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Abstract 1 

Post-exercise hypotension (PEH) has been assessed by three calculation approaches: I= 2 

(post-exercise – pre-exercise); II = (post-exercise – post-control); and III = [(post-exercise 3 

– pre-exercise) – (post-control – pre-control)]. This study checked whether these 4 

calculation approaches influences PEH and its determinants. For that, 30 subjects 5 

underwent two exercise (cycling, 45min, 50%VO2peak) and two control (seated rest, 6 

45min) sessions. Systolic (SBP) and diastolic (DBP) blood pressures, cardiac output (CO), 7 

systemic vascular resistance (SVR), heart rate (HR) and stroke volume (SV) were measured 8 

pre and post-interventions in each session. The mean value for each moment in each type of 9 

session was calculated, and responses to exercise were analyzed with each approach (I, II 10 

and III) to evaluate the occurrence of PEH and its determinants. Systolic PEH was 11 

significant when calculated by all approaches (I = -5±1, II = -11±2 and III = -11±2 mmHg, 12 

P<0.05), while diastolic PEH was only significant when calculated by approaches II and III 13 

(-6±1 and -6±1 mmHg, respectively, P<0.05). CO decreased significantly after the exercise 14 

when calculated by approach I, but remained unchanged with approaches II and III; while 15 

SVR increased significantly with approach I, but decreased significantly with approaches II 16 

and III. HR was unchanged after the exercise with approach I, but increased significantly 17 

with approaches II and III, while SV decreased significantly with all approaches. Thus, 18 

PEH and its hemodynamic determinants are influenced by the calculation approach, which 19 

should be considered when designing, analyzing and comparing PEH studies. 20 

 21 

  22 
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Summary Table 1 

What is know about topic 

• Post-exercise hypotension (PEH) is characterized by a reduction in blood pressure 

after a single session of exercise. 

• Previous studies have demonstrated diverse results regarding the occurrence, 

magnitude and subjacent hemodynamic determinants of PEH, which has been 

attributed to differences in populations studied and exercise protocols employed. 

What this study adds 

• The diverse results obtained by previous studies can also be related to the 

different approaches used to calculate PEH and its determinants. 

• When designing studies, analyzing data and interpreting results about PEH and its 

determinants, it is essential to take into account the calculation approach 

employed. 

  2 
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INTRODUCTION 1 

Post-exercise hypotension (PEH) is characterized by a reduction in systolic (SBP) 2 

and/or diastolic (DBP) blood pressure (BP) after a single session of exercise(1). PEH is 3 

accepted as clinically relevant due to its significant magnitude (mean decrease of 5/3 4 

mmHg for SBP/DBP, respectively)(2) and long lasting duration (i.e. up to 16/12 hours for 5 

SBP/DBP, respectively)(3), which may benefit individuals with high BP(4).  Moreover, 6 

PEH presents a strong and positive association with chronic BP reduction after exercise 7 

training(5,6), which suggests its use as a tool to predict BP responsiveness to training. 8 

 PEH has been reported after different aerobic exercise protocols and in diverse 9 

populations (normotensives, pre-hypertensives and hypertensives)(2); however its 10 

magnitude varies a lot among the studies(4). In addition, some studies did not report the 11 

occurrence of PEH(7,8). This large variation in PEH results is also observed regarding its 12 

hemodynamic determinants, since both a reduction in cardiac output (CO)(9–11) or in 13 

systemic vascular resistance (SVR)(7,12–15) have been reported in literature. Although this 14 

inconsistency has been attributed to differences in the characteristics of population and 15 

exercise protocols employed in the studies(16),  the approach to calculate PEH may also 16 

influence such outcomes. 17 

 In many studies(5–7,9,17–21), PEH has been calculated simply by the difference 18 

between post- and pre-exercise BPs (I: post-exercise BP – pre-exercise BP). Other 19 

studies(8,10,13,14,22–24) have compared post-exercise BP with BP measured after a 20 

control session without exercise (II: post-exercise BP – post-control BP). Lastly, some 21 

studies(11,12,15) have employed a more complex approach, calculating the “net effect” of 22 

exercise as the difference between the BP response to an exercise session and the BP 23 
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response to a control session [III: (post-exercise BP – pre-exercise BP) – (post-control BP – 1 

pre-control BP)]. Nevertheless, to the best of our knowledge, no study has directly 2 

examined the influence of the calculation approach on the interpretation about the 3 

occurrence of PEH and its hemodynamic determinants. This possible influence is supported 4 

by the fact that approach I does not control for time changes in BP, and approach II does 5 

not consider day-to-day variations in BP.  6 

 Based on previous background, the current study aimed to investigate whether the 7 

occurrence and magnitude of PEH as well as its hemodynamic determinants are influenced 8 

by the calculation approach, employing the three above-mentioned approaches (I, II and 9 

