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Abstract 

Background  It is estimated that over 240 million people worldwide have osteoarthritis, which is a major contributor 
to chronic pain and central changes in pain processing, including endogenous pain modulation. The autonomic nerv-
ous system plays a crucial role in the pain regulatory process. One of the main mechanisms of remote ischemic con-
ditioning is neuronal signaling from the preconditioned extremity to the heart. This study aims to analyze the acute 
effect of remote ischemic conditioning on local pain, conditioned pain modulation, and cardiac autonomic control 
in women with knee osteoarthritis and to see if there is a correlation between them.

Methods  Women more than 50 years with knee osteoarthritis diagnosed according to the American College 
of Rheumatology criteria in the postmenopausal period will be considered eligible. The study will have blind rand-
omization, be placebo-controlled, and be balanced in a 1:1 ratio. The total of 44 participants will be divided into two 
groups (22 participants per group): (i) remote ischemic conditioning and (ii) placebo remote ischemic conditioning. 
Protocol consisting of four cycles of total ischemia, followed immediately by four cycles of 5 min of vascular reperfu-
sion, totaling 40 min. The primary outcomes in the protocol are conditioned pain modulation, which has the pressure 
pain threshold (kgf/cm2) as its primary outcome measure, and cardiac autonomic modulation, which has the indices 
found in heart rate variability as its primary outcome measure. Comparisons will be performed using generalized lin-
ear mixed models fitted to the data. For correlation, the Pearson or Spearman test will be used depending on the nor-
mality of the data. All analyses will assume a significance level of p < 0.05.

Discussion  It is believed that the results of this study will present a new perspective on the interaction 
between the pain processing system and the cardiovascular system; they will provide the professional and the patient 
with a greater guarantee of cardiovascular safety in the use of the intervention; it will provide knowledge about acute 
responses and this will allow future chronic intervention strategies that aim to be used in the clinical environment, 
inserted in the multimodal approach, for the treatment of osteoarthritis of the knee.
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Introduction
Early prevention and treatment of musculoskeletal dis-
orders and targeting risk factors for associated chronic 
diseases can play an important role [1]. However, a 
greater understanding of why musculoskeletal conditions 
increase the risk of chronic disease is needed. As in the 
case of osteoarthritis, which appears to increase the risk 
of developing cardiovascular disease [1].

It is estimated that more than 240 million people 
worldwide have symptomatic osteoarthritis and among 
the risk factors for knee osteoarthritis are advanced age 
and female sex [2]. In addition, individuals with osteoar-
thritis have lower levels of physical activity [2], which is a 
major contributor to chronic pain and central changes in 
pain processing [3].

The pain processing system includes endogenous pain 
modulation, characterized by the ability of the central 
nervous system (CNS) to modulate nociceptive input 
from peripheral tissues as it ascends to the spinal cord, 
brainstem, and brain [4]. This modulation can lead to an 
increase or inhibition of pain perception. Furthermore, a 
dysfunctional modulation may be part of the pathophysi-
ology of chronic pain [4].

Endogenous pain modulation can be investigated 
through the conditioned pain modulation (CPM) test, 
which is characterized by the reduction of pain percep-
tion caused by intense pain in a remote area of the body 
and represents the outcome of descending pain inhibitory 
mechanisms [5, 6]. In summary, among the functional 
impairments [1] and CNS mechanisms [2] presented by 
patients with osteoarthritis, the presence of pain due to 
less efficient endogenous inhibition can be highlighted.

Furthermore, the autonomic nervous system (ANS) 
plays a crucial role in modulating perception, functional 
interaction, and pain regulation [7, 8]. The interaction 
between ANS and pain perception has been shown to be 
an important contributor to the pain regulatory process 
[9, 10]. Heart rate variability (HRV) is a reliable non-inva-
sive way to assess ANS modulation. Several chronic pain 
conditions are being associated with alterations in the 
ANS function, assessed through HRV indices [11–14].

In summary, the systems involved in autonomic con-
trol are strictly linked to those involved in pain percep-
tion, and, therefore, HRV can be considered an index of 
ANS reactivity to nociceptive stimulation [15]. Patients 
with chronic pain, such as osteoarthritis, have reduced 
HRV and baroreflex sensitivity due to changes in efferent 

sympathetic and parasympathetic cardiac activity, which 
alter the balance to a prevalence of sympathetic tone 
related to catecholamine release [16, 17].

HRV is also related to the endogenous modulation of 
pain, a relevant factor in the development and main-
tenance of pain [18]. Furthermore, endogenous pain 
modulation and HRV are linked in both the presence 
and absence of chronic pain. Thus, HRV has several 
advantages in studies that investigate the physiological 
response to nociceptive stimulation [19–21].

According to a recent systematic review by Forte et al. 
[22], as HRV appears to be impaired in several chronic 
pain conditions that can worsen the quality of life, future 
researchers and clinicians may benefit from using HRV 
to assess the effectiveness of treatments in pain manage-
ment in clinical populations [22].

Therefore, the effect of chronic pain presented by indi-
viduals who have osteoarthritis may provide adaptation 
in the autonomic regulation of the cardiovascular system. 
Taking this into account, treatment approaches that gen-
erate changes in pain processing behavior and cardiac 
autonomic modulation need to be further explored.

An approach that has been used to improve muscle 
performance and that is widely used in the management 
of cardiovascular disorders because it is considered an 
intrinsic mechanism that has the ability to protect tissues 
against the deleterious effects of ischemia–reperfusion 
is remote ischemic conditioning (RIC) [23]; however, lit-
tle is known about the effect of this intervention for pain 
management [24] and its repercussion on the CPM and 
cardiac autonomic control systems. There is no evidence 
that RIC causes systemic hypoalgesia, so these gaps pro-
vide a rationale for future research.

The RIC is characterized by the application of brief 
periods of circulatory occlusion (ischemia) and rep-
erfusion of a limb through inflation and deflation of a 
pressure cuff [25]. Thielmann et  al. [26] demonstrated 
reduced myocardial damage from RIC, including 
improvement in clinical outcomes in patients undergoing 
cardiac surgery and in those with myocardial infarction 
undergoing emergency coronary artery stent implanta-
tion [26].

One of the main mechanisms of RIC appears to be 
neuronal signaling from the preconditioned extremity to 
the heart [27]. Current data reveal that there are interac-
tions of neuronal and humoral pathways and activation 
of peripheral sensory nerves, resulting in a release of 
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cardioprotective factors that circulate to target organs 
via the bloodstream [28–30]. In this way, the ANS can be 
modified using the RIC, which, in turn, can be proven by 
the HRV indices.

