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Abstract: We aimed to evaluate the hypoalgesic effect of an elbow flexion low-load resistance
exercise with blood flow restriction (LLRE–BFR) when compared to high-load resistance exercise
(HLRE) with sham-BFR in healthy individuals. Forty healthy young adults (17 women), with a mean
age ± SD: 26.6 ± 6.8 years, and mean body mass index ± SD: 23.6 ± 2.7 were randomly assigned to
either an LLRE–BFR (30% 1 repetition maximum, RM) or an HLRE with sham-BFR group (70% of
1 RM). Blood pressure and pressure pain thresholds (PPTs) were measured pre- and post-exercise
intervention. The rating of perceived exertion (RPE) was recorded after each set. There were non-
significant between-group changes in PPT at the dominant biceps (−0.61, 95%CI: −1.92 to 0.68) with
statistically significant reductions between pre- and post-exercise in LLRE–BFR (effect size, d = 0.88)
and HLRE-BFR (effect size, d = 0.52). No within- or between-group differences were recorded in PPT
at non-exercising sites of measurement. No mediating effects of changes in blood pressure or RPE on
the changes in pressure pain threshold were observed. LLRE–BFR produced a similar hypoalgesic
effect locally compared to HLRE and can be used as an alternative intervention to decrease pain
sensitivity when HLRE is contraindicated or should be avoided.

Keywords: pressure pain threshold; blood flow restriction; pain sensitivity; resistance exercise

1. Introduction

Exercise-induced hypoalgesia (EIH) is a widely studied phenomenon that describes
an acute reduction in pain perception during or after exercise [1,2]. Evidence suggests
that clinically important reductions in pain perception can be observed after a single
bout of exercise (ranging from 1 session to 12 weeks) in individuals with and without
pain [3,4]. The increases in pain thresholds have been recorded both at local and remote
sites lasting from 5′ to 1 h depending on the type of exercise and the modality of the pain test
stimulus [4–6]. Changes in pain sensitivity are usually measured with quantitative sensory
testing including various noxious stimulus (i.e., pressure, thermal and electrical) [4].

Several mechanisms have been suggested to cause EIH including central descending
opioid and cannabinoid inhibitory pain pathways [7,8], conditioned pain modulation [9–11],
the recruitment of high-threshold motor units [5,12], baroreceptor-related mechanisms [13],
ischemic and stress-induced hypoalgesic mechanisms [12,14] and psychological contribut-
ing factors [15]. Although the exact role and magnitude of each underlying mechanism
remains unclear, the analgesic effect of exercise is considered a key clinical tool for the
management of different pain conditions [4]. Some critical factors found to influence the
magnitude of EIH include the exercise parameters (i.e., type, dose, and intensity) [16,17]
and the individual’s characteristics (i.e., age, sex, chronicity and severity) [10,17,18]. It is
also well documented that higher-intensity and prolonged exercise can cause greater EIH
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with higher changes observed in the exercising limb compared to remote sites of the
body [19,20]. Research evidence suggests that using either isometric or concentric–eccentric
exercises (>65% one repetition maximum-1 RM) can significantly reduce pain sensitivity in
individuals with chronic pain presenting a moderate to large hypoalgesic effect depending
on the patient population [17]. However, using high-load training in the clinical setting is
sometimes contraindicated (post-operated patients, fractures, etc.) or should be avoided.
Moreover, some individuals with chronic painful conditions and high severity may present
a hyperalgesic affect after training in the exercising limb rather than a decreased pain
sensitivity [17,21].

