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Favorable cerebral collateral circulation contributes to hindering penumbral tissue from

progressing to infarction and is associated with positive clinical outcomes after stroke.

Given its clinical importance, improving cerebral collateral circulation is considered a

therapeutic target to reduce burden after stroke. We provide a hypothesis-generating

discussion on the potential association between pre-stroke physical activity and cerebral

collateral circulation in ischemic stroke. The recruitment of cerebral collaterals in acute

ischemic stroke may depend on anatomical variations, capacity of collateral vessels

to vasodilate, and individual risk factors. Physical activity is associated with improved

cerebral endothelial and vascular function related to vasodilation and angiogenic

adaptations, and risk reduction in individual risk factors. More research is needed to

understand association between cerebral collateral circulation and physical activity. A

presentation of different methodological considerations for measuring cerebral collateral

circulation and pre-stroke physical activity in the context of acute ischemic stroke is

included. Opportunities for future research into cerebral collateral circulation, physical

activity, and stroke recovery is presented.
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INTRODUCTION

In ischemic stroke, rapid access to targeted treatment is essential to prevent disability and
mortality (1, 2). Prolonged blood flow disruption as a result of vessel occlusions or stenosis
can result in permanent brain tissue damage (i.e., ischemic core) (3). Hypoperfused, electrically
inactive brain tissue surrounding the ischemic core, known as the ischemic penumbra,
can potentially be salvaged or progress to infarction (2, 4). However, the progression of
ischemic core growth is highly variable (3). One important factor is the level of perfusion
in the penumbra (2). Even when reperfusion is not achieved, the ischemic core does not
always grow to the full extent of the vascular territory affected (5). The cerebral collateral
circulation system is recognized as an underlying factor that determines the level of perfusion
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in the penumbra and associated ischemic core growth in ischemic
stroke (6). The level of perfusion offered by the collateral
circulation has clinical implications. Leng et al. conducted a
systematic review and meta-analysis examining 35 studies on
the association between cerebral collateral circulation and the
efficacy and safety of endovascular treatments (7). The authors
reported that favorable collateral circulation was associated with
higher rates of favorable functional outcomes at 3-months post-
stroke, reduced risk of symptomatic intracranial hemorrhage
during endovascular treatments, and reduced risk of mortality
at 3-months (7). Other investigators have further reported
that unfavorable collateral circulation is associated with many
clinically important stroke outcomes, including faster infarct
growth, larger final infarct volumes, proximal occlusions, higher
stroke severity on admission, and poorer functional outcomes
after stroke (8–12).

Given the established link between favorable collateral
circulation and improved stroke outcomes, the cerebral collateral
circulation system is regarded as a potential therapeutic
target to improve outcomes in acute ischemic stroke (6, 13).
Pharmaceutical and non-pharmaceutical strategies to optimize
collateral circulation in the acute stroke setting have been
proposed, including optimal head position during acute care (14,
15), medications to induce blood volume expansion, vasodilation
or hypertension, neural stimulation, partial occlusion of the
aorta, and limb compression devices (6, 13). However, the most
appropriate strategies remain unclear (6). Increasing physical
activity, among other lifestyle factors, may also be a potential
strategy to optimize pre-stroke collateral circulation (16). Pre-
stroke physical activity has been associated with lower admission
stroke severity, reduced infarct volume, lower risk of mortality,
and favorable functional outcomes after stroke (17–23). Yet our
understanding of the association between pre-stroke physical
activity and collateral circulation in acute ischemic stroke
is limited.

The purpose of the current article is to provide a hypothetical
basis for and discussion of the association between pre-stroke
physical activity and collateral circulation. Specifically, we will (1)
describe the collateral circulation system and factors influencing
collateral circulation recruitment, (2) describe physical activity
and the potential association between pre-stroke physical activity
and collateral circulation, (3) discuss how collateral circulation
and pre-stroke physical activity can be measured and (4) discuss
future directions for the potential utility of collateral circulation
and physical activity assessment in secondary prevention and
recovery after stroke.

SEARCH STRATEGY

For this hypothesis and theory review, we searched the PubMed
electronic database and Google Scholars for peer-reviewed
journal article. The search was conducted using appropriate
Boolean connectors where applicable, including individual or
combined keywords and concepts associated with physical
activity, exercise, collateral circulation, and ischemic stroke.
Reference lists of relevant studies were hand searched. Relevant

human and animal studies were included. No date restrictions
were applied.

