Bahr Hosseini, M., Hou, J., Bikson, M., Iacoboni, M., Gornbein, J. and
Saver, J. L. (2019) Central nervous system electrical stimulation for
neuroprotection in acute cerebral ischemia: meta-analysis of preclini-
cal studies. Stroke 50, 2892-2901.

Botker, H. E., Kharbanda, R., Schmidt, M. R., Bottcher, M., Kaltoft, A.
K., Terkelsen, C. J., Munk, K., Andersen, N. H., Hansen, T. M., Traut-
ner, S., Lassen, J. F., Christiansen, E. H., Krusell, L. R., Kristensen, S.
D., Thuesen, L., Nielsen, S. S., Rehling, M., Sorensen, H. T., Reding-
ton, A. N. and Nielsen, T. T. (2010) Remote ischaemic conditioning
before hospital admission, as a complement to angioplasty, and effect
on myocardial salvage in patients with acute myocardial infarction: a
randomised trial. Lancet (London, England) 375, 727-734.

Crimi, G., Pica, S., Raineri, C., Bramucci, E., De Ferrari, G. M., Klersy, C.,
Ferlini, M., Marinoni, B., Repetto, A., Romeo, M., Rosti, V., Massa,
M., Raisaro, A., Leonardi, S., Rubartelli, P., Oltrona Visconti, L. and
Ferrario, M. (2013) Remote ischemic post-conditioning of the lower
limb during primary percutaneous coronary intervention safely reduces
enzymatic infarct size in anterior myocardial infarction: a randomized
controlled trial. JACC Cardiovascular Interventions 6, 1055-1063.

Davidson, S. M., Ferdinandy, P., Andreadou, L., Botker, H. E., Heusch, G.,
Ibanez, B., Ovize, M., Schulz, R., Yellon, D. M., Hausenloy, D. J. and
Garcia-Dorado, D. (2019) Multitarget strategies to reduce myocardial
ischemia/reperfusion injury: jacc review topic of the week. Journal of
the American College of Cardiology 73, 89-99.

DerSimonian, R. and Laird, N. (1986) Meta-analysis in clinical trials. Con-
trolled Clinical Trials 7, 177-188.

Donato, M., Evelson, P. and Gelpi, R. J. (2017) Protecting the heart from
ischemia/reperfusion injury: an update on remote ischemic precondi-

Chen et al.



tioning and postconditioning. Current Opinion in Cardiology 32, 784-
790.

Eitel, ., Stiermaier, T., Rommel, K. P., Fuernau, G., Sandri, M., Mangner,
N., Linke, A., Erbs, S., Lurz, P., Boudriot, E., Mende, M., Desch, S.,
Schuler, G. and Thiele, H. (2015) Cardioprotection by combined in-
trahospital remote ischaemic perconditioning and postconditioning in
ST-elevation myocardial infarction: the randomized lipsia condition-
ing trial. European Heart Journal 36, 3049-3057.

Ferdinandy, P., Hausenloy, D. J., Heusch, G., Baxter, G. F. and Schulz,
R. (2014) Interaction of risk factors, comorbidities, and comedications
with ischemia/reperfusion injury and cardioprotection by precondition-
ing, postconditioning, and remote conditioning. Pharmacological Re-
views 66, 1142-1174.

Frohlich, G. M., Meier, P., White, S. K., Yellon, D. M. and Hausenloy, D.
J. (2013) Myocardial reperfusion injury: looking beyond primary PCI.
European Heart Journal 34, 1714-1722.

Gaspar, A., Lourenco, A. P., Pereira, M. A., Azevedo, P., Roncon-
Albuquerque, R., Jr., Marques, J. and Leite-Moreira, A. F. (2018)
Randomized controlled trial of remote ischaemic conditioning in ST-
elevation myocardial infarction as adjuvant to primary angioplasty
(RIC-STEM)). Basic Research in Cardiology 113, 14.

Gong, R. and Wu, Y. Q. (2019) Remote ischemic conditioning dur-
ing primary percutaneous coronary intervention in patients with ST-
segment elevation myocardial infarction: a systematic review and
meta-analysis. Journal of Cardiothoracic Surgery 14, 14.