Recently, a novel training method using low-load resistance exercises with blood flow
restriction (LLRE–BFR) has been proposed to cause a pain-modulation effect in individuals
with or without pain [20,22]. LLRE–BFR involves loads between 20% and 40% of 1 RM with
partial restriction of the arterial blood flow by placing inflatable air cuffs at the most proxi-
mal part of the exercising limb [23]. BFR training has shown significant improvements in
muscle strength [24–27] and muscle growth compared to conventional training [28–30], sug-
gesting that localized hypoxia may provide a significant metabolic stimulus with increased
cellular swelling and type II muscle fiber recruitment during exercise [31]. Interestingly,
similar physiological responses and benefits have been reported with systemic hypoxia
training, which includes multi-joint exercises using hypoxic chambers. [31]. LLRE–BFR has
also been shown to produce an acute EIH effect in healthy individuals [19] or significant
pain reductions in different pathological populations [32–35]. Based on a cross-over trial,
LLRE–BFR produced a larger hypoalgesic effect compared with the same exercise without
BFR and a similar effect compared with a high-load exercise (70% 1 RM) [19]. In the same
vein, patients with anterior knee pain reported better outcomes in pain intensity using
LLRE–BFR compared with exercise alone, lasting for at least 45′ post-intervention [34].
Recently, another study reported similar EIH following LLRE until failure with or without
BFR in healthy individuals, suggesting that BFR can help to achieve the same magnitude of
EIH with fewer repetitions [35].

Despite the multiple research reports on the effect of LLRE–BFR on EIH, further ex-
amination of the optimal exercise parameters is required in order to conclude if it can
serve as a pain management intervention. For example, previous reports have only eval-
uated the effects of lower-limb exercises with BFR (i.e., leg press and knee extension
exercises) [19,20,34,36]. Additionally, using higher BFR pressures (80% of limb occlusive
pressure, LOP) resulted in a greater increase in the pressure pain thresholds at the exercising
limb. [19] However, higher occlusion rates in the upper limb are usually intolerable and
may increase the risk of adverse effects [37,38]; therefore, lower pressures (<50% LOP) are
recommended [22,38].

Based on our current knowledge, studies investigating the effects of dynamic upper-
limb low-load exercises with BFR on pain sensitivity are not available. Hence, the primary
aim of this randomized sham-controlled trial was to compare the effect of elbow flexion
LLRE–BFR to elbow flexion HLRE with sham-BFR on pressure pain thresholds at local and
remote sites in healthy individuals. We also sought to investigate if changes in blood pres-
sure and rating of perceived exertion (RPE) mediate the EIH (within-participant mediation
analyses) when using LLRE–BFR or HLRE with sham-BFR interventions.

2. Materials and Methods
Study Design

The present study used a prospective randomized sham-controlled design and was
conducted in a community setting (Attica, Greece). Participants were recruited from
July 2022 to August 2022 via electronic invitations at the University of West Attica. One
physiotherapist with 10 years of experience delivered both interventions in a private phys-
iotherapy clinic. The trial was prospectively registered on clinicaltrials.gov (NCT05446103).
We adhered to the Consolidated Standards of Reporting Trials (CONSORT) recommenda-
tions for designing and reporting the present study (Figure 1).
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Figure 1. CONSORT statement flow diagram. Abbreviations: BMI, body mass index.

3. Participants

We enrolled 40 healthy young adults between 18 and 40 years old. Other inclusion
criteria were a body mass index (BMI) ≤ 30, able to perform full elbow flexion/extension
and without neurological, musculoskeletal, or cardiovascular problems. Exclusion criteria
were shoulder tendinopathy, cervical radiculopathy, rheumatoid arthritis, neurological
deficit, serious cardiovascular diseases, venous deficiency, lymphoedema, history of heart
surgery, cancer history, previous breast surgery, orthopedic surgeries < 6 months, thrombo-
sis, diabetes, BMI > 30, Crohn syndrome, cognitive or psychiatric disorders, and family or
personal history of pulmonary embolism. Participants were asked to avoid high-intensity
activity, caffeine, or alcohol for at least 24 h before measurements. Prior to entering the
study, all subjects signed an informed consent form in compliance with the standards of
the Declaration of Helsinki [39]. Ethical approval was granted from the University of West
Attica Ethics Committee (54099/09-06-2022).

