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Extracellular matrix peptides as theranostic mediators
of ischemic stroke neuroprotection and repair: lessons
from studies in remote ischemic preconditioning and
exercise
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Ischemic stroke remains one of the leading causes of long-term disability and death worldwide,
despite being a preventable neurological injury. Efforts in prevention have included urging
patients toward a healthier lifestyle, including a healthy diet and regular exercise. Experimental
and clinical evidence supporting these healthy-living recommendations found that systemic
interventions like exercise impart protection for both rodents and humans. Despite these data,
patients who are at the highest risk for stroke are unlikely to make these long-term lifestyle
changes. Herein lies a challenge for clinicians and researchers alike to identify pharmaceutical
or physical substitutions for exercise (e.g. limb remote ischemic conditioning (RIC)) that can be
administered upon identification of a stroke, or a high risk of stroke, in the clinic. One impact
of exercise is to promote vascular remodeling in the skeletal muscle. A chief component of this
remodeling is proteolysis of the vascular extracellular matrix. Likewise, similar remodeling of
the extracellular matrix occurs in the brain following focal ischemia. Among the most heavily
proteolyzed matrix components is perlecan, a heparan sulfate proteoglycan. Importantly, we
found that this proteolysis generates neuroprotective fragments, including the LG3 peptide,
following experimental stroke. Exercise also increases LG3 peptide levels in urine and serum,
making this not only a mediator of exercise-mediated neuroprotection, but also a potential
theranostic biomarker for an efficacious delivery of systemic interventions like exercise. In this
review, we discuss the potential benefits and mechanisms of exercise and RIC, and propose that
the LG3 peptide could be a theranostic for stroke recovery.
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schemic stroke remains one of the leading causes of long-

term disability and death worldwide, despite being a
preventable neurological injury. Very few interventions can
successfully protect against ischemic injury, but to date,
exercise and a healthy diet are among the best modifiable
interventions that a person can do to reduce the risk of stroke
and other cardiovascular diseases (Thompson et al., 2003).
While researchers and clinicians alike agree that prophylactics
like exercise are a powerful way to prevent ischemic injury,
convincing patients to change their lifestyle presents a
formidable challenge. Because of this obstacle, researchers
continue to attempt to find new, more immediate interventions
to protect at-risk populations. One promising intervention is
remote ischemic conditioning (RIC). During RIC, patients
undergo, for example, triplicate cycles of 5-min inflation of
a blood pressure cuff placed around the upper arm (~200
mmHg) and 5 min of deflation (Loukogeorgakis et al., 2005).
This intervention is non-invasive, requires minimal effort
from individuals, and can be safely used in at-risk populations.
In this review, we propose that exercise and RIC share both
humoral and neuronal mechanisms, including remodeling of
the extracellular matrix (ECM), that promote neuroprotection
against injury.

During ischemic injury, the ECM in the brain is heavily
and rapidly processed by proteases. The breakdown of the
ECM contributes to the breakdown of the blood-brain barrier
(BBB), ultimately resulting in the development of edema and
contributing to neuroinflammation in the brain (Salmeron et
al., 2017). Given its contribution to stroke pathology, ECM
degradation has been almost exclusively viewed in a negative
light. However, brain ECM proteolysis may also lead to the
release of components of the BBB that contribute to repair
and recovery (Roberts et al., 2012). Perlecan, a major heparan
sulfate proteoglycan (HSPG) ECM component of the BBB, is
rapidly proteolyzed after stroke (Fukuda et al., 2004; Bix et al.,
2013). We previously found that a bioactive 8§5-kDa protein
fragment of perlecan called domain V (DV), as well as a smaller
(25-kDa) portion of DV known as LG3, are immediately and
persistently upregulated after stroke and exert a neuroprotective
effect on the brain through mechanisms shared between
exercise and RIC (Saini and Bix, 2012; Moon et al., 2016).
This, combined with our earlier evidence indicating that LG3
is elevated in the urine of physically active individuals (Parker
et al., 2012), suggests an attractive, exercise-associated (and
potentially RIC-associated) "theranostic" for more effective
"prescription" of rehabilitation regimens like exercise, both
prior to and following stroke.

Table 1.

Patients with
symptomatic
atherosclerotic IAS
who had previously
had an IS or TIA

Preconditioning

consecutive days

5 cycles of bilateral upper limb
ischemia (2000 mm Hg) for 5

minutes followed by reperfusion for |time to recovery; Improved
another 5 minutes, 2x a day for 300