Given the ease of administration of the intervention, in 
addition to its low cost and not being an invasive method, 
RIC can be investigated as a possible multimodal anal-
gesic strategy [24]. However, further studies are needed 
on the impact of different RIC strategies, elucidation of 
mechanisms, safety profiles, and cost-effectiveness. Fur-
thermore, understanding the immediate cardiovascular 
benefits of RIC will support the development of strategies 
in the primary and secondary prevention of cardiovascu-
lar disease [27].

Taking into account that the RIC can result in an 
improvement in cardiac autonomic modulation through 
the activation of neuronal pathways and that this activa-
tion can reflect in a better management of the patient’s 
pain, the following gaps were raised: Is the RIC capable of 
improving local pain after its application in women with 
osteoarthritis? Does RIC cause changes in CPM systems 
and cardiac autonomic modulation? Is there a correlation 
between CPM and cardiac autonomic modulation?

From these gaps, two hypotheses will be tested. First, 
that RIC is able to improve cardiac autonomic modula-
tion and consequently improve CPM in women with 
knee osteoarthritis. Second, that there is a correlation 
between CPM and cardiac autonomic modulation in 
women with knee osteoarthritis. Therefore, the primary 
objective of the study will be to analyze the acute effect of 
RIC on local pain, CPM, and cardiac autonomic control 
systems in women with knee osteoarthritis. The second-
ary objective will be to observe if there is a correlation 
between CPM and cardiac autonomic modulation in 
women with knee osteoarthritis.

Information of this nature is important to guide thera-
pists on aspects of intervention related to CPM and car-
diac autonomic modulation, about reducing pain and 
improving autonomic control, and in this way, it provides 
guiding knowledge for future long-term studies on other 
chronic diseases and cardiovascular events.

Methods
Trial design
This is a randomized, parallel, placebo-controlled, dou-
ble-blind, exploratory, 1:1 randomized clinical trial in one 
of two study groups, namely: RIC or placebo.

The study protocol follows the SPIRIT 2013 checklist 
(Standard Protocol Items: Recommendations for Interna-
tional Trials) [31] (Supplementary File 1) and the TIDieR 
(Template for Intervention Description and Replication) 
[32], so that the information and quality of reports of 
interventions are well described [32].

Eligibility criteria
Women with knee osteoarthritis aged between 50 and 
80  years will be included in the study if they have uni-
lateral or bilateral knee osteoarthritis [33–35] diagnosed 
according to American College of Rheumatology criteria 
[36] which are: criteria for clinical and radiographic diag-
nosis (having knee pain, osteophytes and having at least 
one of the three items—age greater than 50  years; stiff-
ness lasting less than 30 min and/or crepitus) or criteria 
for clinical diagnosis (pain in the knee and having at least 
three of the six items — age greater than 50 years; stiff-
ness lasting less than 30 min; crepitus; bone enlargement; 
bone tenderness; no palpable heat) will be considered 
eligible if they are in the postmenopausal period and not 
present systemic rheumatic diseases (fibromyalgia, rheu-
matoid arthritis and systemic lupus erythematosus); con-
gestive heart failure, peripheral vascular disease, systolic 
blood pressure greater than 160 or less than 100 mmHg 
or diastolic blood pressure greater than 100 mmHg, deep 
vein thrombosis, a history of acute myocardial infarc-
tion and stroke; diabetes mellitus; respiratory disease; a 
history of knee surgery; will not be included, as well as 
participants who have high levels of physical activity 
assessed by the Habitual Physical Activity Questionnaire 
[37, 38], are alcoholics, smokers, use drugs that influence 
cardiac autonomic modulation (beta-blockers) and have 
one or more predisposing risk factors for thromboembo-
lism [39].

Participants who, in the 24 h before the test, used anti-
inflammatory drugs or analgesics, performed physical 
activity, consumed alcohol, performed therapeutic treat-
ments for pain relief, had errors in capturing the heart 
rate beat by beat (RR intervals), and wished to withdraw 
from the study will be excluded. In addition, participants 
may choose to stop performing the intervention for any 
reason. The flowchart of the study design and the compo-
sition of the groups is illustrated in Fig. 1.

Recruitment
Participants will be recruited through advertising fold-
ers on the institution’s premises, health centers, and 
social networks. These procedures are recommended by 
Treweek et  al. [40] as strategies to improve the recruit-
ment of participants.

All participants will undergo an initial telephone 
screening to determine eligibility for inclusion in the 
study. The following data will be obtained as part of the 
screening: age, self-reported weight, brief health history 
including symptoms of knee osteoarthritis (knee joint 
pain and stiffness), patient comorbidities, and medica-
tions in use. Afterwards, the participants will answer the 
Habitual Physical Activity Questionnaire [38, 39] that 
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assesses the level of physical activity. Those who claim 
to have knee pain and meet the study inclusion criteria 
will be invited to remain in the study. The blood pressure 
eligibility criteria will be personally measured to confirm 
the pressure measurement reported by the participant 
over the phone.

Initial assessment data will also be used for sample 
characterization purposes. If eligible and willing to par-
ticipate in the study, a time will be scheduled for the par-
ticipant to attend the Sports Physiotherapy Laboratory. 
To increase the participants’ adherence to the interven-
tion, telephone contact will be made daily to encourage 
them to remain in the study, and thus avoid losses.

All participants will go through an informed consent 
process that will include the delivery of written informa-
tion about the need and the overall benefit of the study, 
followed by a discussion with a researcher. This discus-
sion will include verifying their understanding of the 
benefits and risks of participation and ensuring that 
participants accept that treatment will be randomly allo-
cated, regardless of any personal preferences they may 
have. If the participant agrees to participate, a consent 

form is signed (the consent form template is in the  sup-
plementary materials).

The consent form does not ask whether participants 
would like to be contacted in the future about research 
participation. It is worth noting that this study will not 
perform laboratory evaluation and storage of biological 
specimens for genetic or molecular analysis at this time 
or for future use.

Randomization and blinding
Participants who provide written informed consent will 
be randomly allocated to either placebo RIC or RIC. The 
randomization sequence will be elaborated using soft-
ware (Microsoft Office Excel 2007) and will be placed 
in sequential numbering in opaque and sealed enve-
lopes. A researcher who will not have contact with the 
participants and evaluators will generate the allocation 
sequence (assign the participants to the interventions). 
Evaluators, participants, and data analysts will be blinded 
to the allocation of groups. At the end of the survey, to 
disseminate the results to the participants, the allocation 
group may be revealed.