3.1. Randomization and Blinding

A computer-generated randomization sequence at a 1:1 ratio was performed by a
researcher who was not involved in data collection. Allocations were sealed in opaque,
consecutively numbered envelopes. An independent member of the research team asked
participants to pick from the envelopes without looking. All participants and study person-
nel (assessor and data analyst) were blinded to the group allocation throughout the study.
The physiotherapist (AS) who performed the intervention was not involved in the inclusion
process or the evaluation of the patient. However, due to the nature of the intervention,
the physiotherapist delivering the exercise was not blinded to the group allocation. Initial
assessment for eligibility and outcome assessment were conducted by a physiotherapist
with 17 years of experience (SK).
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3.2. Experimental Design

Before randomization, the blinded assessor (SK) recorded demographic characteristics
(age, BMI and dominant side), blood pressure and pressure pain thresholds. Participants
were asked to rest in a sitting position for 10 min and the non-dominant arm was used for
the blood pressure measurement [40]. Then, participants were familiarized with procedures
to be used for testing pressure pain threshold at local and remote sites. The measurements
of pressure pain threshold were taken three times for each point 5 min prior to exercise
and the average value was recorded. Next, participants visited another room and were
familiarized with the elbow extension exercise; subsequently, the elbow flexion 1 RM
was measured.

Prior to commencing each session, LOP was determined in the position used for the
exercise intervention (standard anatomical position) [40]. Participants were randomized
to either an LLRE–BFR group using 40–50% of LOP or an HLRE with sham-BFR group
using <20% of LOP (the cuff deflated to the point that was comfortably positioned on
the proximal site of the upper limb) [32]. The automatic personalized tourniquet system
Mad-Up Pro (France) was used for all BFR applications. Immediately after completing the
exercise intervention, participants again visited the assessor’s room where blood pressure
and pressure pain thresholds were measured (5 min post intervention) [19,20,36].

4. Interventions

Participants in both groups performed an open kinetic chain elbow flexion exercise in
the standard anatomical position with equal time under load (1 s concentric, 1 s eccentric
phase, paced by a metronome). The exercise included 4 sets of 75 repetitions (30-15-15-15)
at 30% 1 RM in the LLRE–BFR group and 4 sets of 10 repetitions at 70% 1 RM in the
HLRE with sham-BFR group. A 30 s break was used between sets. The cuff was deflated
between sets in the LLRE–BFR group. The physiotherapist motivated all participants to
successfully complete all repetitions at each set. If a participant was incapable of finishing
two consecutive repetitions or failed to maintain the pacing, then the load was accordingly
reduced. Exercise volume (kg) was calculated as: repetitions × exercise load (kg).

Elbow Flexion One-Repetition Maximum

To determine 1 RM, participants were asked to warm up by performing 5–10 repeti-
tions of the elbow flexion exercise using 15–20% of the predicted 1 RM [19]. Then, the load
was set at 80% of the predicted 1 RM. Following each successful repetition, the load was
increased by 0.5 to 1 kg until subjects failed to execute the exercise through the entire range
of motion, used improper form to complete the repetition, needed assistance or reported
pain [41,42]. Subsequently, the load was decreased, and 1 RM was determined when a
participant was able to successfully lift the greatest load one time. Participants rested for
1–2 min between each attempt to ensure recovery [41]. Four to eight attempts were needed
to obtain 1 RM for all participants.

5. Blood Pressure

Before intervention, participants rested for 10 min in a seated position and blood
pressure was measured at the brachial artery of the non-dominant side using an electronic
device (Omron M6 Comfort HEM-7321). Systolic and diastolic blood pressures were
recorded using the average of two measurements with a 30 s rest between them [40,43].
Blood pressure was also recorded after completing the fourth set of the exercise intervention.