The benefits of systemic interventions in post-stroke
outcomes
Studying exercise as prophylaxis for acute incidents began in
the context of ischemia in the heart, specifically protection from
myocardial infarction (MI) (Murray et al., 1986). Multitudes
of clinical studies focused on outcomes in physically active
individuals compared to their sedentary peers following MI,
and consistently demonstrated that the more “physically fit” the
patient is, the better they will fare during recovery (Warburton
et al., 2006). Soon after this discovery, similar phenomena
were observed in the brain, specifically in acute neurological
events such as TBI (Taylor et al., 2015) and stroke (Meng et
al., 2012; Meng et al., 2015; Shamsaei et al., 2017). Regular
exercise reduces the risk of stroke, decreases stroke severity,
and improves functional outcome (Lee et al., 2003; Alevizos
et al., 2005; Diep et al., 2010). Based on these observations in
the clinic, basic and translational studies began using animal
models to study how pre-stroke exercise training induced
neuroprotection against stroke (see reviews (Zhang et al., 2011;
Wang et al., 2014)). Two major forms of exercise training are
used in rodent stroke models — forced and voluntary exercise --
each with distinct differences in the resulting neuroprotection.
While forced exercise (short, intense bursts of exercise) leads
to greater reductions in infarct volumes (Egan et al., 2014), it is
stressful for the animals, as shown by increased corticosterone
levels in the serum (Ke et al., 2011). Conversely, rats that
underwent voluntary exercise (unrestRICted access to running
wheels) had higher hippocampal brain derived neurotrophic
factor (BDNF, a factor that supports neuronal growth and
survival) levels and improved motor recovery (Ke et al., 2011).
At the same time as research began to delve into mechanisms
behind exercise-induced neuroprotection, a new intervention,
RIC, arrived on the scene. During RIC, an individual (or
animal) undergoes brief repetitive periods of ischemia at a
remote site before a longer, pathological ischemic injury in
a target organ. Typically, in the clinic, a patient will undergo
a 5-minute inflation (200 mmHg) of a blood pressure cuff
on the upper arm or leg 3 times, separated by 5 minutes of
deflation (Loukogeorgakis et al., 2005). Three major kinds of
RIC have been developed to induce neuroprotection — remote
ischemic preconditioning (RIPC), perconditioning (RIPerC),
and postconditioning (RIPostC) — and these are used before,
during, and after stroke, respectively. Numerous animal studies
show reductions in infarct volumes, as well as improvements in
functional recovery, following these interventions (Pan et al.,
2016). Recent clinical trials have supported the benefits of pre-
and per-conditioning (Table 1).

Reduced recurrent stroke rate
at 90 and 300 days; Reduced

MengR et al., 2012

cerebral perfusion status

Patients with IAS, >80
years of age, no
previous stroke
consecutive days

5 cycles of bilateral arm ischemia
followed by reperfusion for 5
minutes, 2x a day for 180

Reduced strokes and TIAs;
Reduced inflammation

Meng et al., 2015

Perconditioning [Acute IS patients Protocol not described

Physical activity the week Blauenfeldt et al., 2017
before the stroke correlated
with decreased infarct
development at 24 hours and
smaller infarct size at 1 month

post-stroke

Patients with 5 min inflations of upper limb blood
suspected acute cuff to either 200 or 25 mm Hg
stroke above patient’ s systolic blood

pressure, with 5 min deflations in
between delivered in ambulance

Increased TIAs and lower NIHSS [Hougaard et al., 2014
scores; Increased tissue survival
at 1 month; No change in final
infarct size or infarct growth

IAS - intracranial arterial stenosis; IS - ischemic stroke; TIA - transient ischemic attack;
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Briefly, as outlined in Table 1, RIPC has shown benefit for
patients at high risk of having recurrent stroke (those who have
symptomatic internal carotid artery stenosis (IAS) caused by
atherosclerosis) (Meng et al., 2012) or for patients who are over
80 years of age with no history of stroke (Meng et al., 2015).
In the context of symptomatic IAS, patients who received rIPC
experienced reduced recurrent stroke rates, reduced time to
recovery, and improved cerebral perfusion upon administration
of intravenous (IV) tissue plasminogen activator (tPA), still the
only approved post-stroke pharmacological intervention in the
United States. Furthermore, patients over 80 with no history of
stroke experienced fewer strokes and transient ischemic attacks
(TTAs) and had overall reduced cerebral inflammation.

RIPerC, delivered at or near the time of stroke onset,
also demonstrates benefit for those patients diagnosed with
(Blauenfeldt et al., 2017), or suspected of having (Hougaard et
al., 2014), an acute ischemic stroke. Patients with a confirmed
ischemic stroke, and who had reported having exercised the
week prior to stroke, received added benefit from RIPerC. They
experienced decreased 24-hour infarct development and smaller
infarcts one month following stroke (Blauenfeldt et al., 2017).
Patients with a suspected ischemic stroke receiving RIPerC as
an adjunct to IV tPA also presented with more TIAs (and thus
not acute ischemic or hemorrhagic infarcts), lower functional
deficit scores, and increased tissue survival after one month
following stroke (Hougaard et al., 2014). These results suggest
the RIC induces neuroprotection even when delivered at the
time of stroke onset.