Fig. 1  Flowchart of the study design. RIC, remote ischemic conditioning; P-RIC, placebo remote ischemic conditioning
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There is a study trial management group made up of 
the study researchers that meets weekly to monitor the 
progress of the study. Any changes to the protocol will be 
notified to the ethics committee, an update will be made 
to the clinical trial registry and will be communicated to 
study participants.

Study design
Data collection will be carried out at Sports Physiother-
apy Laboratory at São Paulo State University (Unesp), 
School of Technology and Sciences, Presidente Prudente, 
São Paulo, Brazil. All procedures will be performed under 
standardized conditions (temperature: 21–23°C; relative 
humidity: 40–60%).

Each participant will attend the laboratory on two 
days separated by one week. On the first day they will 
be evaluated for anthropometric characteristics, using a 
scale (Tanita BC 554, Iron Man/Inner, Arlington Heights 
Illinois, USA) and a stadiometer (Sany—American Medi-
cal do Brasil, São Paulo, Brazil) and, later, the body mass 
index (BMI) will be calculated. Blood pressure measure-
ments will also be performed [41] and the Knee Injury 
and Osteoarthritis Outcome Score (KOOS) question-
naire [42] will be applied. After these initial procedures, 
a 10  min rest will be performed and, in the sequence, 
the evaluation of total occlusion pressure (TOP) will be 
performed. After that, the initial CPM test will be per-
formed, followed by the RIC, and finally the CPM test 
again. RR intervals will be captured from the initial 
10 min of rest to the end of the complete CPM protocol.

On the second day, only the RR intervals will be cap-
tured before the RIC (15  min at rest), during, and after 
(15min at the end) the RIC. The study design is outlined 
in Fig. 2.

Interventions
In both study groups, the TOP will be determined: first, 
participants will be asked to remain at rest in the supine 
position for 10  min in an acclimatized room (21–23°C) 
and silent [43, 44]. To determine the TOP, a vascular 
Doppler (DF-7000 V; Medpej, Ribeirão Preto, São Paulo, 
Brazil) will be used, which will be positioned over the 
posterior tibial artery (located in the middle distance 
between the medial malleolus of the tibia and the Achil-
les tendon) to capture the auscultatory pulse [45].

A cuff (velcro; 12.5 cm wide and 84 cm long and inflat-
able chamber 7  cm wide and 52  cm long, Cardiomed, 
Curitiba, Paraná, Brazil) will be positioned in the region 
of the inguinal fold with the inflatable region of the cuff 
in the medial portion of the thigh covering the femoral 
artery [46] of the lower limb with the greatest complaint 
of knee pain [45, 46] and then it will be progressively 
inflated waiting 30  s every 50  mmHg and completely 
deflating and pausing for 10  s, and 40  mmHg will be 
added to the initial 50 mmHg (total of 90 mmHg).

The sequence will be repeated, always adding the 
40 mmHg until the auscultatory pulse of the tibial artery is 
completely interrupted. Then wait 30 s and slowly deflate 
until the auscultatory pulse returns. The TOP will be 
defined when the lowest pressure capable of completely 
obstructing blood flow is reached [45, 47–49]. A wider cuff 
was chosen, as it has been proven that the width of the cuff 
has a great influence on the pressure needed to achieve full 
restriction of blood flow [49]. The intervention and pla-
cebo groups will be different as described below.

Remote ischemic conditioning
The RIC protocol will be applied to the proximal region 
of the thigh of the limb with knee osteoarthritis and 

Fig. 2  Study design. BMI, body mass index; BP, blood pressure; RR-I, RR intervals; M, moment; TOP, total occlusion pressure; CPM1, initial conditioned 
pain modulation; CPM2, final conditioned pain modulation; RIC, remote ischemic conditioning; P-RIC, placebo remote ischemic conditioning
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if both knees are affected, it will be applied to the knee 
with the greatest pain complaint [33]. Participants will 
be relaxed and comfortably positioned in the supine 
position. The same cuff used to determine TOP will be 
used and the protocol will consist of four cycles of total 
ischemia (according to the TOP value determined indi-
vidually) of 5 min, followed immediately by four cycles of 
5 min of vascular reperfusion (0 mmHg), totaling 40 min 
as shown in Fig. 3.

Placebo remote ischemic conditioning
The placebo RIC protocol will also be performed on the 
lower limb with knee osteoarthritis and if both knees are 
affected, it will be applied on the knee with the greatest 
pain complaint. Participants will perform a protocol sim-
ilar to that of RIC, but during the four cycles of 5 min of 
occlusion, the cuffs will be inflated only with 10 mmHg 
so as not to cause arterial or venous occlusion alternating 
with four cycles of 5 min of reperfusion (0 mmHg) (see 
Fig. 3) [50, 51].

Outcomes
Conditioned pain modulation
CPM is a dynamic measure capable of evaluating endog-
enous pain inhibition using a “pain-by-pain inhibition” 
model in which pain in a local area (test stimulus) is 
inhibited by a second concomitant pain (conditioning 
stimulus) [3, 52]. In this study, the test stimulus will be 
performed through the pressure pain threshold using 
the algometer, and the conditioning stimulus will be per-
formed through the immersion of the hand in cold water, 
using the cold pressor test (CPT).

First, the markings of the places where the test stimuli 
will be performed on the participant will be carried out. 
The participant will be in dorsal decubitus with approx-
imately 20° of hip and knee flexion with the lower limb 

comfortably supported and markings will be performed 
in eight locations on both knees: site 1: 2 cm distal to the 
lower medial border of the patella; site 2: 2 cm distal to 
the lower lateral border of the patella; site 3: 3 cm lateral 
to the midpoint on the lateral edge of the patella; site 4: 
2 cm proximal to the upper lateral border of the patella; 
site 5: 2  cm proximal to the upper edge of the patella; 
site 6: 2 cm proximal to the upper medial border of the 
patella; site 7: 3 cm medial to the midpoint on the medial 
border of the patella; site 8: in the center of the patella 
[53, 54] and in the joint space between the first and sec-
ond metacarpophalangeal joints (thenar eminence region 
of the hand) on the contralateral side [33].

These marked sites will receive the test stimulus 
through the pressure pain threshold test using a pressure 
algometer which is a reliable and validated instrument 
(FDX 50/220; Wagner instruments, Greenwich, Connect-
icut, USA) which has a tip of 1 cm2 [55].