6. Pressure Pain Threshold

To measure pressure pain threshold, participants were seated with both arms resting
on the thighs and the hips flexed at 90◦. Pressure pain thresholds were measured using
a 1 cm diameter hand-held digital algometer (Baoshishan ZP-1000 N 20/22806, China).
The sequence of measurements was the same pre- and post-intervention starting from the
dominant to the non-dominant side in the following order: the middle of the biceps brachii
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muscle (10 cm proximal to the cubital fossa) [19,44], the lateral epicondyle [45], the upper
trapezius muscle (10 cm from the acromion in direct line with the neck) [46] and the middle
of the quadriceps muscles (20 cm proximal to the base of the patella) [19].

The same blinded assessor (SK) conducted all the measurements using a metronome
pacing the rate of pressure application. Participants were instructed to give a verbal notifi-
cation (“now”) when the stimulation became painful. Three assessments were conducted
at each site, with 20–30 s rest between administrations, and the mean values were recorded
as kg/cm2. We used the familiarization of testing the pressure pain thresholds process
(2 measurements with 10 min interval between administrations) to calculate intra-rater
reliability using intraclass correlation coefficients, standard error of measurement and
minimum detectable change. The results are shown in Supplementary Table S1.

7. Rating of Perceived Exertion (RPE)

The Borg RPE 6–20 scale was used to measure RPE, which is a simple self-administrative
tool for measuring an individual’s effort and exertion during exercise with excellent re-
liability and validity in different populations and conditions [47–49]. Participants were
instructed to rate their effort after each set of exercise if 6 meant they felt no exertion,
and 20 meant maximal exertion (the hardest they have ever experienced) [47].

8. Sample Size

Pressure pain threshold was used as the primary outcome measure to calculate the
sample size with GPower 3.1 (UCLA Statistics, Statistical Consulting Center, Los Angeles,
CA, USA). The effect size was based on previous reports [50,51] using exercise interventions
in patients with upper-limb dysfunctions and healthy individuals measuring pressure pain
thresholds. A sample size of 17 in each group was estimated to be sufficient to detect an
effect size of 1.0 on pressure pain threshold (power 0.80, two-sided significance level 0.05).
To allow for a 10% loss to follow-up, the sample size was increased to 20 per group.

9. Statistical Analysis

The normality of the data was visually checked with Q-Q plots and statistically tested
using the Shapiro–Wilk test. Descriptive statistics were used to summarize the baseline
characteristics of the participants and the measurements. Data were analyzed for between-
group differences using mixed-effects models with participant-specific random effects over
the two measurement time points (pre- and post-intervention). The fixed effects included
group, time, and group × time interactions. The parameter estimates were adjusted for
covariates such as sex, age, body mass index, blood pressure and dominant side. The choice
of the best model for each variable was made on the basis of the Akaike information
criterion. Where a significant main effect or interaction was found, we performed post-hoc
testing. Adjustments were performed for post-hoc comparisons (Bonferroni). RPE was
assessed using repeated-measures ANOVA with condition (LLRE–BFR and HLRE with
sham-BFR) and time (set 1–4) as within-subject factors (Bonferroni corrections). Cohen’s d
effect sizes were calculated by using the pooled standard deviations (SDs) of the baseline
scores, and values of 0.2, 0.5, and 0.80 were considered the thresholds of a small, moderate,
and large effect, respectively [52]. All data were analyzed with IBM SPSS (Version 25)
(IBM Corp., Armonk, NY, USA) and the level of significance was set at 0.05.

We conducted a within-participant mediation analysis using the SPSS macro “MEM-
ORE” to investigate the effect of the changes in blood pressure or the exercise-induced RPE
in the relationship between exercise intervention and changes in pressure pain threshold.
The type of intervention (LLRE–BFR and HLRE with sham-BFR) was the independent
variable (X), the changes in pressure pain threshold were the dependent variable (Y),
the changes in blood pressure were Mediator 1 and the exercise-induced RPE was Medi-
ator 2 [53]. Bootstrapping methods involving randomly resampling the data 5000 times
were used to calculate the 95% confidence intervals (95%CIs) of the coefficients for the



Healthcare 2022, 10, 2557 6 of 12

total, direct and indirect effect (a*b) [53]. All statistical analyses were conducted for each
site separately.