THE CEREBRAL COLLATERAL
CIRCULATION SYSTEM

The cerebral collateral circulation system refers to complex
networks of supplementary blood vessels that are recruited
to provide alternative routes to maintain adequate cerebral
blood flow when primary blood vessels are obstructed (24).
These supplementary blood vessels are particularly important
in ischemic stroke, where inadequate arterial blood flow
results from vessel narrowing (i.e., stenosis) or embolism (i.e.,
occlusion). The anatomical structures of the cerebral collateral
circulation system are complex, and can be subdivided into
primary and secondary collateral systems, illustrated in Figure 1

(24). Primary collaterals refer to arteries of the Circle of
Willis that connect the anterior and posterior circulation of
the brain (24). Specifically, the Circle of Willis is a ring-like
structure that connects the left and right anterior cerebral arteries
(ACA) via the anterior communicating artery, and the middle
cerebral arteries (MCA) and posterior cerebral arteries (PCA)
via the posterior communicating arteries (Figure 1A) (25). The
secondary collaterals refer to the leptomeningeal arteries, which
form anastomosis between the distal segments of ACA andMCA,
and between the PCA and MCA (Figure 1B) (6).

Pathophysiology of Cerebral Collateral
Recruitment
The pathophysiology of cerebral collateral recruitment in
ischemic stroke is not well understood in humans, and has
primarily been described in animal models (26). Investigators
propose that the extent and timing of cerebral collateral
circulation recruitment are crucial factors, and may be broadly
dependent on the following factors: the anatomical variations in
collateral vessels, the capacity of blood vessels to vasodilate in
response to ischemia, and individual risk factors (13, 24).

The Anatomical Variations in Collateral Vessels
The recruitment of primary and secondary collaterals depends
on natural anatomical variations, size, number, and distribution
of vessels. In response to a large vessel occlusion, the primary
collateral circulation system provides immediate diversion of
blood flow to the ischemic region primarily through the
anterior and posterior communicating arteries within the Circle
of Willis (24). The involvement of these primary collaterals
depends on the natural, anatomical variations in the Circle
of Willis. Using magnetic resonance angiography (MRA) in
874 men and 990 women, Hindenes et al. found 47 unique
variations in the Circle of Willis, where the absence of the
posterior communicating arteries is the most common variation
(27). This is clinically relevant, as acute MCA occlusions in
patients with a present ipsilateral posterior communicating
artery are more likely to have favorable functional outcomes
(i.e., modified Rankin score < 2) after successful endovascular
mechanical thrombectomy, compared to those without an
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FIGURE 1 | (A) An illustration of the primary collateral circulation system, including the individual arteries of the Circle of Willis. The left and right anterior cerebral

arteries (ACA) are connected by the anterior communicating artery, while the middle cerebral arteries (MCA) and posterior cerebral arteries (PCA) are connected by the

posterior communicating arteries (25). (B) A sagittal, transparent view of selected right cerebral arteries to illustrate an example of the secondary collateral circulation

system, where the MCA (gray arteries) forms leptomeningeal arterial anastomoses with the (1) ACA and (2) PCA. Created with BioRender.com.

ipsilateral posterior communicating artery (28). The recruitment
of leptomeningeal collaterals is hypothesized to occur when
the primary collaterals have failed to provide adequate blood
flow to the ischemic regions (24), since leptomeningeal arteries
are primarily observable in the later phases of ischemia
(29). Anatomical variations in the presence of leptomeningeal
collaterals have also been investigated by numerous authors
using evidence ranging from human cadaver brain dissections to
advanced brain imaging, with high inter-individual variability in
the number and size of the leptomeningeal arteries (29).

The Capacity of Collateral Vessels to Vasodilate
The recruitment of collaterals may also depend on the capacity
of the cerebral vasculature to vasodilate in response to
ischemic stress through endothelial and metabolic mechanisms
(26, 30). Animal studies have demonstrated the importance
of endothelial function (i.e., the ability of endothelial cells
to produce vasodilatory factors, such as nitric oxide) for
collateral recruitment (26). Investigators have inhibited the
production of endothelial-derived nitric oxide in rats, which
has been shown to reduce cerebral collateral recruitment
during ischemia and lead to subsequent larger infarct sizes
(31). Additionally, inhalation of nitric oxide during ischemia,
a known cerebrovascular vasodilator, can promote cerebral
collateral recruitment and reduce infarct size in rats (32). In