III).  10 

 11 

METHODS 12 

Participants 13 

 Male and female subjects, aged between 20 and 60 years old were invited to 14 

participate in this study. The exclusion criteria were: 1) diagnosis of any cardiovascular 15 

disease, except for hypertension; 2) presence of electrocardiographic abnormalities that 16 

suggest cardiovascular disease; 3) resting SBP or DBP higher than 160 and 105 mmHg, 17 

respectively; 4) use of medication that directly affects the autonomic nervous system; and 18 

5) presence of any health problem that restrains exercise execution.    19 

 The subjects who fulfilled the study criteria signed an informed written consent to 20 

participate. This study was approved by the local Ethics Committee (CAAE 21 

43759215.3.0000.5391) and registered at the Brazilian Clinical Trials 22 

(www.ensaiosclinicos.gov.br-RBR-3nxn34). 23 
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 1 

Preliminary evaluation 2 

 To confirm the absence of any exclusion criteria, subjects underwent three visits to 3 

the laboratory in different days. In the first visit, they were interviewed, and anthropometric 4 

and resting BP measurements were performed. In the second visit, resting BP was 5 

measured again, and in the third visit, a maximal cardiopulmonary exercise test was 6 

conducted. The interview included questions regarding personal data, health condition, 7 

familiar health history, current medication treatment and physical activity practice. 8 

Anthropometric data consisted of body mass (kg) and height (m) measures (Filizola S.A, 9 

Personal, Campo Grande, Brazil), and the calculation of body mass index (BMI). 10 

Auscultatory BP was evaluated in triplicate in each visit. Measures were taken after 5 min 11 

of sitting rest with a mercury sphygmomanometer (Uniteq, São Paulo, Brazil). SBP and 12 

DBP were, respectively, determined by phases I and V of the Korotkoff sounds. The mean 13 

of the six measures was used to define the resting BP level of each subject(25). The 14 

maximal cardiopulmonary exercise test was performed on a cycle ergometer (Lode Medical 15 

Technology, Corival, Groningen, Netherlands) with an initial load of 30 W and increments 16 

of 30 W every 3 min until subjects were unable to proceed. A physician evaluated resting 17 

and exercise ECG as well as HR and BP responses. Peak oxygen uptake (VO2peak) was 18 

defined as the highest value obtained during the test, in averages of 30 s  19 

 20 

Experimental protocol 21 

 After the preliminary procedures, the experimental protocol was started. All 22 

subjects underwent two exercise and two control sessions, with an interval of at least two 23 
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days between them. The order of sessions’ execution was randomized. For that, 1 

experimental sessions were divided in two blocks, each one being composed by one 2 

exercise and one control session. These blocks were performed successively and sessions 3 

were randomized within each block. Duplication of each session (exercise and control) was 4 

done to improve the precision of measures. Thus, the mean value of the two repeated 5 

sessions was considered for analyses.  6 

 Before all the experimental sessions, the subjects were instructed to keep similar 7 

and habitual routines in the previous 24h. They were also instructed to avoid: exercise 8 

execution for the previous 48h; alcoholic drinks for the previous 24h; and smoking and the 9 

ingestion of foods or drinks that might affect cardiovascular function on days of the 10 

sessions. In addition, they were instructed to have a light meal at least two hours before the 11 

sessions. The subjects in use of regular medications were instructed to take their 12 

medications as prescribed by the physician and at similar times before the experimental 13 

sessions.  14 

 Each subject performed all the experimental sessions in the same time of day. 15 

Laboratory temperature was controlled and kept between 20 and 22oC. Each session was 16 

composed by pre-intervention, intervention (exercise or control) and post-intervention 17 

periods. Assessments were taken during the pre- and post-intervention periods with the 18 

subjects resting in sitting position. The pre-intervention assessment started after 20 min of 19 

rest, while the post-intervention assessment was taken 45 min after the end of the 20 

intervention. In each assessment, auscultatory BP, heart rate (HR) and CO were measured 21 

in this sequence. This sequence of measurements was repeated three times with an interval 22 

of 3 min between them. The average of the three measurements obtained in each 23 
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assessment period was calculated for each variable. 1 