10. Results

Forty healthy individuals (17 women and 23 men) completed all experimental pro-
cedures. The mean age (±SD) of the participants was 26.6 years (±6.8) with a mean BMI
(±SD) of 23.6 (±2.7) (Table 1). Summary statistics of baseline-adjusted values of pressure
pain thresholds and blood pressure measurements by treatment group are presented in
Table 2 and Supplementary Figures S1a–h.

Table 1. Participants’ baseline characteristics and exercise parameters in the LLRE–BFR and the
HLRE with sham-BFR group.

Characteristics LLRE–BFR Group (n = 20) LLRE with Sham-BFR Group (n = 20)

Women 8 (40%) 9 (45%)

Men 12(60%) 11 (55%)

Age, mean ± SD, years 27.8 ± 6.8 25.4 ± 6.7

BMI, mean ± SD 23.2 ± 1.7 24 ± 3.4

1 RM 15.5 ± 6.2 14.36 ± 6

Work volume 348.37 ± 116.6 367.26 ± 139.2

Exercising Pressure 41.5% ± 2.3 -
Notes: Values are presented as number (percentage), unless otherwise indicated. No significant differences were
found between the groups at baseline (all p > 0.05). Abbreviations: LLRE–BFR; low-load resistance exercise with
blood flow restriction; SD, standard deviation.

Table 2. Between-group differences of baseline-adjusted values of pressure pain thresholds and blood
pressure.

LLRE–BFR Group * HLRE with Sham-BFR Group * Between-Group Differences † p-Value

Dominant Biceps 0.52



Pre- 4.83 ± 1.9 (3.95 to 5.81) 4.87 ± 2.07 (3.95 to 5.89) - -

Post- 6.44 ± 1.9 (5.53 to 7.36) 5.83 ± 1.9 (4.91 to 6.74) −0.61 (−1.92 to 0.68), d = 0.33 0.34 ¶

Non-dominant Biceps 0.63



Pre- 4.74 ± 1.9 (3.8 to 5.6) 5.15 ± 1.9 (4.2 to 6) - -

Post- 5.79 ± 1.8 (4.9 to 6.6) 5.8 ± 1.9 (4.9 to 6.7) 0.02 (−1.5 to 1.5) 1 ¶

Dominant LE 0.6



Pre- 5.26 ± 2.6 (4 to 6.5) 5.68 ± 1.9 (4.4 to 6.8) - -

Post- 5.9 ± 2.6 (4.6 to 7.1) 6.9 ± 2.6 (5.6 to 8.1) 0.99 (−1.1 to 3) 0.6 ¶

Non-dominant LE 0.61



Pre- 5.35 ± 2.5 (4.1 to 6.5) 5.8 ±2.3 (4.7 to 6.9) - -

Post- 5.5 ± 2.4 (4.3 to 6.6) 6.5 ± 2.4 (5.3 to 7.6) 1 (−0.9 to 3) 0.53 ¶

Dominant UT 0.54



Pre- 6.9 ± 3.2 (5.4 to 8.4) 8.1 ± 3 (6.6 to 9.5) - -

Post- 8 ± 3(6.5 to 9.4) 8.3 ± 2.6 (6.8 to 9.8) 0.3 (−2.1 to 2.8) 0.98 ¶

Non-dominant UT 0.75



Pre- 6.8 ± 2.9 (5.4 to 8.2) 7.41 ± 2.2 (6 to 8.7) - -

Post- 8.17 ± 2.9 (6.7 to 9.5) 8.36 ± 2.8 (6.9 to 9.7) 0.19 (−2.1 to 2.5) 0.99 ¶

Dominant Quadriceps 0.83



Pre- 11.1 ± 3.7 (9.4 to 12.9) 10.77 ± 3.7 (9 to 12.5) - -

Post- 10.7 ± 3.7 (9 to 12.5) 10.77 ± 3.6 (8.9 to 12.4) −0.07 (−3 to 2.8) 0.99 ¶



Healthcare 2022, 10, 2557 7 of 12

Table 2. Cont.