Hausenloy, D. J., Botker, H. E., Engstrom, T., Erlinge, D., Heusch, G.,
Ibanez, B., Kloner, R. A., Ovize, M., Yellon, D. M. and Garcia-Dorado,
D. (2017) Targeting reperfusion injury in patients with ST-segment el-
evation myocardial infarction: trials and tribulations. European Heart
Journal 38, 935-941.

Hausenloy, D. J., Kharbanda, R. K., Moller, U. K., Ramlall, M., Aaroe, J.,
Butler, R., Bulluck, H., Clayton, T., Dana, A., Dodd, M., Engstrom, T.,
Evans, R., Lassen, J. F., Christensen, E. F., Garcia-Ruiz, J. M., Gorog,
D. A., Hjort, J., Houghton, R. F., Ibanez, B., Knight, R., Lippert, F. K.,
Lonborg, J. T., Maeng, M., Milasinovic, D., More, R., Nicholas, J. M.,
Jensen, L. O., Perkins, A., Radovanovic, N., Rakhit, R. D., Ravkilde,
J., Ryding, A. D., Schmidt, M. R., Riddervold, I. S., Sorensen, H. T,
Stankovic, G., Varma, M., Webb, 1., Terkelsen, C. J., Greenwood, J.
P, Yellon, D. M. and Botker, H. E. (2019) Effect of remote ischaemic
conditioning on clinical outcomes in patients with acute myocardial in-
farction (CONDI-2/ERIC-PPCI): a single-blind randomised controlled
trial. Lancet (London, England) 19, 1415-1424.

Hearse, D. J., Humphrey, S. M., Nayler, W. G., Slade, A. and Border,
D. (1975) Ultrastructural damage associated with reoxygenation of the
anoxic myocardium. Journal of Molecular and Cellular Cardiology 7,
315-324.

Heusch, G. (2017) Critical issues for the translation of cardioprotection.
Circulation Research 120, 1477-1486.

Heusch, G. (2018) Cardioprotection research must leave its comfort zone.
European Heart Journal 39, 3393-3395.

Higgins, J. P., Altman, D. G., Gotzsche, P. C., Juni, P., Moher, D., Oxman,
A.D., Savovic, J., Schulz, K. F., Weeks, L. and Sterne, J. A. (2011) The
cochrane collaboration's tool for assessing risk of bias in randomised
trials. BMJ (Clinical research ed) 343, d5928.

Higgins, J. P., Thompson, S. G., Deeks, J. J. and Altman, D. G. (2003)
Measuring inconsistency in meta-analyses. BMJ (Clinical research ed)
327, 557-560.

Ibanez, B., Heusch, G., Ovize, M. and Van de Werf, F. (2015) Evolving
therapies for myocardial ischemia/reperfusion injury. Journal of the
American College of Cardiology 65, 1454-1471.

Ibanez, B., James, S., Agewall, S., Antunes, M. J., Bucciarelli-Ducci, C.,
Bueno, H., Caforio, A. L. P., Crea, F., Goudevenos, J. A., Halvorsen,
S., Hindricks, G., Kastrati, A., Lenzen, M. J., Prescott, E., Roffi, M.,
Valgimigli, M., Varenhorst, C., Vranckx, P. and Widimsky, P. (2018)
2017 ESC guidelines for the management of acute myocardial infarc-
tion in patients presenting with ST-segment elevation: The Task Force
for the management of acute myocardial infarction in patients present-
ing with ST-segment elevation of the European Society of Cardiology
(ESC). European Heart Journal 39, 119-177.

Volume 21, Number 1, 2020

Johnsen, J., Pryds, K., Salman, R., Lofgren, B., Kristiansen, S. B. and
Botker, H. E. (2016) The remote ischemic preconditioning algorithm:
effect of number of cycles, cycle duration and effector organ mass on
efficacy of protection. Basic Research in Cardiology 111, 10.