 2 

Exercise and control interventions 3 

 In the exercise sessions, during the intervention period, the subjects exercised on a 4 

cycle ergometer for 45 min at 50% of VO2peak. The workload necessary to reach this 5 

intensity was calculated by the linear regression between workload and VO2 obtained 6 

during the cardiopulmonary exercise test. In addition, exercise intensity was checked by the 7 

direct measurement of VO2 from 15 to 35 min of the exercise. In the control sessions, the 8 

subjects remained seated on the cycle ergometer for the same amount of time of exercise 9 

sessions, but without performing any effort.  10 

 11 

Measurements  12 

 BP was measured by the auscultatory method on the dominant arm, using the 13 

technique described in the preliminary procedures, and with all measurements taken by the 14 

same trained evaluator. Mean BP (MBP) was calculated trough the following formula: 15 

(SBP + 2	× DBP) / 3. CO was estimated by the indirect method of Fick(26), through the 16 

maneuver of CO2 rebreathing(27), using a gas analyzer (Medical Graphics Corporation 17 

CPX/Ultima, Minnesota, USA). HR was measured by radial pulse palpation. SVR was 18 

calculated by the quotient between MBP and CO, and stroke volume (SV) by the quotient 19 

between CO and HR.  20 

 21 

Statistical analysis 22 

 Considering a statistical power of 90%, an alpha error of 5% and standard 23 
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deviations of 3 mmHg for SBP and 0.32 l/min for CO, the minimal sample size required 1 

was 10 subjects for SBP and 11 subjects for CO in order to detect worthwhile effects of 4 2 

mmHg and 0.32 l/min, respectively(28).  3 

 Prior to data analyses, the mean value for each moment (pre and post) in each type 4 

of session (control and exercise) was calculated. Data normality was checked through 5 

Shapiro-Wilk test (SPSS, Illinois, USA).  6 

 First, to confirm similarity in pre-intervention values between the sessions, pre-7 

exercise values were compared with pre-control values by paired t-tests. Then, the 8 

occurrence of PEH and its hemodynamic determinants were determined by each approach: 9 

Approach I - post-exercise values were compared with pre-exercise values; Approach II - 10 

post-exercise values were compared with post-control values; and Approach III, the net 11 

effects of exercise [(post-exercise values – pre-exercise values) – (post-control values – 12 

pre-control values)] were compared with zero. All these comparisons were done by paired t 13 

tests. Finally, the magnitudes of the responses obtained with each approach were compared 14 

using one-way ANOVA for repeated measures and Newman-Keuls post hoc test when 15 

necessary. Data was presented as mean ± SE and p < 0.05 was set as significant.   16 

 17 

RESULTS 18 

 Thirty-eight subjects were assessed for eligibility, but 4 did not accept to participate 19 

in the study. From the remaining 34 subjects, one was excluded during the preliminary 20 

evaluation due to ECG abnormalities and another due to orthopedic limitation. Thus, 32 21 

subjects started the experimental protocol, but two dropped out due to personal reasons. 22 

Therefore, the final sample was composed by 30 subjects (24 men and 6 women) whose 23 
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characteristics are shown in Table 1. 1 

 Pre-intervention SBP, DBP, CO, SVR, SV and HR were similar between the 2 

exercise and control sessions (Table 2). 3 

PEH evaluated by the three calculation approaches are shown in Figure 1. Systolic 4 

PEH was significant when evaluated by approaches I (post-exercise: 115±2 vs.  pre-5 

exercise: 120±2 mmHg, p<0.001), II (post-exercise: 115±2 vs. post-control: 126±2 mmHg, 6 

p<0.001) and III (net effect: -11±2 mmHg vs. zero, p<0.001). Diastolic PEH was not 7 

significant with approach I (post-exercise: 82±2 vs. pre-exercise: 82±2 mmHg, p=0.186), 8 

but was significant when assessed by approaches II (post-exercise: 82±2 vs. post-control: 9 

88±2 mmHg, p<0.001) and III (net effect: -6±1 mmHg vs. zero, p<0.001). 10 

Hemodynamic determinants of PEH evaluated by the three methods of calculation 11 

are shown in Figure 2. CO decreased significantly after the exercise when analyzed by 12 

calculation approach I (post-exercise: 4.43±0.17 vs. pre-exercise: 5.05±0.21 l/min, 13 

p<0.001), while remained unchanged when analyzed by approaches II (post-exercise: 14 