The evaluator will apply pressure perpendicularly to 
the participant’s skin until she reports the change from 
pressure sensation to painful sensation [33]. The proce-
dure will be performed three times at each site and the 
mean values in kgf/cm2 will be calculated to determine 
the pressure pain threshold. An interval of 20  s will be 
maintained between applications to avoid sensitization of 
pain responses [33].

After each measurement of the pressure pain thresh-
old, pain will be asked using a visual analog scale (VAS) 
that ranges from 0 (no pain) to 100 (worst imaginable 
pain). VAS will also be used to measure knee pain at rest 
and during CPT [5, 33, 54].

After baseline pressure pain threshold measure-
ments, the CPT (conditioning stimulus) [5, 33, 56] will 
be applied. Participants will be asked to dip their hands 
in a container of cold water and ice for up to 1 min. The 
temperature will be monitored by a thermometer (model 

Fig. 3  RIC and P-RIC protocol
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5130, Incoterm) and maintained between 1°C and 4°C 
[33]. Soon after, the pressure pain threshold measure-
ments (test stimulus) will be performed in the same 
places.

MCD will be quantified by subtracting the second 
mean pressure pain threshold value (after CPT) from the 
first mean pressure pain threshold value (before CPT) 
[CPM = baseline pressure pain threshold − pressure 
pain threshold Final]. Thus, negative CPM values mean 
CPM inhibitory activity (higher pressure pain threshold 
after CPT), while positive values indicate CPM facilitat-
ing activity (lower pressure pain threshold after CPT) 
[3, 33, 56]. The percentage of change will also be calcu-
lated using the following formula: [(pain threshold at 
final pressure − pain threshold at baseline pressure)/pain 
threshold at final pressure) × 100]. This entire protocol 
will be repeated after the RIC (Fig. 4) [53].

Cardiac autonomic modulation
The collection of data will be carried out individually 
and the participants will be instructed to remain silent, 
awake, at rest, and in the supine position. The move-
ment of people on site will be restricted, in order to 
reduce interference during collection. Participants will 
be instructed not to consume ANS stimulant substances 
such as alcoholic beverages, coffee, tea, soft drinks, and 
chocolate drinks during the 24  h prior to capturing the 
RR intervals.

The assessment of cardiac autonomic modulation will 
be performed through HRV by capturing the RR intervals 
using the heart rate monitor (Polar Electro Oy, Kempele, 
Finland – model V800) which is a validated equipment 
[57].

Indices obtained through linear methods, in the time 
domain (Mean RR, SDNN, and rMSSD), frequency (LF 
and HF), and the Poincaré plot (SD1 and SD2) will be 
analyzed [58, 59]. In addition, RR intervals will be ana-
lyzed to obtain the 30s rMSSD that represents vagal 
reentry. All HRV indices will be obtained using the soft-
ware Kubios HRV – version 3.2 (The Biomedical Signal 
Analysis Group, Department of Applied Physics, Univer-
sity of Kuopio, Finland) [60].

For this analysis, the time series of RR intervals will be 
initially submitted to a digital filtering moderated by the 
software Kubios HRV – version 3.2 [60] complemented 
by manual filtering, to eliminate premature ectopic beats 
and artifacts, and only series with more than 95% of sinus 
beats will be included in the study [58]. Through the vis-
ual analysis of the time series, the absence of artifacts or 
ectopic beats that may interfere with the HRV analysis 
will be observed.

The series of RR intervals will be analyzed in two 
different moments: (i) during the performance of the 
CPM tests and (ii) during the evaluation of the RIC. In 
order to obtain these analyses, on the first day of the 
intervention, the following moments will be analyzed: 
M1 (10  min basal at rest before TOP), M2 (test stim-
uli through the algometer), M3 (conditioning stimu-
lus, through the CPT), M4 (test stimuli through the 
algometer), M5 (during RIC), M6 (test stimuli through 
the algometer), M7 (conditioning stimulus, through 
the CPT), M8 (test stimuli through the algometer). In 
these stretches, 256 consecutive RR intervals [59] will 
be obtained. It is worth noting that at moments M3 
and M7, only vagal reentry with a rMSSD of 30  s will 

Fig. 4  Pressure pain threshold measurement sites [53]
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be analyzed due to the short time to capture the RR 
intervals.

On the second day of the intervention, the Pre-RIC 
(15  min baseline before RIC), RIC (during RIC), and 
Post-RIC (15 min after RIC) moments will be analyzed, 
with 1000 consecutive RR intervals being obtained for 
this analysis [59].

Time domain  For analysis of HRV in the time domain, 
the Mean RR, SDNN, and rMSSD [59–62] indices will be 
used. The Mean RR index corresponds to the means of 
all RR intervals [58, 59]. The SDNN index represents the 
standard deviation of all normal RR intervals recorded 
in a time interval, expressed in milliseconds (ms), and 
is considered a measure of global variability, that is, it 
evaluates both sympathetic and parasympathetic mod-
ulation [58, 59]. The rMSSD index corresponds to the 
root mean square of the differences between adjacent 
normal RR intervals in a time interval expressed in ms 
and assesses the behavior of parasympathetic autonomic 
modulation [6, 58].

Frequency domain  In the frequency domain, the fol-
lowing will be used: the low-frequency spectral compo-
nent (LF — frequency between 0.04 and 0.15 Hz) index 
that evaluates the sympathetic and parasympathetic 
behavior, with sympathetic predominance and the high-
frequency component (HF — frequency between 0.15 
and 0.4 Hz), which is related as a marker of vagal mod-
ulation, in normalized units (nu) and in milliseconds 
squared (ms2) [58, 59]. The spectral indices will be calcu-
lated from a tachogram using the fast Fourier transform 
(FFT) algorithm [58, 59].

Poincaré plot  The Poincaré plot indices, SD1 and SD2, 
will be used for a quantitative analysis [59]. The Poincaré 
plot represents a time series within a Cartesian plane 
which allows each RR interval to be correlated with the 
previous interval. It is a geometric method for analysis in 
which each point is represented on the x-axis (horizon-
tal/abscissa) by the preceding normal RR interval, and on 
the y-axis (vertical/ordinate) by the following RR interval 
[58, 59]. SD1 represents the dispersion of points perpen-
dicular to the line of identity and appears to be an index 
of instantaneous recording of beat-to-beat variability, 
representing vagal modulation [58, 59]. SD2, on the other 
hand, represents the dispersion of points along the iden-
tity line and represents the HRV in long-term records, 
considered a marker of sympathetic and parasympathetic 
modulation [58, 59, 63].