Shared mechanisms of RIC and exercise-induced
neuroprotection:

Despite the dramatic differences in stimuli, both exercise
and RIC result in systemic, global changes throughout the
body, and thus may share several common mechanisms. Both
interventions induce changes to remote organs, in particular the
muscle, leading to the production of protective signals that are
transmitted to the brain predominantly through two pathways:
humoral and neuronal (Pan et al., 2016).

Humoral mechanisms of protection

Both RIC and exercise modulate blood flow throughout the
body. During RIC, brief periods of reperfusion follow short
ischemic events in remote muscle. These alterations in blood
flow could allow for blood to “wash out” protective signals
from the muscle and transport them to a distal organ, such as
the brain, where they can induce protection against injury (Pan
et al., 2016). During exercise, increased metabolic demands
induce vasodilation, promoting the movement of blood from
the active muscle to remote sites throughout the body, also
potentially allowing for the transport of humoral factors to the
brain (Thomas et al., 2004). Exercise remotely alters blood
flow, including increased cerebral blood flow (CBF) up to ~60%
of maximal oxygen uptake (Ogoh and Ainslie, 2009).

Many studies examining humoral mechanisms of protection
have investigated RIC in the context of myocardial infarcts.
One seminal study found that blood taken from a subject (human
or rabbit) who had previously undergone RIC (via repeated
inflation of a blood pressure cuff (human) or tourniquet
(rabbit)), and then subsequently injected into a naive subject
(rabbit), conveyed significant protection after cardiac ischemic
reperfusion injury, hinting at the presence of protective factors
within the blood (Shimizu et al., 2009). Further studies of the
heart found that occluding the femoral vein, and thus blocking
the wash-out of cardioprotective signals from the ischemic limb,
ablated RIC-induced protection against myocardial infarct (Lim
et al., 2010). Studies of RIC in stroke models confirmed several
neuroprotective humoral factors including erythropoietin (EPO),
adenosine, heme oxygenase-1, and nitric oxide (NO) (Hu et
al., 2012; Peng et al., 2012; Hess et al., 2013; Pignataro et

al., 2013; Pan et al., 2016). Unfortunately, fewer studies have
investigated which humoral factors contribute to exercise-
induced neuroprotection. However, similar to RIC, one study
found that endothelial nitric oxide synthase (eNOS) may be an
important mediator for ischemic tolerance (Endres et al., 2003).
In wild-type mice, exercise prior to stroke increased eNOS
expression and augmented nitric oxide-dependent vasodilation,
enhancing regional cerebral blood flow compared to sedentary
mice and decreasing infarct volumes (Endres et al., 2003). This
protection was contingent on eNOS, as eNOS knockout mice
were not protected by physical activity prior to stroke (Endres
etal., 2003).

Neuronal mechanisms of protection

Despite the strong evidence for a humoral mechanism of
neuroprotection following systemic interventions, it is
unlikely that humoral factors are the sole contributors to
protection following either exercise or RIC. Instead, studies
have elucidated an important role for the neuronal pathway in
protection against stroke. Denervation of the afferent pathway
with pretreatment of capsaicin blocks RIC-induced protection
(Ren et al., 2009). Furthermore, two studies demonstrated that
ganglionic blockers (hexamethonium) ablated protection when
RIC was given either before or after stroke (Ren et al., 2009;
Malhotra et al., 2011). It is less clear how neural mechanisms
could contribute to exercise-induced neuroprotection, though
there is likely a strong connection between neural and humoral
mechanisms of protection after exercise training. Neuronal
systems control blood flow to skeletal muscle during exercise.
In fact, increased somatomotor nerve activity is associated
with inducing skeletal muscle contraction during exercise,
while the release of norepinephrine (NE) by the sympathetic
nerves causes vasoconstRICtion (McCorry, 2007). During
exercise, these two neuronal control systems could work
together to control the flow of neuroprotective humoral factors
from working muscle to the brain. Further underscoring the
relationship between the humoral and neural systems, NO
modulates NE release in skeletal muscle, with decreased NE
release after intense ischemic exercise (Costa et al., 2001).