4.43±0.17 vs. post-control: 4.40±0.18 l/min, p=0.808) and III (net effect: -0.14±0.13 l/min 15 

vs. zero, p=0.314). SVR increased significantly after the exercise with approach I (post-16 

exercise: 22.0±0.8 vs. pre-exercise: 19.7±0.7 U, p<0.001), but decreased significantly with 17 

approaches II (post-exercise: 22.0±0.8 vs. post-control: 24.2±1.1 U, p=0.003) and III (net 18 

effect: -1.5±0.7 U vs. zero, p=0.033). HR remained unchanged with approach I (post-19 

exercise: 68±1 vs. pre-exercise: 66±1 bpm, p=0.156), but increased significantly when 20 

analyzed by approaches II (post-exercise: 68±1 vs. post-control: 61±2 bpm, p<0.001) and 21 

III (net effect: +7±1 bpm vs. zero, p<0.001).  For SV, a significant decrease was found with 22 

all approaches (I = post-exercise: 66±3 vs. pre-exercise: 77±4   ml, p<0.001; II = post-23 
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exercise: 66±3 vs. post-control: 73±3 ml, p=0.001; and III = net effect: -10±3 ml vs. zero, 1 

p<0.001). 2 

When the magnitudes of changes were compared among the three calculation 3 

approaches significant differences were observed for all variables (p≤0.05), except for SV, 4 

with approach I providing results significant different from approaches II and III that in 5 

turn produced similar results (Table 3).   6 

 7 

DISCUSSION 8 

 The main finding of this study is that the interpretation of results about the 9 

occurrence of PEH as well as its subjacent hemodynamic determinants varied according to 10 

the calculation approach employed. 11 

In the current study, systolic PEH occurred regardless of the approach (I, II and III), 12 

but the magnitudes of SBP decrease were different among the approaches, with calculations 13 

II and III revealing greater PEH than I. Along this line, diastolic PEH was significant when 14 

calculated by approaches II and III, but not by approach I. These divergences may have 15 

occurred due to BP changes in the control session. Actually, SBP and DBP increased from 16 

pre to post-intervention in the control sessions (SBP: 119±2 vs 126±2 mmHg, P=<0.001; 17 

and DBP: 82±2 vs 88±2, p<0.001; data not shown). The increase in BP after a control 18 

condition has been already reported(11,12), and has been attributed to the circadian 19 

variation of BP when experiments were conducted in the morning(29) and/or to a response 20 

to the orthostatic stress imposed by the sitting position(30). Without considering the 21 

responses to a control session, the effect of exercise blunting the increase in SBP and DBP 22 

would not be taken into account. It is also important to consider that under different 23 
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experimental conditions, BP might change in a different ways after a control period. For 1 

example, BP might decrease during a control session performed in evening(11). In that 2 

case, a decrease in BP observed with approach I (post-pre-exercise) could reflect the effect 3 

of the exercise, the circadian behavior or the additive effect of both.  4 

The current study also showed that the calculation approach may influence the 5 

interpretation of the systemic hemodynamic determinant of PEH. In the present study, 6 

using approach I, BP decrease after the exercise would be attributed to a decrease in CO, 7 

while with approaches II and III, a decrease of SVR would be the underlying determinant. 8 

Actually, CO decreased after exercise in comparison with pre-exercise, but it was similar to 9 

post-control values because CO also decreased in the control session (4.89±0.20 vs 10 

4.40±0.18 ml/min, p<0.001, data not shown). Similarly, post-exercise SVR increased when 11 

compared to pre-exercise values, but it was lower than post-control values, because SVR 12 

increased more in the control session from pre-control to post-control (20±5 vs 24±6, 13 

p<0.001; data not shown). In accordance with the present data, previous studies(11,12,31) 14 

have also reported a decrease in CO and an increase in SVR during a control session 15 

performed in the sitting position, which might be explained by the orthostatic stress 16 

promoted by this position that decreases venous return and deactivates the cardiopulmonary 17 

reflex(30). Consequently, in the present study, when time effects were considered (i.e. 18 

employing a control situation), previous exercise promoted PEH by a SVR decrease. 19 

The current results support that different approaches to evaluated PEH may lead to 20 

conflicting results, demonstrating the importance of choosing an adequate method for 21 

calculating PEH in accordance to the study objectives and, specially, to interpret study´s 22 

results in accordance with the approach employed. The assessment of PEH through 23 
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approach I has limitations related to the absence of controlling the time influence, which 1 

has been emphasized in the Consolidated Standards of Reporting Trials (CONSORT)(32). 2 