Vagal reentry  Series of RR intervals of the last 30 s of all 
moments (M1–M11) will be selected in order to compare 
the moments and assess vagal reentry, as observed in the 
studies by Imai et al. [64] and Goldberger et al. [65].

Sample size
The sample size calculation was based on the study by 
Schliessbach et  al. [66], using the CPM test variable. 
The software G*Power 3.1.9.4 and a reference value of 
98 ± 103  kPa were used, using a two-tailed hypothesis 
test with a test power of 80% and a significance level of 
5%. Eventually, 19 participants per group were stipu-
lated. A possible sample loss of 15% was considered so 
three participants will be added to each group, totaling 
44 individuals divided into two groups (22 participants 
per group).

Statistical analysis
Statistical analysis will be conducted using SPSS software 
(version 18; SPSS Inc. Chicago, IL, USA). Data normality 
will be verified by the Kolmogorov–Smirnov test, if nor-
mality is detected, the sample characterization variables 
will be presented as mean and standard deviation/ if not, 
in median and interquartile range. To compare the char-
acterization of the sample, Student’s t test will be used for 
independent samples.

Descriptive data of outcomes will be presented in 
mean, standard deviation, and confidence interval values. 
Comparisons of outcomes between the groups studied 
and the moments will be performed using Generalized 
Linear Mixed Models adjusted to the data with Bonfer-
roni post-test when the main analyzes are significant. In 
addition, the effects of the groups studied will be veri-
fied for all outcomes evaluated by calculating the effect 
size (ES) through Cohen’s d, which will be considered as 
“null” (< 0.2), “small” (≥ 0.2), “moderate” (≥ 0.6), “large” 
(≥ 1.2) or “very large” (≥ 2.0) [67]. Intention to treat will 
be used and, for data imputation, a mixed linear model 
will be used.

To correlate CPM and cardiac autonomic modulation, 
the Pearson or Spearman correlation test will be used 
according to the normality of the data. According to the 
parameters of Portney and Watkins [68], the correlation 
magnitude of 0.00 to 0.19 is considered to be very weak; 
0.20 to 0.39 weak correlation; 0.40 to 0.69 moderate cor-
relation; 0.70 to 0.89 strong correlation and 0.90 to 1.00 
very strong correlation [68]. All analyses will assume a 
significance level of p < 0.05.

The external evaluator will enter the data into the 
database for screening, randomization, and statistical 
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analysis. Dual data entry in electronic format will be 
used. Data integrity will be monitored regularly by exam-
ining data files for omissions and errors. Participants will 
receive an anonymous study ID to protect confidential-
ity, and only study investigators will have access to the 
final study dataset. The spreadsheets containing the raw 
numerical data of the data generated in this study will 
be stored in their entirety initially on two external hard 
drives and two online clouds. Any data needed to sup-
port the protocol can be provided upon request.

Adverse event reporting and harms
Monitoring all the described variables minimizes any risk 
of serious injury or cardiovascular complications during 
RIC, i.e., if the participant experiences sensations such as 
dizziness, pallor, intense sweating, excessive blood pres-
sure increase, pain, or any signs or symptoms, the pro-
cedure will be stopped immediately. Pressure from the 
cuff in the thigh region can generate discomfort and a 
feeling of tightness, but these symptoms disappear when 
the pressure is removed and as described above, all nec-
essary care will be taken. All these variables will be noted 
in the data collection. Participants who are harmed and 
require care during or after the study will be referred to 
the national health service.

Discussion
Potential impact and significance of the study
This project can be considered innovative as it is one of 
the first to investigate the effect of RIC in a chronic mus-
culoskeletal condition and how it affects the cardiac and 
conditioned autonomic modulation systems of pain. It 
is believed that the results are able to show a new per-
spective for the interaction between pain processing and 
cardiovascular systems; to show the behavior of cardiac 
autonomic modulation in women with osteoarthritis, 
since no study on this topic was found in the literature; to 
discover the acute effect of RIC on pain and on CPM and 
cardiac autonomic modulation systems.

Strengths and weaknesses of the study
In addition to not finding any studies in the literature 
that show a new perspective for the interaction between 
pain processing and cardiovascular systems in women 
with knee osteoarthritis, this study has other strengths, 
which are the high methodological quality of the study. 
by prospective registration, randomization, restriction 
of patients and evaluators, intention-to-treat approach, 
and comparison between a protocol of real ischemic 
conditioning with a placebo group, allowing to observe 

the result found in the intervention. We consider it as a 
weakness or non-blinding of the therapist.

Contribution and clinical applicability
The present study may provide the therapist and patient 
with better conditions to ensure greater cardiovascular 
safety in the use of the intervention. In addition, through 
these findings, it is intended to trigger knowledge of an 
acute response for future chronic intervention strategies 
and that aims to be used in the clinical environment as 
another strategy that can help, within the multimodal 
approach, for the management of people with knee 
osteoarthritis.

It is worth noting that the results will be published 
in periodicals with a selective editorial policy and pre-
sented in conferences. In addition, we will develop 
a disclosure policy and discuss presentations and 
outreach with relevant patient and clinical interest 
groups.

Trial status
Number Protocol: NCT05059652.

Patient not yet recruitment currently.
Study start date: August 2023.
Primary completion date: December 2023.
Study Completion date: July 2024.
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SDM	� Mean and standard deviation
SDNN	� Index representing the standard deviation of all normal RR inter-

vals recorded in a time interval, expressed in milliseconds
ANS	� Autonomic nervous system
CNS	� Central nervous system
HRV	� Heart rate variability
RIC	� Remote ischemic conditioning



Page 10 of 11Biral et al. Trials          (2023) 24:502 

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13063-​023-​07527-2.

Additional file 1. SPIRIT 2013 checklist.

Additional file 2. Consent form template.

Additional file 3. Protective measures against covid-19.

Acknowledgements
The authors thank CAPES and all the collaborators of this research (patients, 
researchers and students of the Sports Physiotherapy Laboratory).

Authors’ contributions
TMB and FMV are responsible for the study design. TMB, EPJ, APSC, and FMV 
commented on the various versions of this study protocol. TMB, APSC, EPJ, 
CATTF, and JKV will be involved in recruiting and collecting data. All authors 
approved the final manuscript.