LLRE–BFR Group * HLRE with Sham-BFR Group * Between-Group Differences † p-Value

Non-dominant Quadriceps 0.8



Pre- 10.5 ± 3.2 (9 to 12) 10.9 ± 3.3 (9.4 to 12.5) - -

Post- 11.19 ± 3 (9.7 to 12.6) 11.2 ± 3.3 (9.7 to 12.8) −0.08 (−2.4 to 2.6) 0.99 ¶

Systolic Blood Pressure 0.2



Pre- 119.4 ± 9.7 (110.9 to 120) 121.7 ± 17.6 (113.4 to 129.9) - -

Post- 124.3 ± 17.8 (116 to 132.7) 116.9 ± 18.4 (108.6 to 125.9) −7.4 (−21.7 to 6.8) 0.5 ¶

Diastolic Blood Pressure 0.88



Pre- 75.9 ± 8.3 (72 to 79.8) 74.8 ± 8.1 (71 to 78.6) - -

Post- 76.3 ± 8.1 (72.5 to 80.1) 74.76 ± 8.1 (70.9 to 78.5) −1.57 (−8.1 to 4.9) 0.92 ¶

* Values are means ± SD and 95% confidence intervals; † Values in parentheses are 95% confidence intervals;



intervention; ¶ Adjustments were performed for post-hoc multiple comparisons (Bonferroni); Abbreviations:
BFR, blood flow restriction; LLRE–BFR; low-load resistance exercise with blood flow restriction; LE, lateral
epicondyle; UT, upper trapezius.

11. Between-Group Differences

There were non-significant differences between the LLRE–BFR and HLRE with sham-
BFR groups in pressure pain thresholds at the dominant and non-dominant sites of the bi-
ceps (−0.61, 95%CI:−1.92 to 0.68 & 0.02, 95%CI:−1.5 to 1.5, respectively), lateral epicondyle
(0.99, 95%CI: −1.1 to 3 &1, 95%CI: −0.9 to 3, respectively), upper trapezius (0.3, 95%CI:
−2.1 to 2.8 & 0.19 95%CI: −2.1 to 2.5, respectively) and quadriceps (−0.07 95%CI: −3 to
2.8 & −0.08, 95%CI: −2.4 to 2.6, respectively) post-intervention (Table 2).

There were non-significant differences in systolic (−7.4, 95%CI: −21.7 to 6.8) and dias-
tolic (−1.57, 95%CI: −8.1 to 4.9) blood pressure between groups as measured immediately
after the interventions (Table 2). The RPE increased after each set of exercise for both
groups (p < 0.05) (Table 3). There was no significant interaction between the time and type
of intervention in the RPE (F = 0.727, p = 0.538). A statically significant difference in the
RPE in favor of HLRE compared to LLRE–BFR was recorded after set 2 while no differences
were found between the groups after sets 1, 3 and 4 (Table 3).

Table 3. Outcomes and between-group differences in rating of perceived exertion after each set
of exercise.

Group Mean ± SD HLRE with Sham-BFR—LLRE–BFR * p Value

Set 1
HLRE with sham-BFR 13.4 ± 2.7

0.7 (−0.97 to 2.37) 0.404
LLRE–BFR 12.7 ± 2.4

Set 2
HLRE with sham-BFR 15.6 ± 2.4

1.9 (0.3 to 3.4) 0.02
LLRE–BFR 13.7 ± 2.5

Set 3
HLRE with sham-BFR 16.1 ± 2

1.4 (−0.11 to 2.9) 0.07
LLRE–BFR 14.7 ± 2.6

Set 4
HLRE with sham-BFR 16.6 ± 1.5

1.35 (−0.1 to 2.8) 0.075
LLRE–BFR 15.25 ± 2.9

* Values in parentheses are 95% confidence intervals; Abbreviations: BFR, blood flow restriction; LLRE–BFR;
low-load resistance exercise with blood flow restriction.