Thus, when calculation approach I is employed the real effect of the previous exercise on 3 

post-exercise response might be inadequately assessed. This approach might be useful to 4 

compare the post-effect of different exercise protocols, but it is not adequate to stablish the 5 

occurrence, magnitude and determinants of PEH. Time influence is controlled with 6 

approaches II and III. 7 

Interestingly, in the current study, approaches II and III provided similar results 8 

which can be explained by the fact that pre-intervention values were similar in the exercise 9 

and control sessions (Table 2). However, it is important to mention that a difference in pre-10 

intervention values can happen due to day-to-day BP variability(33) or to an effect of a 11 

previous intervention (e.g. comparing PEH before and after a period of training that 12 

changed baseline BP). Differences in pre-intervention values would introduce an important 13 

bias to approach II, preventing to attribute post-exercise responses to exercise per se, since 14 

they can just reflect the pre-intervention differences. Approach III overcame this limitation. 15 

Despite approaches II and III are more robust to assess PEH than approach I, 16 

important aspects involving the application of PEH should be mentioned. The use of PEH 17 

to identify individuals with greater responsiveness to training has been only explored with 18 

approach I(5,6). However, it is possible that employing approaches II and III would 19 

improve this prediction, which needs to be investigated. Other aspect that deserves further 20 

elucidation is which approach provides results with greater clinical relevance. It is not clear 21 

the clinical difference of decreasing BP after exercise in relation to pre-exercise (approach 22 

I) or to a control condition (approaches II and III). 23 
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The current study is not without limitations. The sample was composed by subjects 1 

with different characteristics (different BP status, taking or not-taking anti-hypertensive 2 

medications, a wide age range and both genders) to generate a comprehensive sample that 3 

produces results not restrained to a specific population. The study demonstrated that 4 

calculation approach can influence the interpretation about PEH occurrence, magnitude and 5 

determinants. However, the specific influence in specific populations and study conditions 6 

should be addressed by future research.   7 

 In conclusion, the current study empirically demonstrated that different approaches 8 

to calculate PEH may lead to conflicting interpretations regarding its occurrence, 9 

magnitude and hemodynamic determinants. Therefore, study design, data analyses and 10 

interpretation of results about PEH and its determinants must take into account the 11 

calculation approach employed. Future studies should explore the clinical impact of the 12 

results obtained with each one of these different calculation approaches, since they provide 13 

different outcomes.  14 

 15 

Acknowledgements 16 

 The authors want to acknowledge the volunteers of the current study. This study 17 

received financial support from CNPq and CAPES (0001).  18 

 19 

Conflict of interest 20 

 The authors declare no conflict of interest. 21 

 22 

REFERENCES 23 



15 
 

1.  Kenney MJ, Seals DR. Postexercise hypotension. Key features, mechanisms, and 1 

clinical significance. Hypertension (Dallas, Tex : 1979). 1993;22(5):653–64.  2 

2.  Carpio-Rivera E, Moncada-Jiménez J, Salazar-Rojas W, Solera-Herrera A. Acute 3 

Effects of Exercise on Blood Pressure: A Meta-Analytic Investigation. Arquivos 4 

Brasileiros de Cardiologia [Internet]. 2016;106(5):422–33. Available from: 5 

http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0066-6 

782X2016005013101&lng=en&nrm=iso&tlng=en 7 

3.  Cardoso CG, Gomides RS, Queiroz ACC, Pinto LG, da Silveira Lobo F, Tinucci T, 8 

et al. Acute and chronic effects of aerobic and resistance exercise on ambulatory 9 

blood pressure. Clinics (São Paulo, Brazil) [Internet]. 2010;65(3):317–25. Available 10 

from: 11 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2845774&tool=pmcentre12 

z&rendertype=abstract 13 

4.  Pescatello LS, Franklin B a, Fagard R, Farquhar WB, Kelley G a, Ray C a. Exercise 14 

and hypertension. Medicine and science in sports and exercise. 2004;36(3):533–53.  15 

5.  Liu S, Goodman J, Nolan R, Lacombe S, Thomas SG. Blood pressure responses to 16 

acute and chronic exercise are related in prehypertension. Medicine and Science in 17 

Sports and Exercise. 2012;44(9):1644–52.  18 

6.  Wegmann M, Hecksteden A, Poppendieck W, Steffen A, Kraushaar J, Morsch A, et 19 

al. Postexercise Hypotension as a Predictor for Long- Term Training-Induced Blood 20 

Pressure Reduction : Clinical journal of sport medicine : official journal of the 21 

