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Introduction: 
Aneurysmal subarachnoid hemorrhage (aSAH) causes high morbidity and mortality, largely from delayed 
cerebral ischemia (DCI).[1] DCI is multifactorial, involving vasospasm, neuroinflammation, microthrombosis, and 
autoregulatory failure.[2] Remote ischemic preconditioning (RIPC) is a noninvasive, low-cost intervention 
proposed to modulate these pathways and improve outcomes, but evidence in aSAH remains limited. 
Methods: 
We conducted a PROSPERO-registered systematic review and meta-analysis (CRD420251114485) following 
PRISMA guidelines. We searched PubMed, Scopus, Web of Science, Embase, Ovid MEDLINE, Cochrane 
Library, and trial registries through November 30, 2025 for studies of RIPC in adults with imaging-confirmed 
aSAH. Primary outcomes were cerebral vasospasm and new cerebral infarction. Secondary outcomes included 
functional status, mortality, and safety. Risk of bias was assessed using RoB 2.0 and ROBINS-I; certainty was 
graded using GRADE. 
Results: 
Four studies met inclusion criteria: three RCTs (n=107) for meta-analysis and one non-randomized study. RIPC 
protocols and control conditions varied. Pooled analysis showed no significant reduction in vasospasm (RR 
0.65, 95% CI 0.15–2.89; I²=59%) or new infarction (RR 1.71, 95% CI 0.68–4.32; I²=0%). No significant differences 
were found for short-term, long-term functional outcomes, or in-hospital mortality. Adverse events were 
infrequent and mild, with no serious RIPC-related complications. Certainty of evidence was very low for efficacy 
outcomes and low for safety due to risk of bias, imprecision, and heterogeneity. 
Conclusion: 
Current evidence does not demonstrate a clear protective effect of RIPC against vasospasm, infarction, or 
mortality in aSAH. While safe and feasible, large, standardized, multicentre RCTs with uniform outcome 
definitions are required to determine whether RIPC provides meaningful clinical benefit. 
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The PRISMA flow diagram for the study selection process 