Liberati, A., Altman, D. G., Tetzlaff, J., Mulrow, C., Gotzsche, P. C.,
Toannidis, J. P., Clarke, M., Devereaux, P. J., Kleijnen, J. and Mobher,
D. (2009) The prisma statement for reporting systematic reviews and
meta-analyses of studies that evaluate health care interventions: expla-
nation and elaboration. Journal of Clinical Epidemiology 62, ¢1-34.

Liu, H., Fu, L., Sun, X., Peng, W., Chen, Z. and Li, Y. (2018) Remote
ischemic conditioning improves myocardial parameters and clinical
outcomes during primary percutaneous coronary intervention: a meta-
analysis of randomized controlled trials. Oncotarget 9, 8653-8664.

Loukogeorgakis, S. P., Williams, R., Panagiotidou, A. T., Kolvekar, S. K.,
Donald, A., Cole, T.J., Yellon, D. M., Deanfield, J. E. and MacAllister,
R. J. (2007) Transient limb ischemia induces remote preconditioning
and remote postconditioning in humans by a K(ATP)-channel depen-
dent mechanism. Circulation 116, 1386-1395.

Man, C., Gong, D., Zhou, Y. and Fan, Y. (2017) Meta-analysis of remote
ischemic conditioning in patients with acute myocardial infarction. Sci-
entific Reports 7, 43529.

McLeod, S. L., Iansavichene, A. and Cheskes, S. (2017) Remote is-
chemic perconditioning to reduce reperfusion injury during acute ST-
segment-elevation myocardial infarction: a systematic review and
meta-analysis. Journal of the American Heart Association 6, €005522.

Munk, K., Andersen, N. H., Schmidt, M. R., Nielsen, S. S., Terkelsen, C.
J., Sloth, E., Botker, H. E., Nielsen, T. T. and Poulsen, S. H. (2010)
Remote ischemic conditioning in patients with myocardial infarction
treated with primary angioplasty: impact on left ventricular function
assessed by comprehensive echocardiography and gated single-photon
emission CT. Circulation Cardiovascular Imaging 3, 656-662.

Pieri, M., De Simone, A., Rose, S., De Domenico, P., Lembo, R., Denaro,
G., Landoni, G. and Monaco, F. (2019) Trials focusing on prevention
and treatment of delirium after cardiac surgery: a systematic review of
randomized evidence. Journal of Cardiothoracic and Vascular Anes-
thesia

Prunier, F., Angoulvant, D., Saint Etienne, C., Vermes, E., Gilard, M.,
Piot, C., Roubille, F., Elbaz, M., Ovize, M., Biere, L., Jeanneteau, J.,
Delepine, S., Benard, T., Abi-Khalil, W. and Furber, A. (2014) The
RIPOST-MI study, assessing remote ischemic perconditioning alone or
in combination with local ischemic postconditioning in ST-segment el-
evation myocardial infarction. Basic Research in Cardiology 109, 400.

Pryds, K., Hjortbak, M. V. and Schmidt, M. R. (2019) Influence of car-
diovascular risk factors, comorbidities, medication use and procedu-
ral variables on remote ischemic conditioning efficacy in patients with
ST-segment elevation myocardial infarction. International Journal of
Molecular Sciences 20, E3246.

Rentoukas, 1., Giannopoulos, G., Kaoukis, A., Kossyvakis, C., Raisakis,
K., Driva, M., Panagopoulou, V., Tsarouchas, K., Vavetsi, S., Pyrgakis,
V. and Deftereos, S. (2010) Cardioprotective role of remote ischemic
periconditioning in primary percutaneous coronary intervention: en-
hancement by opioid action. JACC Cardiovascular Interventions 3,
49-55.

Schmidt, M. R., Pryds, K. and Botker, H. E. (2014) Novel adjunctive treat-
ments of myocardial infarction. World Journal of Cardiology 6, 434-
443.

Sloth, A. D., Schmidt, M. R., Munk, K., Kharbanda, R. K., Redington, A.
N., Schmidt, M., Pedersen, L., Sorensen, H. T. and Botker, H. E. (2014)
Improved long-term clinical outcomes in patients with st-elevation my-
ocardial infarction undergoing remote ischaemic conditioning as an ad-
junct to primary percutaneous coronary intervention. European Heart
Journal 35, 168-175.