Canadian Academy of Sport Medicine. 2017;0(0):1–7.  22 

7.  Harvey PJ, Morris BL, Kubo T, Picton PE, Su WS, Notarius CF, et al. 23 



16 
 

Hemodynamic after-effects of acute dynamic exercise in sedentary normotensive 1 

postmenopausal women. Journal of hypertension [Internet]. 2005;23(2):285–92. 2 

Available from: 3 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=4 

Citation&list_uids=15662216 %5Cnhttp://www.ncbi.nlm.nih.gov/pubmed/15662216 5 

8.  Wallace JP, Bogle PG, King BA, Krasnoff JB, Jastremski CA. A comparison of 24-h 6 

average blood pressures and blood pressure load following exercise. American 7 

Journal of Hypertension. 1997;10(7 (Pt 1)):728–34.  8 

9.  Dujić Ž, Ivančev V, Valic Z, Baković D, Marinović-Terzić I, Eterović D, et al. 9 

Postexercise hypotension in moderately trained athletes after maximal exercise. 10 

Medicine and Science in Sports and Exercise. 2006;38(2):318–22.  11 

10.  Hamer M, Boutcher SH. Impact of moderate overweight and body composition on 12 

postexercise hemodynamic responses in healthy men. Journal of human 13 

hypertension. 2006;20(8):612–7.  14 

11.  de Brito L, Rezende RA, Da Silva ND, Tinucci T, Casarini DE, Cipolla-Neto J, et al. 15 

Post-exercise hypotension and its mechanisms differ after morning and evening 16 

exercise: A randomized crossover study. PLoS ONE [Internet]. 17 

2015;10(7):e0132458. Available from: 18 

http://dx.doi.org/10.1371/journal.pone.0132458 19 

12.  Cucato GG rizzo, Chehuen MD a R, Ritti-Dias RM endes, Carvalho CR icardo F, 20 

Wolosker N, Saxton JM ichael, et al. Post-walking exercise hypotension in patients 21 

with intermittent claudication. Medicine and science in sports and exercise. 22 

2015;47(3):460–7.  23 



17 
 

13.  Halliwill JR, Taylor JA, Eckberg DL. Impaired sympathetic vascular regulation in 1 

humans after acute dynamic exercise. The Journal of physiology. 1996;495 (Pt 2 

1):279–88.  3 

14.  Cléroux J, Kouamé N, Nadeau A, Coulombe D, Lacourcière Y. Aftereffects of 4 

exercise on regional and systemic hemodynamics in hypertension. Hypertension 5 

[Internet]. 1992;19(2):183–91. Available from: 6 

http://www.ncbi.nlm.nih.gov/pubmed/1737653 7 

15.  Jones H, George K, Edwards B, Atkinson G. Is the magnitude of acute post-exercise 8 

hypotension mediated by exercise intensity or total work done? European Journal of 9 

Applied Physiology. 2007;102(1):33–40.  10 

16.  Brito LC, Queiroz ACC, Forjaz CLM. Influence of population and exercise protocol 11 

characteristics on hemodynamic determinants of post-aerobic exercise hypotension. 12 

Brazilian Journal of Medical and Biological Research. 2014;47(8):626–36.  13 

17.  Birk GK, Dawson EA, Batterham AM, Atkinson G, Cable T, Thijssen DHJ, et al. 14 

Effects of exercise intensity on flow mediated dilation in healthy humans. 15 

International Journal of Sports Medicine. 2013;34(5):409–14.  16 

18.  Heffernan KS, Collier SR, Kelly EE, Jae SY, Fernhall B. Arterial stiffness and 17 

baroreflex sensitivity following bouts of aerobic and resistance exercise. 18 

International Journal of Sports Medicine. 2007;28(3):197–203.  19 

19.  Costa EC, Dantas TCB, Junior LF de F, Frazão DT, Prestes J, Moreira SR, et al. 20 

Inter- and Intra-Individual Analysis of Post-Exercise Hypotension Following a 21 

Single Bout of High-Intensity Interval Exercise and Continuous Exercise: A Pilot 22 

Study. International Journal of Sports Medicine. 2016;37(13):1038–43.  23 



18 
 

20.  Hecksteden A, Grütters T, Meyer T. Association between postexercise hypotension 1 

and long-term training-induced blood pressure reduction: a pilot study. Clinical 2 