The role of perlecan in post-exercise musculovascular ECM
remodeling:
Exercise as an activity is predicated on concerted and controlled
muscle contractions. While it is obvious that muscle tissue
is required for contractions to occur during exercise, skeletal
muscle fiber contractions cannot occur without innervation
and associated nervous stimulation. Consequently, stimulation
of muscle fiber contraction by motor neurons is also tightly
controlled and regulated, in part, via the involvement of the
ECM within the neuromuscular junction (NMJ). For a long
time, the ECM was regarded as merely a cellular scaffold
and served a primarily structural function (Farach-Carson
and Carson, 2007). We now know that the ECM is a tightly
regulated signaling environment which is critical for the
maintenance of proper tissue function beyond mere structural
support. In muscle tissue generally, elements of the ECM, such
as dystroglycan, collagen, and HSPGs such as perlecan, are
critical for the maintenance of not only the vascular basement
membrane, but also the NMJ (Smirnov et al., 2005). Perlecan,
in conjunction with dystroglycan in particular, plays a key role
in anchoring acetylcholinesterases to the neuromuscular basal
lamina which degrade the neurotransmitter acetycholine in the
NMJ, leading to the cessation of muscle contraction (Peng et
al., 1999; Jacobson et al., 2001; Smirnov et al., 2005). The loss
or mutation of perlecan’s structure and/or function results in
a range of negative outcomes ranging from musculoskeletal
abnormalities to lethality (Olsen, 1999; Stum et al., 2006).
Similarly, these specialized ECM components exist within
the vascular basement membrane and are critical for the
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maintenance of muscle health through guidance and support of
vascular remodeling in muscle. For instance, during exercise,
muscles undergo periods of ischemia and reperfusion which
drives structural changes in the muscle vasculature. Indeed,
it is clear that regular exercise training results in increased
blood flow through the vasculature of actively involved
muscles. This response is due in part to a slight increase in
the diameter of major conduit arteries due to hyperemia, and
therefore increased shear stress, but also as a result of vascular
adaptation of associated capillary beds (Brown and Hudlicka,
2003). The latter occurs through sprouting and intussusception
angiogenesis, which are thought to be induced as a result of
muscle tissue and associated endothelial cell hypoxia (Prior
et al., 2004). Vascular basement membrane remodeling is
necessary for these angiogenic processes to occur and is in
turn mediated by several classes of enzymes, including various
matrix metalloproteinases (MMPs), the urokinase and tissue
plasminogen activators (uPA and tPA); cathepsins, and bone
morphogenetic protein-1/tolloid-like proteinases (BMP1/
TLP) (Prior et al., 2004; Vadon-Le Goff et al., 2015; Fonovic
and Turk, 2014a; Fonovic and Turk, 2014b). The ECM of
the vascular basement membrane consists largely of collagen
type 1V, laminins, nidogen, and perlecan (Glentis et al., 2014).
Interestingly, we previously found that the c-terminal protein
fragment of DV portion of perlecan, the so-called LG3 peptide,
was elevated in the urine of a cohort of physically active mining
workers (largely maintenance staff) compared to their more
sedentary colleagues (plant operators) (Parker et al., 2012). In
addition, our recent unpublished observations suggest that LG3
is also elevated in serum following exercise.

Perlecan consists of 5 unique domains (I-V), and while
all except Domain I have well-established proteolysis sites,
perlecan’s C terminal DV is the most proteolytically labile, as
are DV's three Laminin type globular domains (LG1, 2, and 3).
More recent evidence suggests that many other enzymes play
a part in perlecan processing, including the cysteine proteases
cathepsin B and L as well as BMP-1/tolloid-like proteinases
which have been strongly implicated in the proteolysis of
perlecan DV to release perlecan’s smallest bioactive fragment,
the LG3 peptide (Figure 1) (Gonzalez et al., 2005; Farach-
Carson and Carson, 2007; Roberts et al., 2012, Saini and Bix,
2012). Thus, taken together, the findings suggest that it is
possible that the LG3 peptide is proteolytically released during
neuromuscular activity and/or during muscle tissue hypoxia
induced by physical activity and exercise, or in the latter case
RIC.
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Figure 1: Schematic of perlecan’s domain structure and sites of
Domain V proteolysis. Adapted from Roberts et al, 2012 1) Saini and
Bix, 2012 2) Gonzalez et al, 2005.

Perlecan in stroke

As alluded to above, the ECM in the brain is rapidly and heavily
processed following ischemic injury, just as in the muscle after
exercise. Interestingly, post-stroke processing of brain ECM is
thought to be primarily driven by plasmin, thrombin, MMP2
and MMP9, and cathepsins (Gasche et al., 1999; Fukuda et al.,
2004; Roberts et al., 2012, Heo et al., 1999). Consequently,
the ECM components most affected by the upregulation of the
enzymes listed above are various forms of collagen (primarily
type IV but also type XVIII), laminin, and perlecan (Roberts et
al., 2012). Perlecan, a major component of the BBB, is not only
the most rapidly proteolyzed of these ECM components after
experimental stroke (in non-human primates), but it is also the
most rapidly upregulated following proteolysis, indicating its
likely critical role in response to acute hypoxic injury (Fukuda
et al., 2004). Importantly, recent research has shown that the
major peptide fragments of perlecan, namely DV and LG3,
are both protective and reparative following stroke (Lee et al.,
2011; Clarke et al., 2012; Saini and Bix, 2012). Additional
evidence suggests that exogenous, intravenously-administered
DV, and to a lesser extent LG3, can traffic to the site of
ischemic injury in experimental models of stroke in rodents
(Lee et al., 2011; Clarke et al., 2012). These data show that
both peptides survive further significant proteolysis while in the
circulation. This, combined with our earlier evidence indicating
that LG3 can be detected in the urine (and serum) of active
individuals, suggests that it could be an attractive exercise-
associated “theranostic” for more effective “prescription” of
exercise-based rehabilitation regimens following stroke (Figure
2) (Sampson et al., 2014)..
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Figure 2: Schematic summarizing the overall hypothesis of this
review.