Funding
The authors thank the Coordenação de Aperfeiçoamento de Pessoal de 
Nível Superior (CAPES) – funding code 001. CAPES is responsible for the TMB 
master’s scholarship. The other activities, such as data collection, manage-
ment, analysis and interpretation of data, and writing of the report, are the 
responsibility of the authors. All published material will mention the funding 
of this funding agency.

Availability of data and materials
The spreadsheets containing the raw numeric data will be stored on two 
external hard drives and two “clouds.” After analyzing the data, scientific 
articles related to the study will be made, and after publication, the data will 
remain preserved and will also be shared and made available in its entirety for 
a period of 5 years. The datasets analyzed during the current study are avail-
able from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval has been granted by the Human Ethics Committee of the São 
Paulo State University (CAAE: 48599121.7.0000.5402). A statement confirming 
informed consent will be obtained from all study participants.

Consent for publication
A sample consent form will be provided to all participants.

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

Author details
1 Postgraduate Program in Movement Sciences, São Paulo State University 
(Unesp), School of Technology and Sciences, Presidente Prudente, SP, Brazil. 
2 Postgraduate Program in Physiotherapy, São Paulo State University (Unesp), 
School of Technology and Sciences, Presidente Prudente, SP, Brazil. 3 Depart-
ment of Physiotherapy, São Paulo State University (Unesp), School of Technol-
ogy and Sciences, Presidente Prudente, SP, Brazil. 

Received: 11 October 2022   Accepted: 20 July 2023

References
	1. 	 Williams A, Kamper SJ, Wiggers JH, O’Brien KM, Lee H, Wolfenden L, et al. 

Musculoskeletal conditions may increase the risk of chronic disease: 
a systematic review and meta-analysis of cohort studies. BMC Med. 
2018;16(1):167.

	2. 	 Katz JN, Arant KR, Loeser RF. Diagnosis and treatment of hip and knee 
osteoarthritis: a review. JAMA. 2021;325(6):568–78.

	3. 	 Courtney CA, Fernández-de-Las-Peñas C, Bond S. Mechanisms of chronic 
pain - key considerations for appropriate physical therapy management. 
J Man Manip Ther. 2017;25(3):118–27.

	4. 	 Moana-Filho EJ, Babiloni AH, Theis-Mahon NR. Endogenous pain modula-
tion in chronic orofacial pain: a systematic review and meta-analysis. Pain. 
2018;159(8):1441–55.

	5. 	 Chalaye P, Devoize L, Lafrenaye S, Dallel R, Marchand S. Cardiovascular 
influences on conditioned pain modulation. Pain. 2013;154:1377–82.

	6. 	 O’Brien AT, Deitos A, Pego YT, Fregni F, Carrillo-de-la-Peña MT. Defective 
endogenous pain modulation in fibromyalgia: a meta-analysis of tem-
poral summation and conditioned pain modulation paradigms. J Pain. 
2018;19(8):819–36.

	7. 	 Randich A, Maixner W. Interactions between cardiovascular and pain 
regulatory systems. Neurosci Biobehav Rev. 1984;8:343–67.

	8. 	 Haugen FP. The autonomic nervous system and pain. Anesthesiology. 
1968;29:785–92.

	9. 	 Sodervall J, Karppinen J, Puolitaival J, Kyllonen E, Kiviniemi AM, Tulppo 
MP, et al. Heart rate variability in sciatica patients referred to spine 
surgery: a case control study. BMC Musculoskelet Disord. 2013;14:149.

	10. 	 Bruehl S, Chung OY. Interactions between the cardiovascular and pain 
regulatory systems: an updated review of mechanisms and possible 
alterations in chronic pain. Neurosci Biobehav Rev. 2004;28:395–414.

	11. 	 Cohen H, Neumann L, Shore M, Amir M, Cassuto Y, Buskila D. Auto-
nomic dysfunction in patients with fibromyalgia: application of power 
spectral analysis of heart rate variability. Semin Arthritis Rheum. 
2000;29:217–27.

	12. 	 Cohen H, Neumann L, Alhosshle A, Kotler M, Abu-Shakra M, Buskila D. 
Abnormal sympathovagal balance in men with fibromyalgia. J Rheu-
matol. 2001;28:581–9.

	13. 	 Terkelsen AJ, Molgaard H, Hansen J, Finnerup NB, Kroner K, Jensen TS. 
Heart rate variability in complex regional pain syndrome during rest 
and mental and orthostatic stress. Anesthesiology. 2012;116:133–46.

	14. 	 Hallman DM, Lindberg LG, Arnetz BB, Lyskov E. Effects of static contrac-
tion and cold stimulation on cardiovascular autonomic indices, trape-
zius blood flow and muscle activity in chronic neck-shoulder pain. Eur 
J Appl Physiol. 2011;111:1725–35.

	15. 	 Tracy LM, Koenig J, Georgiou-Karistianis N, Gibson SJ, Giummarra MJ, 
et al. Heart rate variability is associated with thermal heat pain thresh-
old in males, but not females. Int J Psychophysiol. 2018;131:37–43.

	16. 	 Nielsen R, et al. Pre-operative baroreflex sensitivity and efferent cardiac 
parasympathetic activity are correlated with post-operative pain. Acta 
Anaesthesiol Scand. 2014;59:475–85.

	17. 	 Bruehl S, Chung OY, Jirjis JN, Biridepalli S. Prevalence of clinical hyper-
tension in patients with chronic pain compared to nonpain general 
medical patients. Clin J Pain. 2005;21:147–53.

	18. 	 Houte MVD, Oudenhove LV, Bogaerts K, Diest IV, Bergh OVD. Endog-
enous Pain Modulation: Association with Resting Heart Rate Variability 
and Negative Affectivity. Pain Med. 2018;19:1587–96.

	19. 	 Thayer JF, Lane RD. A model of neurovisceral integration in emotion 
regulation and dysregulation. J Affect Disord. 2000;61:201–16.

	20. 	 Benarroch EE. Pain-autonomic interactions. Neurol Sci. 2006;27:s130–3.
	21. 	 Thayer J, Lane RD. The role of vagal function in the risk for cardiovascu-

lar disease and mortality. Biol Psychol. 2007;74:224–42.
	22. 	 Forte G, Troisi G, Pazzaglia M, De Pascalis V, Casagrande M. Heart 

Rate Variability and Pain: A Systematic Review. Appl Cogn Psychol. 
2021;36:100–10.

	23. 	 Jean-St-Michel E, Manlhiot C, Li J, Tropak M, Michelsen MM, Schmidt 
MR, et al. Remote preconditioning improves maximal performance in 
highly trained athletes. Med Sci Sports Exerc. 2011;43(7):1280–6.