Journal of Sports Medicine. 2013;23(1):58–63.  3 

21.  Buck TM, Romero SA, Ely MR, Sieck DC, Abdala PM, Halliwill JR. Neurovascular 4 

control following small muscle-mass exercise in humans. Physiological Reports. 5 

2015;3(2):1–8.  6 

22.  Ciolac EG, Guimarães G V., D ́Àvila VM, Bortolotto LA, Doria EL, Bocchi EA. 7 

Acute effects of continuous and interval aerobic exercise on 24-h ambulatory blood 8 

pressure in long-term treated hypertensive patients. International Journal of 9 

Cardiology [Internet]. 2009;133(3):381–7. Available from: 10 

http://dx.doi.org/10.1016/j.ijcard.2008.02.005 11 

23.  Lehmkuhl LAA, Park S, Zakutansky D, Jastremski CA, Wallace JP. Reproducibility 12 

of postexercise ambulatory blood pressure in Stage I hypertension. Journal of Human 13 

Hypertension [Internet]. 2005;19(8):589–95. Available from: 14 

http://www.ncbi.nlm.nih.gov/pubmed/15905896 15 

24.  Ciolac EG, Guimarães G V, D’Avila VM, Bortolotto L a, Doria EL, Bocchi E a. 16 

Acute aerobic exercise reduces 24-h ambulatory blood pressure levels in long-term-17 

treated hypertensive patients. Clinics. 2008;63(6):753–8.  18 

25.  Chobanian A V, Bakris GL, Black HR, Cushman WC, Green LA, Izzo  Jr. JL, et al. 19 

Seventh report of the Joint National Committee on Prevention, Detection, 20 

Evaluation, and Treatment of High Blood Pressure. Hypertension [Internet]. 21 

2003;42(6):1206–52. Available from: 22 

http://www.ncbi.nlm.nih.gov/pubmed/14656957%5Cnhttp://hyper.ahajournals.org/c23 



19 
 

ontent/42/6/1206.full.pdf 1 

26.  Jones N, Campbell E, McHardy G, Higgs B, Clode M. The estimation of carbon 2 

dioxide pressure of mixed venous blood during exercise. Clinical Science. 3 

1967;32(2):311–27.  4 

27.  Collier CR. Determination of mixed venous CO2 tensions by rebreathing. Journal of 5 

applied physiology (Bethesda, Md : 1985). 1956;9(1):25–9.  6 

28.  Teixeira L, Ritti-Dias RM, Tinucci T, Mion D, De Moraes Forjaz CL. Post-7 

concurrent exercise hemodynamics and cardiac autonomic modulation. European 8 

Journal of Applied Physiology. 2011;111(9):2069–78.  9 

29.  Hermida RC, Ayala DE, Calvo C, Portaluppi F, Smolensky MH. Chronotherapy of 10 

hypertension: Administration-time-dependent effects of treatment on the circadian 11 

pattern of blood pressure. Vol. 59, Advanced Drug Delivery Reviews. 2007. p. 923–12 

39.  13 

30.  Gotshall RW, Aten LA, Yumikura S. Difference in the cardiovascular response to 14 

prolonged sitting in men and women. Canadian Journal of Applied Physiology. 15 

1994;19(2):215–25.  16 

31.  Queiroz ACC, Sousa JCS, Cavalli AAP, Silva ND, Costa LAR, Tobaldini E, et al. 17 

Post-resistance exercise hemodynamic and autonomic responses: Comparison 18 

between normotensive and hypertensive men. Scandinavian Journal of Medicine and 19 

Science in Sports. 2015;25(4):486–94.  20 

32.  Begg C, Cho M, Eastwood S, Horton R, Moher D, Olkin I, et al. Improving the 21 

quality of reporting of randomized controlled trials. The CONSORT statement. 22 

JAMA [Internet]. 1996;276(8):637–9. Available from: 23 



20 
 

http://www.ncbi.nlm.nih.gov/pubmed/8773637 1 

33.  Parati G, Ochoa JE, Lombardi C, Bilo G. Assessment and management of blood-2 

pressure variability. Nature Reviews Cardiology [Internet]. 2013;10(3):143–55. 3 

Available from: http://www.nature.com/doifinder/10.1038/nrcardio.2013.1 4 

 5 

  6 



21 
 

Figure legends 1 

Figure 1. Systolic (SBP) and diastolic blood pressures (DBP) responses to exercise 2 

calculated by the following three approaches: I: post-exercise vs. pre-exercise (panel a and 3 

b); II: post-exercise vs. post-control (panel c and d); and III: [(post-exercise – pre-4 

exercise) – (post-control – pre-control)] vs. zero (panel e and f). *Post-exercise 5 

significantly different from pre-exercise (p<0.05). #Post-exercise significantly different 6 

from post-control (p<0.05). †Net effect significantly different from zero (p<0.05). Values 7 

are mean ± SE. 8 

 9 

Figure 2. Cardiac output (CO), systemic vascular resistance (SVR), heart rate (HR) and 10 

stroke volume (SV) responses to exercise calculated by the following three approaches: I: 11 

post-exercise vs. pre-exercise (panel a and b); II: post-exercise vs. post-control (panel c 12 

and d); and III: [(post-exercise – pre-exercise) – (post-control – pre-control)] vs. zero 13 