Clinical trials for RIC and exercise in stroke-related
neuroprotection

As mentioned above, both RIC and exercise are clinically
relevant interventions that can reduce the risk of stroke (Lee et
al., 2003; Meng et al., 2012). Individuals that engage in high
levels of physical activity prior to stroke have milder strokes
and better functional recovery (Diep et al., 2010). In cases
of a suspected stroke, RIC administered in the ambulance
did not reduce infarct volume, but this treatment increased
survival in tissues at high risk for death (Hougaard et al., 2014).
Interestingly, in patients treated with RIC in conjunction with
intravenous thrombolysis, physical activity in the week prior to
the stroke was associated with decreased infarct development
and a smaller infarct size at 1 month post-stroke, hinting that
there could be an interaction between pre-stroke exercise and
the neuroprotective effects of remote ischemia (Blauenfeldt et
al., 2017). Despite these mixed results, there are several ongoing
clinical trials examining RIPC, RIPerC, and RIPostC. Some
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studies are investigating whether RIPC protects against stroke
in at-risk individuals (NCT: NCT03004820; NCT02971462;
NCT02971462), while others are examining whether treatment
with remote ischemia coupled with endovascular treatment
could improve post-stroke outcome (NCT: NCT03045055;
NCT03210051). While many of these clinical trials are focusing
on exercise and RIC as separate interventions, the beneficial
effects of exercise and RIC, and the mechanisms that confer
these benefits, do not have to be studied in isolation. Blood
flow restriction exercise (BFRE) may be able to bridge the
gap between these two interventions (Sprick and Rickards,
2017). During BFRE, individuals complete a bout of exercise
while blood flow is restricted to the exercising muscle, thus
combining a brief period of ischemia with exercise (Slysz et al.,
2016). In healthy individuals, BFRE increases muscle strength
and size, as well as altering the cardiovascular response,
including increased sympathetic activity and decreasing blood
pressure (Park et al., 2015; Slysz et al., 2016). The effect of
BFRE on the brain is not as well-characterized, but one study
found that BFRE increases corticomotor excitability (Brandner
et al., 2015). One of the advantages of BFRE over conventional
resistance exercise is that low-intensity exercise (<25%
maximal capacity) is sufficient to induce these changes (Slysz
et al., 2016). Given that high-intensity training is difficult in
elderly individuals, particularly those who have experienced
a severe stroke, maximizing the benefits of exercise at a
low intensity could increase the number of patients who can
participate in post-stroke exercise rehabilitation and improve
compliance to exercise regimens (Sprick and Rickards, 2017).
BFRE may be a useful way of examining the synergistic effects
of exercise and RIC on stroke patients, or those at a high-risk of
stroke, but significantly more research is necessary to establish
whether this type of training would exert a neuroprotective
effect.

Biomarkers to identify protective systemic interventions
RIC to induce beneficial adaptive epigenetics has long been
acknowledged as a potential therapeutic tool in the clinic.
Recent discoveries on the molecular basis of the observed
benefit of RIC have led to models of forced muscular damage
and repair using RIC. RIC has clear clinical translatability and
can be implemented with tools readily available in virtually
every clinic around the world. It is even more relevant as it
can be implemented at various times before, during, and even
following stroke for potentially significant benefit (Zhao, 2009;
Hougaard et al., 2014; Blauenfeldt et al., 2017). The idea of
using urine or even serum biomarkers as prognostic indicators
of patient outcome is also not new (Kouriefs et al., 2009).
However, there have not been any easily accessible biomarker
options for determination of stroke severity or progression, or of
efficacious rehabilitation paradigms. In this review, we outlined
the process of discovering only one potential protein biomarker
for exercise and hypothesized as to this protein’s implications
as a theranostic biomarker for stroke with the confidence that
more such discoveries will follow.

Given the evidence that RIC and exercise, as well as the
combination of the two in BFRE, affect muscular remodeling,
we propose here that factors such as the LG3 peptide and
potentially other ECM-derived molecules delivered from the
site of remote muscular ischemia to the brain via the circulation
could be used as blood or urinary biomarkers for more
accurate prescription of exercise programs for stroke patients.
Furthermore, we propose the idea that those biomarkers could
then be supplemented as needed to impart pharmacological
protection in the presence or absence of exercise.

Conflict of Interest:
The authors have declared that no conflict of interest exists.

References

Alevizos A, Lentzas J, Kokkoris S, Mariolis A, Korantzopoulos
P (2005) Physical activity and stroke risk. Int J Clin Pract
59:922-930.

Bix G (2013) Perlecan domain V therapy for stroke: a beacon
of hope? ACS Chem Neurosci 4:370-374.

Blauenfeldt RA, Hougaard KD, Mouridsen K, Andersen G
(2017) High Prestroke Physical Activity Is Associated
with Reduced Infarct Growth in Acute Ischemic Stroke
Patients Treated with Intravenous tPA and Randomized
to Remote Ischemic Perconditioning. Cerebrovasc Dis
44:88-95.