	24. 	 Memtsoudis SG, Stundner O, Yoo D, Valle AGD, Boettner F, Bombardieri 
AM, et al. Does limb preconditioning reduce pain after total knee 
arthroplasty? A randomized, double-blind study. Clin Orthop Relat Res. 
2014;472(5):1467–74.

	25. 	 Slysz JT, Burr JF. Impact of 8 weeks of repeated ischemic precondition-
ing on running performance. Eur J Appl Physiol. 2019;119(6):1431–7.

	26. 	 Thielmann M, Kottenberg E, Kleinbongard P, Wendt D, Gedik N, Pasa 
S, et al. Cardioprotective and prognostic effects of remote ischaemic 
preconditioning in patients undergoing coronary artery bypass sur-
gery: a single-centre randomised, double-blind, controlled trial. Lancet. 
2013;382(9892):597–604.

https://doi.org/10.1186/s13063-023-07527-2
https://doi.org/10.1186/s13063-023-07527-2


Page 11 of 11Biral et al. Trials          (2023) 24:502 	

	27. 	 Heusch G, Bøtker HE, Przyklenk K, Redington A, Yellon D. Remote 
Ischemic Conditioning. J Am Coll Cardiol. 2015;65:177–95.

	28. 	 Krüger M. Remote ischemic preconditioning and beyond-are we 
getting closer to the secret of cardioprotection? Pflugers Arch. 
2019;471(11–12):1369–70.

	29. 	 Kleinbongard P, Skyschally A, Heusch G. Cardioprotection by remote 
ischemic conditioning and its signal transduction. Pflugers Arch. 
2017;469(2):159–81.

	30. 	 Zhou D, Ding J, Ya J, Pan L, Wang Y, Ji X, et al. Remote ischemic condi-
tioning: a promising therapeutic intervention for multi-organ protec-
tion. Aging (Albany NY). 2018;10(8):1825–55.

	31. 	 Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gotzsche PC, Krleza-Jeric 
K, et al. SPIRIT 2013 Statement: defining standard protocol items for 
clinical trials. Ann Intern Med. 2013;158(3):200–7.

	32. 	 Yamato T, Maher C, Saragiotto B, Moseley A, Hoffmann T, Elkins M, et al. 
The TIDieR checklist will benefit the physical therapy profession. Braz J 
Phys Ther. 2016;20(3):191–3.

	33. 	 Courtney CA, Steffen AD, Fernández-de-Las-Peñas C, Kim J, Chmell SJ. 
Joint mobilization enhances mechanisms of conditioned pain modula-
tion in individuals with osteoarthritis of the knee. J Orthop Sports Phys 
Ther. 2016;46(3):168–76.

	34. 	 Cerqueira MS, Brito Vieira WHB. Effects of blood flow restriction exercise 
with very low load and low volume in patients with knee osteoarthritis: 
protocol for a randomized trial. Trials. 2019;20(1):135.

	35. 	 Larsen KL, Brilla LR, McLaughlin WL, Li Y. Effect of Deep Slow Breathing on 
Pain-Related Variables in Osteoarthritis. Pain Res Manag. 2019;2019:5487050.

	36. 	 Altman R, Asch E, Bloch D, Bole G, Borenstein D, Brandt K, Christy W, 
Cooke TD, Greenwald R, Hochberg M, et al. Development of criteria for 
the classification and reporting of osteoarthritis. Classification of osteoar-
thritis of the knee. Diagnostic and Therapeutic Criteria Committee of the 
American Rheumatism Association. Arthritis Rheum. 1986;29(8):1039–49.

	37. 	 Sardinha A, Levitan MN, Lopes FL, Perna G, Esquivel G, Griez EJ, et al. 
Translation and cross-cultural adaptation of the Habitual Physical Activity 
Questionnaire. Rev Psiquiatr Clin. 2010;37(1):16–22.

	38. 	 Baecke JAH, Burema J, Frıters JER. A short questionnaire for the measure-
ment of habitual physical activity in epidemiological studies. Am J Clin 
Nutr. 1982;36:936–42.

	39. 	 Dankel SJ, Buckner SL, Counts BR, Jessee MB, Mouser JG, Mattocks KT, 
et al. The acute muscular response to two distinct blood flow restriction 
protocols. Physiol Int. 2017;104(1):64–76.

	40. 	 Treweek S, Lockhart P, Pitkethly M, Cook JA, Kjeldstrom M, Johansen 
M, et al. Methods to improve recruitment to randomised controlled 
trials: Cochrane systematic review and meta-analysis. BMJ Open. 
2013;3:e002360.

	41. 	 Pickering TG, Hall JE, Appel LJ, Falkner BE, Graves J, Hill MN, et al. Subcom-
mittee of Professional and Public Education of the American Heart Asso-
ciation Council on High Blood Pressure Research. Recommendations for 
blood pressure measurement in humans and experimental animals: Part 
1: blood pressure measurement in humans: a statement for profession-
als from the Subcommittee of Professional and Public Education of the 
American Heart Association Council on High Blood Pressure Research. 
Hypertension. 2005;111(5):697–716.

	42. 	 Gonçalves RS, Cabri J, Pinheiro JP, Ferreira PL. Cross-cultural adaptation and 
validation of the Portuguese version of the Knee Injury and Osteoarthritis 
Outcome Score (KOOS). Osteoarthritis Cartilage. 2009;17(9):1156–62.

	43. 	 Hughes L, Jeffries O, Waldron M, Rosenblatt B, Gissane C, Paton B. Influ-
ence and reliability of lower-limb arterial occlusion pressure at different 
body positions. PeerJ. 2018;6:e4697.

	44. 	 Dankel SJ, Jessee MB, Buckner SL, et al. Are higher blood flow restric-
tion pressures more beneficial when lower loads are used? Physiol Int. 
2017;104(3):247–57.

	45. 	 Cerqueira MS, Kovacs D, de França IM, Pereira R, SinvalBezerra da Nobrega 
Neto SB, RúsiaDayanny Aires Nonato, et al. Effects of individualized 
ischemic preconditioning on protection against eccentric exercise-
induced muscle damage: a randomized controlled trial. Sports Health. 
2021;13(6):554–64.

	46. 	 Spitz RW, Bell ZW, Wong V, et al. The position of the cuff bladder has a 
large impact on the pressure needed for blood flow restriction. Physiol 
Meas. 2020;41:01NT01.