Sloth, A. D., Schmidt, M. R., Munk, K., Schmidt, M., Pedersen, L.,
Serensen, H. T., Enemark, U., Parner, E. T., Botker, H. E., Bottcher,
M., Kaltoft, A. K., Terkelsen, C. J., Andersen, N. H., Hansen, T. M.,
Trautner, S., Lassen, J. F., Christiansen, E. H., Krusell, L. R., Kris-
tensen, S. D., Thuesen, L., Nielsen, S. S. and Rehling, M. (2017) Cost-
effectiveness of remote ischaemic conditioning as an adjunct to pri-
mary percutaneous coronary intervention in patients with ST-elevation

111



myocardial infarction. European Heart Journal: Acute Cardiovascu-
lar Care 6, 244-253.

Stather, P. W., Wych, J. and Boyle, J. R. (2019) A systematic review and
meta-analysis of remote ischemic preconditioning for vascular surgery.
Journal of Vascular Surgery 70, 1353-1363.¢1353.

Stiermaier, T., Jensen, J. O., Rommel, K. P., de Waha-Thiele, S., Fuernau,
G., Desch, S., Thiele, H. and Eitel, 1. (2019) Combined intrahospital re-
mote ischemic perconditioning and postconditioning improves clinical
outcome in ST-elevation myocardial infarction. Circulation Research
124, 1482-1491.

Verouhis, D., Sorensson, P., Gourine, A., Henareh, L., Persson, J., Saleh,
N., Settergren, M., Sundqvist, M., Tornvall, P., Witt, N., Bohm, F.
and Pernow, J. (2016) Effect of remote ischemic conditioning on in-
farct size in patients with anterior ST-elevation myocardial infarction.
American Heart Journal 181, 66-73.

Wang, X., Kong, N., Zhou, C., Mungun, D., Iyan, Z., Guo, Y. and Yang,
Z.(2017) Effect of remote ischemic preconditioning on perioperative
cardiac events in patients undergoing elective percutaneous coronary
intervention: a meta-analysis of 16 randomized trials. Cardiology Re-
search and Practice 2017, 6907167.

112

White, S. K., Frohlich, G. M., Sado, D. M., Maestrini, V., Fontana, M.,
Treibel, T. A., Tehrani, S., Flett, A. S., Meier, P., Ariti, C., Davies, J.
R., Moon, J. C., Yellon, D. M. and Hausenloy, D. J. (2015) Remote
ischemic conditioning reduces myocardial infarct size and edema in
patients with ST-segment elevation myocardial infarction. JACC Car-
diovascular Interventions 8, 178-188.

Yamanaka, T., Kawai, Y., Miyoshi, T., Mima, T., Takagaki, K., Tsukuda,
S., Kazatani, Y., Nakamura, K. and Ito, H. (2015) Remote ischemic
preconditioning reduces contrast-induced acute kidney injury in pa-
tients with ST-elevation myocardial infarction: a randomized con-
trolled trial. International Journal of Cardiology 178, 136-141.

Yellon, D. M. and Hausenloy, D. J. (2007) Myocardial reperfusion injury.
The New England Journal of Medicine 357, 1121-1135.

Zhan, B., Zhu, B., Hu, J., Huang, Q., Bao, H., Huang, X. and Cheng,
X. (2019) The efficacy of remote ischemic conditioning in prevent-
ing contrast-induced nephropathy among patients undergoing coronary
angiography or intervention: an updated systematic review and meta-
analysis. Annals of noninvasive electrocardiology: the Official Journal
of the International Society for Holter and Noninvasive Electrocardi-
ology 357, ¢12706.

Chen et al.



	Introduction
	Methods
	Search strategy
	2.2 Study selection 
	2.3 Data extraction and outcome measures
	2.4 Quality assessment and statistical analysis

	3. Results
	3.1 Study characteristics and quality assessment
	Outcomes 

	Discussion 
	Conclusion