Four participants (3 men and 1 woman) from the LLRE–BFR group and three (1 man
and 2 women) from the HLRE with sham-BFR group reported increased muscle pain
(delayed-onset muscle soreness, DOMS) in the exercising limb 24 h after exercise.
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12. Mediation

Mediation analysis resulted in no significant effect of the change in systolic blood pres-
sure (Mediator 1), nor RPE (Mediator 2) on the changes in pressure pain threshold (Y) between
the exercise groups (X) at the local or distal sites of measurement (Supplementary Table S2).

13. Within-Group Differences

Statistically significant within-group changes between pre- and post-exercise were
found for the LLRE–BFR (−1.61, 95%CI: −3.14 to 0.07; p < 0.001) and HLRE with sham-
BFR (−0.95, 95%CI: −1.71 to −0.79; p = 0.016) groups in pressure pain thresholds at the
dominant biceps. There were non-significant within-group changes in the pressure pain
thresholds at the rest sites of measurements and the systolic/diastolic blood pressure in
both groups between pre- and post-exercise (Supplementary Table S3).

14. Discussion

To our knowledge, this is the first study investigating the effect of an upper-limb
exercise using low-load resistance with BFR compared to high-load resistance without
BFR in pain sensitivity. The main finding of our study suggests that a single elbow flexion
LLRE–BFR produces a similar hypoalgesic effect at a local site as compared with the same
HLRE. However, non-significant within- or between-group changes were observed at
non-exercising sites of measurement. Additionally, blood pressure changes and the RPE
were not found to mediate the relationship between exercise intervention and changes in
pressure pain thresholds at the exercising limb. Both exercise groups presented a similar
rate of adverse events (DOMS).

14.1. Low-Load Resistance Exercise with BFR Can Be An Alternative Intervention to Decrease
Pain Sensitivity

Significant changes in pain sensitivity at the exercising limb were observed in both
groups. Considering that these changes were not mediated by the RPE or blood pressure
changes, the most possible explanations underpinning pain modulation after LLRE–BFR
might include the activation of the endogenous opioid system (release of beta-endorphins)
or high-threshold motor unit recruitment during exercise [4,7,19,54]. Our findings were
in agreement with a previous study using a cross-over design and comparing LLRE–BFR
to HLRE following a single leg press exercise in healthy individuals [19]. In contrast,
contemporary evidence suggested that exercise-induced hypoalgesia after low-intensity
exercise with BFR was not driven by the blood flow restriction component but due to
the work volume (exercise to failure) [36,55]. However, these studies did not include a
comparison group using high-load exercise interventions, which limits further comparisons
to the present results.

Based on the findings by Hughes et al. [19], LLRE–BFR with low pressure (40% LOP)
resulted in similar increases in pressure pain thresholds compared to HLRE. Additionally,
LLRE–BFR with high pressure (80%LOP) presented significantly greater EIH compared to
the other exercise trials such as LLRE–BFR with low pressure, LLRE and HLRE [19]. Differ-
ent research reports suggested that BFR exercises with high occlusion pressure (60%−80%
LOP) can reduce pain more than HLRE [20,33,34]; however, similar comparisons in the
upper limb are considered inappropriate due to the risk of adverse effects when using high
BFR pressures [37,38].

In our study we adhered to the best BFR practice guidelines that recommend the use
of pressures <50% LOP [56–58] in the upper limb, resulting in a mean (±SD) tolerable
pressure of 41.5% LOP (±2.3). Despite the low occlusion pressure, our findings suggested
similar EIH between LLRE–BFR and HLRE with a large within-group effect size (d = 0.88)
between pre- and post- intervention. Therefore, the method can be suggested as an alterna-
tive useful intervention to decrease pain sensitivity when high-load resistance exercise is
contraindicated or should be avoided.
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14.2. Elbow Flexion Low-Load Resistance Exercise with BFR Produces Local but Not
Remote Hypoalgesia