	47. 	 Bezerra de Morais AT, Cerqueira MS, Moreira Sales R, Rocha T, Galvão de 
Moura Filho A. Upper limbs total occlusion pressure assessment: Doppler 

ultrasound reproducibility and determination of predictive variables. Clin 
Physiol Funct Imaging. 2017;37:437–41.

	48. 	 Freitas EDS, Miller RM, Heishman AD, Ferreira-Júnior JB, Araújo JP, Bemben 
MG. Acute physiological responses to resistance exercise with continuous 
versus intermittent blood flow restriction: a randomized controlled trial. 
Front Physiol. 2020;11:132.

	49. 	 Crenshaw AG, Hargens AR, Gershuni DH, Rydevik B. Wide tourniquet cuffs more 
effective at lower inflation pressures. Acta Orthop Scand. 1988;59(4):447–51.

	50. 	 Barbosa TC, Machado AC, Braz ID, Fernandez IA, Vianna LC, Nobrega AC, 
et al. Remote ischemic preconditioning delays fatigue development dur-
ing handgrip exercise. Scand J Med Sci Sports. 2015;25(3):356–64.

	51. 	 Mota GM, Rightmire ZB, Martin JS, McDonald JR, Kavazis AN, Pascoe DD, 
et al. Ischemic preconditioning has no effect on maximal arm cycling 
exercise in women. Eur J Appl Physiol. 2020;120(2):369–80.

	52. 	 Thompson KA, Bulls HW, Sibille KT, Bartley EJ, Glover TL, Terry EL, et al. 
Optimism and psychological resilience are beneficially associated with 
measures of clinical and experimental pain in adults with or at risk for 
knee osteoarthritis. Clin J Pain. 2018;34(12):1164–72.

	53. 	 Arendt-Nielsen L, Nie H, Laursen MB, Laursen BS, Madeleine P, Simonsen 
OH, et al. Sensitization in patients with painful knee osteoarthritis. Pain. 
2010;149(3):573–81.

	54. 	 Chang W, Bennell KL, Hodges PW, Hinman RS, Young CL, Buscemi V, et al. 
Addition of transcranial direct current stimulation to quadriceps strength-
ening exercise in knee osteoarthritis: A pilot randomised controlled trial. 
PLoS ONE. 2017;12(6):e0180328.

	55. 	 Kinser AM, Sands WA, Stone MH. Reliability and validity of a pressure 
algometer. J Strength Cond Res. 2009;23(1):312–4.

	56. 	 Mourot L, Bouhaddi M, Regnard J. Effects of the cold pressor test on 
cardiac autonomic control in normal subjects. Physiol Res. 2009;58:83–91.

	57. 	 Giles D, Draper N, Neil W. Validity of the Polar V800 heart rate monitor to 
measure RR intervals at rest. Eur J Appl Physiol. 2016;116(3):563–71.

	58. 	 Shaffer F, Ginsberg JP. An overview of heart rate variability metrics and 
norms. Front Public Health. 2017;5:258.

	59. 	 Vanderlei LCM, Pastre CM, Hoshi RA, de Carvalho TD, de Godoy MF. Basic 
notions of heart rate variability and its clinical applicability. Rev Bras Cir 
Cardiovasc. 2009;24(2):205–17.

	60. 	 Tarvainen MP, Niskanen J-P, Lipponen JA, Ranta-Aho PO, Karjalainen PA. 
Kubios HRV–heart rate variability analysis software. Comput Methods 
Programs Biomed. 2014;113(1):210–20.

	61. 	 Lemos LK, Teixeira Filho CAT, Santos FS, Biral TM, Cavina APS, Pizzo Junior 
E, Damasceno SO, Vendrame JW, Pastre CM, Vanderlei FM. Autonomic and 
cardiovascular responses on post-eccentric exercise recovery with blood 
flow restriction at different loads: Randomized controlled trial. Eur J Integr 
Med. 2022;53:102148.

	62. 	 Santos IF, Lemos LK, Biral TM, Cavina APS, Pizzo Junior E, Teixeira Filho 
CAT, et al. Relationship between heart rate variability and performance in 
eccentric training with blood flow restriction. Clin Physiol Funct Imaging. 
2022. https://​doi.​org/​10.​1111/​cpf.​12774. Online ahead of print.

	63. 	 de Freitas MC, Ricci-Vitor AL, Quizzini GH, de Oliveira JVNS, Vanderlei 
LCM, Lira FS, et al. Postexercise hypotension and autonomic modulation 
response after full versus split body resistance exercise in trained men. J 
Exerc Rehabil. 2018;184(3):399–406.

	64. 	 Imai K, Sato H, Hori M, Kusuoka H, Ozaki H, Yokoyama H, et al. Vagally medi-
ated heart rate recovery after exercise is accelerated in athletes but blunted 
in patients with chronic heart failure. J Am Coll Cardiol. 1994;24(6):1529–35.

	65. 	 Goldberger JJ, Le FK, Lahiri M, Kannankeril PJ, Ng J, Kadish AH. Assess-
ment of parasympathetic reactivation after exercise. Am J Physio Heart 
Circ Physiol. 2006;290(6):2446–52.

	66. 	 Schliessbach J, Lütolf C, Streitberger K, Scaramozzino P, Arendt-Nielsen L, 
Curatolo M. Reference values of conditioned pain modulation. Scand J 
Pain. 2019;19(2):279–86.

	67. 	 Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2nd ed. 
New York: Routledge; 1988.

	68.	 Portney GL, Watkins PM. Power analysis and determination of sample size. 
In: Foundations of Clinical Research: Applications to practice. Norwalk: 
Appleton & Lange; 1993.

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

https://doi.org/10.1111/cpf.12774

	Effects of remote ischemic conditioning on conditioned pain modulation and cardiac autonomic modulation in women with knee osteoarthritis: placebo-controlled randomized clinical trial protocol
	Abstract 
	Background 
	Methods 
	Discussion 
	Trial registration 

	Introduction
	Methods
	Trial design
	Eligibility criteria
	Recruitment
	Randomization and blinding
	Study design
	Interventions
	Remote ischemic conditioning
	Placebo remote ischemic conditioning
	Outcomes
	Conditioned pain modulation
	Cardiac autonomic modulation

	Sample size
	Statistical analysis
	Adverse event reporting and harms

	Discussion
	Potential impact and significance of the study
	Strengths and weaknesses of the study
	Contribution and clinical applicability

	Trial status
	Anchor 28
	Acknowledgements
	References