Brandner CR, Warmington SA, Kidgell DJ (2015) Corticomotor
Excitability is Increased Following an Acute Bout of
Blood Flow RestRICtion Resistance Exercise. Front Hum
Neurosci 9:652.

Brown M, Hudlicka O (2003) Modulation of physiological
angiogenesis in skeletal muscle by mechanical
forces: involvement of VEGF and metalloproteinases.
Angiogenesis 6:1-14.

Clarke DN, Al Ahmad A, Lee B, Parham C, Auckland L, Fertala
A, Kahle M, Shaw CS, Roberts J, Bix GJ (2012) Perlecan
Domain V induces VEGf secretion in brain endothelial
cells through integrin alphaSbetal and ERK-dependent
signaling pathways. PLoS One 7:e45257.

Costa F, Christensen N, Farley G, Biaggioni I (2001) NO
modulates norepinephrine release in human skeletal
muscle: implication for neural preconditioning. Am J
Physiol Regul Integr Comp Physiol 280:1494-1498.

Diep L, Kwagyan J, Kurantsin-Mills J, Weir R, Jayam-Trouth
A (2010) Association of Physical Activity Level and
Stroke Outcomes in Men and Women: A Meta-Analysis. J
Women's Health 19:1815-1822.

Egan K, Janssen H, Sena E, Longley L, Speare S, Howells
D, Spratt N, Macleod M, Mead G, Bernhardt J (2014)
Exercise Reduces Infarct Volume and Facilitates
Neurobehavioral Recovery: results from a systematic
review and meta-analysis of exercise in experimental
models of focal ischemia. Neurorehabil Neural Repair
28:800-812.

Endres M, Gertz K, Lindauer U, Katchanov J, Schultze J,
Schrock J, Nickenig G, Kuschinsky W, Dirnagl U, Laufs
U (2003) Mechanisms of stroke protection by physical
activity. Ann Neurol 54:582-590.

Farach-Carson MC, Carson DD (2007) Perlecan--a
multifunctional extracellular proteoglycan scaffold.
Glycobiology 17:897-905.

Fonovic M, Turk B (2014a) Cysteine cathepsins and their
potential in clinical therapy and biomarker discovery.
Proteomics Clin Appl 8:416-426.

Fonovic M, Turk B (2014b) Cysteine cathepsins and
extracellular matrix degradation. Biochim Biophys Acta
1840:2560-2570.

Fukuda S, Fini CA, Mabuchi T, Koziol JA, Eggleston LL, Jr.,
del Zoppo GJ (2004) Focal cerebral ischemia induces
active proteases that degrade microvascular matrix. Stroke
35:998-1004.

Glentis A, Gurchenkov V, Vignjevic D (2014) Assembly,
heterogeneity, and breaching of the basement membranes.
Cell Adh Migr 8:236-245.

Gonzalez EM, Reed CC, Bix GJ, Fu J, Zhang Y, Gopalakrishnan
B, Greenspan DS, Iozzo RV (2005) BMP-1/Tolloid-like
metalloproteases process endorepellin, the angiostatic
C-terminal fragment of perlecan. J Biol Chem 280:7080-
7087.

Hess DC, Hoda MN, Bhatia K (2013) Remote limb
perconditioning [corrected] and postconditioning: will
it translate into a promising treatment for acute stroke?

Conditioning Medicine 2018 | www.conditionmed.org

102



REVIEW ARTICLE

Conditioning Medicine | 2018, 1(2):98-104

Stroke 44:1191-1197.

Heo JH, Lucero J, Abumiya T, Koziol JA, Copeland BR, del
Zoppo GJ (1999) Matrix metalloproteinases increase very
early during experimental focal cerebral ischemia. J Cereb
Blood Flow Metab 19:624-633.

Hougaard KD et al. (2014) Remote ischemic perconditioning as
an adjunct therapy to thrombolysis in patients with acute
ischemic stroke: a randomized trial. Stroke 45:159-167.

Hu S, Dong H, Zhang H, Wang S, Hou L, Chen S, Zhang
J, Xiong L (2012) Noninvasive limb remote ischemic
preconditioning contributes neuroprotective effects via
activation of adenosine Al receptor and redox status
after transient focal cerebral ischemia in rats. Brain Res
1459:81-90.

Jacobson C, Cote PD, Rossi SG, Rotundo RL, Carbonetto
S (2001) The Dystroglycan Complex is Necessary for
Stabilization of Acetylcholine Receptor Clusters at
Neuromuscular Junctions and Formation of the Synaptic
Basement Membrane. J Cell Biol 152:435-450.

Ke Z, Yip SP, Li L, Zheng XX, Tong KY (2011) The effects
of voluntary, involuntary, and forced exercises on brain-
derived neurotrophic factor and motor function recovery:
a rat brain ischemia model. PLoS One 6:¢16643.