Based on our results, elbow flexion LLRE–BFR produced only local hypoalgesia with
non-significant changes at non-exercising sites between pre- and post-exercise, suggesting
that only local segmental mechanisms played a role. Previous reports [19,36] have shown
significant increases in pressure pain thresholds after LLRE–BFR at non-exercising sites of
the body, indicating that systemic mechanisms are playing a critical role such as CPM due
to discomfort and baroreceptor-related mechanisms due to the increase in blood pressure.
Opposite to the previous findings, Song et al. (2022) suggested that low-load exercise to
failure with or without BFR produces similar hypoalgesic effects at remote sites, which was
not mediated by discomfort or changes in blood pressure [36]. Hence, the EIH was mostly
explained by the release of beta-endorphins (stimulating group III and IV afferents) and
high-threshold motor unit recruitment as well [36,59,60]

A possible explanation for the lack of significant reduction in pain sensitivity at non-
exercising sites in our study may be based on the selected exercising limb (upper vs. lower)
and the exercise work volume used (failure vs. not to failure). For example, based on
previous findings, high- and low-intensity isometric leg exercises presented significantly
greater reductions in pain sensitivity at non-exercising sites due to a condition pain mod-
ulation mechanism compared to high- and low-intensity isometric arm exercise [61,62].
Most importantly, exercise to failure has been shown to induce a significant reduction in
pressure pain sensitivity at local and remote sites irrespective to the use of BFR [36,55];
therefore, the exercise volume used (not to failure) possibly was not enough to reduce pain
sensitivity at non-exercising sites for both exercise groups. Nevertheless, further research is
required to evaluate if EIH is dependent on the exercising limb (upper or lower), the dose
or the work volume (failure or not) following resistance exercises with or without BFR.

14.3. Limitations and Future Research

We acknowledge as a limitation that we used only one measure of EIH (mechanical
pressure sensitivity); possibly, by including additional measures such as hot and cold
sensitivity, baroreceptor activity, or biomarkers (such as beta-endorphin), we could provide
more information about EIH and its underlying mechanisms. Although we intended to
investigate the hypoalgesic effect of two specific exercise conditions, including a control
group could help to precisely evaluate the true effect of these exercise interventions in
pain sensitivity. Additionally, taking into account that we included only short-term mea-
surements (5′ post-exercise), it is not clear if EIH after elbow flexion LLRE–BFR or HLRE
remains for longer periods of time.

Our sample consisted of young healthy individuals; therefore, our results cannot be
generalized in chronic pain populations. Further research to examine the hypoalgesic
effects of LLRE–BFR in patients with chronic pain is necessary.

15. Conclusions

The present study demonstrated that an elbow flexion LLRE–BFR produces a similar
short-term reduction in pain sensitivity at local sites compared to an elbow flexion HLRE
with sham-BFR in healthy individuals. Considering that non-significant changes in pain
sensitivity were observed at non-exercising sites and the results of our mediation analysis,
this hypoalgesic effect was likely driven by local (segmental) and not systemic (central)
mechanisms. Further research is necessary to investigate the effects of upper-limb LLRE–
BFR using different doses in healthy individuals and chronic pain populations.

Supplementary Materials: The following supporting information can be downloaded at:
https://www.mdpi.com/article/10.3390/healthcare10122557/s1, Figure S1: Graphical representa-
tion of mean pressure pain thresholds (kg/cm2) at local and remote sites of measurements (pre- and
post-intervention); Table S1: Baseline pressure pain thresholds values with intra-rater reliability
using intraclass correlation coefficients, standard error of measurement and minimum detectable
change at each site; Table S2: Coefficients, confidence intervals, and significance statistics for
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within-participant mediation analyses between exercise intervention (“X”), the change in systolic
blood pressure (Mediator 1) and RPE (Mediator 2). The outcome (Y) is the change in pressure pain
threshold at local and distal sites of measurement. Table S3: Within-group differences (pre-post) of
baseline-adjusted values of pressure pain thresholds and blood pressure.
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