(panel e and f). *Post-exercise significantly different from pre-exercise (p<0.05). #Post-14 

exercise significantly different from post-control (p<0.05). †Net effect significantly 15 

different from zero (p<0.05). Values are mean ± SE. 16 

 17 



 
 



 



Table 1. Characteristics of the subjects (n=24 males and 6 females). 

Characteristic Value 

Age (ys) 42 ± 2 

Height (m) 1.73 ± 0.01 

Weight (kg) 90.5 ± 3.4 

Body Mass Index (kg/m2) 30.1 ± 0.9 

Systolic BP (mmHg) 123 ± 2 

Diastolic BP (mmHg) 83 ± 2 

Blood pressure diagnosis  

Normotensive, n (%)   9 (30 ) 

Pre-hypertensive, n (%) 8 (27) 

Hypertensive, n (%)  13 (43) 

Anti-hypertensive Drug therapy  

No medication, n (%) 22 (73) 

AT1 Receptor blocker, n (%) 5 (17) 

Angiotensin-converting enzyme inhibitor, n (%) 2 (7) 

Diuretic, n (%) 2 (7) 

Dihydropyridine calcium channel blocker, n (%)  1 (3) 

Treatment Strategy  

Not using anti-hypertensive medication 5 (17) 

Monotherapy 7 (23) 

Polytherapy 1 (3) 

Continuous values are expressed as mean ± SE. BP = blood pressure. Normotension was 
defined as systolic and diastolic blood pressure < 130 and 85 mmHg, respectively. Pre-
hypertension was defined as systolic and/or diastolic blood pressure between 130-139 
and/or 85-89 mmHg, respectively. Hypertension was defined as systolic and/or diastolic 
blood pressure ≥ 140 and/or 90 mmHg or the use of anti-hypertensive medications.  



Table 2 Blood pressure and its hemodynamic determinants measured in the pre-
intervention periods of the exercise and control sessions (mean value of the two sessions of 

the same type – exercise or control). 

 
Values are mean ± SE; P value = significance levels in paired t-test; SBP = systolic blood 
pressure; DBP = diastolic blood pressure; CO = cardiac output; SVR = systemic vascular 
resistance; HR = heart rate; SV = stroke volume. 

 Exercise Control P value 

SBP (mmHg) 120 ± 2 119 ± 2 0.469 

DBP (mmHg) 82 ± 2 82 ± 2 0.751 

CO (l/min) 5.05 ± 0.21   4.89 ± 0.20 0.219 

SVR (U) 19.7 ± 0.7 20.3± 0.9 0.198 

HR (bpm) 66 ± 1 67 ± 2 0.671 

SV (ml) 77 ± 4 74 ± 3 0.222 



Table 3. Magnitudes of changes of blood pressure and its hemodynamic determinants after 

the exercise calculated by three different calculation approaches: I = post-exercise – pre-

exercise; II = post-exercise – post-control; and III = (post-exercise  – pre-exercise ) – (post-

control  – pre-control). 

Variable I  II  III P-value 

SBP (mmHg) -5 ± 1 -11 ± 2☨ -11 ± 2☨ < 0.01 

DBP (mmHg) 1 ± 0 -6 ± 1☨ -6 ± 1☨ < 0.01 

CO (l/min) -0.62 ± 0.12 0.03 ± 0.11☨ -0.14 ± 0.13☨ < 0.01 

SVR (U) 2.3 ± 0.6 -2.2 ± 0.7☨ -1.5 ± 0.7☨ < 0.01 

HR (bpm) 1 ± 1 7 ± 1☨ 7 ± 1☨ < 0.01 

SV (ml)  -11 ± 2 -7 ± 2 -10 ± 3 0.180 

Values are mean ± SE. P value = significance levels in one-way ANOVA. SBP = systolic 
blood pressure; DBP = diastolic blood pressure; CO = cardiac output; SVR = systemic 
vascular resistance; HR = heart rate; SV = stroke volume. ☨Significantly different (p < 
0.05) from approach I.  
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