Kouriefs C, Sahoyl M, Grange P, Muir G (2009) Prostate
specific antigen through the years. Arch Ital Urol Androl
81:195-198.

Lee B, Clarke D, Al Ahmad A, Kahle M, Parham C, Auckland
L, Shaw C, Fidanboylu M, Orr A, Ogunshola O, Fertala
A, Thomas S, Bix G (2011) Perlecan domain V is
neuroprotective and proangiogenic following ischemic
stroke in rodents. J Clin Invest 121:3005-3023.

Lee CD, Folsom AR, Blair SN (2003) Physical activity and
stroke risk: a meta-analysis. Stroke 34:2475-2481.

Lim SY, Yellon DM, Hausenloy DJ (2010) The neural
and humoral pathways in remote limb ischemic
preconditioning. Basic Res Cardiol 105:651-655.

Loukogeorgakis SP, Panagiotidou AT, Broadhead MW, Donald
A, Deanfield JE, MacAllister RJ (2005) Remote ischemic
preconditioning provides early and late protection against
endothelial ischemia-reperfusion injury in humans: role of
the autonomic nervous system. J Am Coll Cardiol 46:450-
456.

Malhotra S, Naggar I, Stewart M, Rosenbaum DM (2011)
Neurogenic pathway mediated remote preconditioning
protects the brain from transient focal ischemic injury.
Brain Res 1386:184-190.

McCorry L (2007) Physiology of the autonomic nervous
system. Am J Pharm Educ 71:1-11.

Meng R, Asmaro K, Meng L, Liu Y, Ma C, Xi C, Li G, Ren C,
Luo Y, Ling F, Jia J, Hua Y, Wang X, Ding Y, Lo EH, Ji
X (2012) Upper limb ischemic preconditioning prevents
recurrent stroke in intracranial arterial stenosis. Neurology
79:1853-1861.

Meng R, Ding Y, Asmaro K, Brogan D, Meng L, Sui M, Shi
J, Duan Y, Sun Z, Yu Y, Jia J, Ji X (2015) Ischemic
Conditioning Is Safe and Effective for Octo- and
Nonagenarians in Stroke Prevention and Treatment.
Neurotherapeutics 12:667-677.

Moon H, Becke A, Berron D, Becker B, Sah N, Benoni G,
Janke E, Lubejko S, Greig N, Mattison J, Duzel E, van
Praag H (2016) Running-Induced Systemic Cathepsin
B Secretion Is Associated with Memory Function. Cell
Metab 24:332-340.

Murray CE, Jennings RB, Reimer KA (1986) Preconditioning
with ischemia: a delay of lethal cell injury in ischemic
myocardium. Circulation 74:1124-1136.

Ogoh S, Ainslie P (2009) Cerebral blood flow during exercise:

mechanisms of regulation. J Appl Physiol 107:1370-1380.

Olsen BR (1999) Life Without Perlecan Has its Problems. J
Cell Biol 147:909-911.

Pan J, Li X, Peng Y (2016) Remote ischemic conditioning for
acute ischemic stroke: dawn in the darkness. Rev Neurosci
27:501-510.

Park SY, Kwak YS, Harveson A, Weavil JC, Seo KE (2015)
Low intensity resistance exercise training with blood flow
restRICtion: insight into cardiovascular function, and
skeletal muscle hypertrophy in humans. Korean J Physiol
Pharmacol 19:191-196.

Parker TJ, Sampson DL, Broszczak D, Chng YL, Carter SL,
Leavesley DI, Parker AW, Upton Z (2012) A Fragment of
the LG3 Peptide of Endorepellin is Present in the Urine of
Physically Active Mining Workers: A Potential Marker of
Physical Activity. PLoS One 7:¢33714.

Peng B, Guo QL, He ZJ, Ye Z, Yuan YJ, Wang N, Zhou J (2012)
Remote ischemic postconditioning protects the brain
from global cerebral ischemia/reperfusion injury by up-
regulating endothelial nitRIC oxide synthase through the
PI3K/Akt pathway. Brain Res 1445:92-102.

Peng HB, Xie H, Rossi SG, Rotundo RL (1999)
Acetylcholinesterase Clustering at the Neuromuscular
Junction Involves Perlecan and Dystroglycan. J Cell Biol
145:911-921.

Pignataro G, Esposito E, Sirabella R, Vinciguerra A, Cuomo
O, Di Renzo G, Annunziato L (2013) nNOS and p-ERK
involvement in the neuroprotection exerted by remote
postconditioning in rats subjected to transient middle
cerebral artery occlusion. Neurobiol Dis 54:105-114.

Prior BM, Yang HT, Terjung RL (2004) What makes vessels
grow with exercise training? J Appl Physiol 97:1119-
1128.

Ren C, Yan Z, Wei D, Gao X, Chen X, Zhao H (2009) Limb
remote ischemic postconditioning protects against focal
ischemia in rats. Brain Res 1288:88-94.

Roberts J, Kahle MP, Bix GJ (2012) Perlecan and the blood-
brain barrier: beneficial proteolysis? Front Pharmacol
3:155.

Saini MG, Bix GJ (2012) Oxygen-Glucose Deprivation
(OGD) and Interleukin-1 (IL-1) Differentially Modulate
Cathepsin B/L Mediated Generation of Neuroprotective
Perlecan LG3 by Neurons. Brain Res 1438:65-74.

Salmeron K, Edwards D, Fraser J, Bix G (2017) Edema and
BBB Breakdown in Stroke. In: Brain Edema: From
Molecular Mechanisms to Clinical Practice (Badeaux J,
Plesnila N, eds), pp 219-233: Academic Press.

Sampson DL, Broadbent JA, Parker AW, Upton Z, Parker TJ
(2014) Urinary biomarkers of physical activity: candidates
and clinical utlity. Exp Rev Proteomics 11:91-106.

Shamsaei N, Erfani S, Fereidoni M, Shahbazi A (2017)
Neuroprotective Effects of Exercise on Brain Edema
and Neurological Movement Disorders Following the
Cerebral Ischemia and Reperfusion in Rats. J Basic and
Clin Neurosci 8:77-84.

Shimizu M, Tropak M, Diaz RJ, Suto F, Surendra H, Kuzmin E,
Li J, Gross G, Wilson GJ, Callahan J, Redington AN (2009)
Transient limb ischaemia remotely preconditions through
a humoral mechanism acting directly on the myocardium:
evidence suggesting cross-species protection. Clin Sci
(Lond) 117:191-200.

Slysz J, Stultz J, Burr JF (2016) The efficacy of blood flow
restRICted exercise: A systematic review & meta-analysis.
J Sci Med Sport 19:669-675.

Smirnov SP, Barzaghi P, McKee KK, Ruegg MA, Yurchenco
PD (2005) Conjugation of LG domains of agrins
and perlecan to polymerizing laminin-2 promotes

103

Conditioning Medicine 2018 | www.conditionmed.org



Conditioning Medicine | 2018, 1(2):98-104

REVIEW ARTICLE

acetylcholine receptor clustering. J Biol Chem 280:41449-
41457.

SpRICk JD, RICkards CA (2017) Cyclical blood flow
restRICtion resistance exercise: a potential parallel to
remote ischemic preconditioning? Am J Physiol Regul
Integr Comp Physiol 313:R507-R517.

Stum M, Davoine CS, Vicart S, Guillot-Noel L, Topaloglu
H, Carod-Artal FJ, Kayserili H, Hentati F, Merlini L,
Urtizberea JA, Hammouda e-H, Quan PC, Fontaine B,
Nicole S (2006) Spectrum of HSPG2 (Perlecan) mutations
in patients with Schwartz-Jampel syndrome. Hum Mutat
27:1082-1091.

Taylor JM, Montgomery MH, Gregory EJ, Berman NE (2015)
Exercise preconditioning improves traumatic brain injury
outcomes. Brain Res 1622:414-429.

Thomas G, Segal S (2004) Neural control of muscle blood flow
during exercise. J Appl Physiol 97:731-738.

Thompson PD, Buchner D, Pina IL, Balady GJ, Williams
MA, Marcus BH, Berra K, Blair SN, Costa F, Franklin
B, Fletcher GF, Gordon NF, Pate RR, Rodriguez BL,
Yancey AK, Wenger NK, AmeRICan Heart Association
Council on Clinical Cardiology Subcommittee on
Exercise R, Prevention, AmeRICan Heart Association

Council on Nutrition PA, Metabolism Subcommittee on
Physical A (2003) Exercise and physical activity in the
prevention and treatment of atherosclerotic cardiovascular
disease: a statement from the Council on Clinical
Cardiology (Subcommittee on Exercise, Rehabilitation,
and Prevention) and the Council on Nutrition, Physical
Activity, and Metabolism (Subcommittee on Physical
Activity). Circulation 107:3109-3116.

Vadon-Le Goff S, Hulmes DJS, Moali C (2015) BMP-1/tolloid-
like proteinases synchronize matrix assembly with growth
factor activation to promote morphogenesis and tissue
remodeling. Matrix Biol 44-46:14-23.

Wang X, Zhang M, Feng R, Li WB, Ren SQ, Zhang J, Zhang F
(2014) Physical exercise training and neurovascular unit
in ischemic stroke. Neuroscience 271:99-107.

Warburton DE, Nicol CW, Bredin SS (2006) Health benefits of
physical activity: the evidence. CMAJ 174:801-809.
Zhang F, Wu Y, Jia J (2011) Exercise preconditioning and brain

ischemic tolerance. Neuroscience 177:170-176.

Zhao H (2009) Ischemic postconditioning as a novel avenue
to protect against brain injury after stroke. J Cereb Blood
Flow Metab 29:873-885.

Conditioning Medicine 2018 | www.conditionmed.org

104