humans, assessing the association between endothelial function
and collateral recruitment in response to an acute ischemic
stroke is complex due to the priority for establishing rapid
revascularization via administration of hyperacute therapies.
Inferences can be made from assessing collateral recruitment
of acute stroke patients with chronic small vessel disease, a
patient group where poor endothelial function is well-established
(33). Lin et al. examined the association between collateral
recruitment and small vessel disease in 100 acute ischemic
stroke patients who received mechanical thrombectomy (30).
Participants who were categorized as having small vessel disease
(i.e., presence of severe white matter hyperintensities, lacunar
strokes, microbleeds, or enlarged perivascular space) were twice
as likely to have poor cerebral collateral circulation (30). The
authors postulated that increased stiffness of arterioles, including
leptomeningeal arteries, associated with small vessels disease
may lead to impaired endothelial function of leptomeningeal
collaterals (30). In support of this finding, Giurgiutiu et al.
studied 73 ischemic stroke survivors and found that greater white
matter hyperintensity volumes were independently associated
with poor collateral circulation (34). Mark et al. reported
similar findings when examining 178 stroke survivors who
received mechanical thrombectomy, where more extensive white
matter hyperintensities were independently associated with poor
collateral circulation (35).
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Given that the vasodilatory responses in cerebral circulation
occurs from large arteries to the microcirculation, inferences
can also made about collateral vessel recruitment by examining
the evidence of the endothelial function of the larger arteries,
such as the MCA, or arteries in the Circle of Willis (36). For
instance, the recruitment of primary collaterals may depend on
their vasodilatory capacity (37). Kim et al. used transcranial
Doppler ultrasonography (TCD) to measure flow diversion in
the ipsilateral ACA and PCA within 24 h of clinical angiography
in 51 patients with acute M1 MCA stenosis or occlusion,
and found that 47% of patient had adequate flow diversion
(i.e., >30% greater flow velocity compared to contralesionally
side) and were associated with recruitment of leptomeningeal
collaterals (38). Impaired endothelial function assessed at the
MCA or basilar artery is more commonly observed in stroke
survivors when compared to healthy age-matched controls,
likely due to combined effects of pre-stroke vascular risk (i.e.,
chronic hypertension) and stroke-related tissue injury (39).
Therefore, endothelial function of the MCA post-stroke may
be a surrogate measure of collateral circulation recruitment
in ischemic stroke. However, the evidence relating endothelial
function of the MCA in subacute or chronic phases of stroke
and collateral circulation recruitment in response to ischemia are
conflicting (40–43). For instance, Hofmeijer et al. investigated
the association between collateral circulation and endothelial
function using TCD at the MCA in 70 patients with symptomatic
carotid artery stenosis (40). The authors found that poor
endothelial function at the MCA was associated with the
recruitment of collateral circulation via the ophthalmic (TCD)
or leptomeningeal arteries (angiography) on the symptomatic
hemisphere (40), which may be counter-intuitive. To explain this
observation, investigators have postulated that the presence of
angiogenic adaptations via the development of collateral arteries
may be a response to post-stroke ischemic injury and chronic
hypoperfusion (24). Therefore, these studies may not sufficiently
reflect the association between endothelial function and collateral
recruitment in the setting of an acute ischemic stroke, and further
investigation is needed.

Individual Risk Factors for Poor Collateral
Recruitment
Older age and modifiable risk factors have been identified as
potential individual risk factors for poor collateral circulation
(13, 24, 29, 44). In animals, aging is associated with a reduction
in the size, number, and diameter of leptomeningeal collateral
arteries (45), a process that is also thought to occur in humans
(13, 24). Bullitt et al. assessed cerebrovascular structures using
MRA in 100 healthy human adults, and found an age-related
decline in the number of small vessels (<1mm diameter) and
an abnormal increase in the level of curvature in vessels (46).
How these finding may applied to leptomeningeal arteries,
however, was not specified. In addition to older age, Menon et
al. examined the collateral circulation status of 206 consecutive
stroke patients with MCA occlusions, and found that poor
collateral circulation status was independently associated with
metabolic syndrome (i.e., having three or more of the following:

high triglycerides, low high-density lipoprotein cholesterol, high
plasma glucose, high blood pressure or medication to control
blood pressure, or obesity) (16). Fujita et al. examined the
association between chronic hypertension (defined as pre-stroke
hypertension diagnosis or use of antihypertensive medications)
and collateral circulation in 100 acute ischemic stroke patients,
and found that chronic hypertension was associated with poorer
collateral recruitment (47). A meta-analysis by Malhotra et
al. including nine studies investigated the association between
pre-stroke statin treatment, collateral circulation, and infarct
size, and found that pre-stroke statin treatment was associated
with smaller infarct size, and inconclusive association with
collateral circulation status (48). Overall, these studies identified
potential individual, modifiable risk factors associated with poor
collateral circulation.

PHYSICAL ACTIVITY AND ITS POTENTIAL
ASSOCIATION WITH CEREBRAL
COLLATERAL RECRUITMENT

Physical activity is defined as “any bodily movement produced
by skeletal muscle that results in energy expenditure,” and can be
sub-typed as leisure-time, household, work, and transportation
(49). Exercise is a specific subtype of leisure-time physical
activity, which involves planned, structured, and repetitive bodily
movements with the purpose of improving or maintaining one of
more components of physical fitness, such as cardiorespiratory
fitness or muscle strength (49). Exercise can also be further sub-
categorized as aerobic or resistance exercise. Aerobic exercise
is defined as exercise that involves large muscle groups that
can be maintained continuously in a rhythmic nature (50).
Resistance exercise is defined as exercise involving periodic
bodily movements where external weights provide progressive
overload to increase skeletal muscles strength and mass (51).
The following section will discuss various cerebrovascular
responses to physical activity, primarily aerobic exercise, that
may influence collateral circulation. In Table 1 and Figure 2, we
summarized the factors influencing cerebral collateral circulation
and proposed benefits of physical activity that may improve
cerebral collateral circulation.

Cardiovascular Response to Physical
Activity
The cardiovascular response to physical activity is highly complex
and has been extensively described (58, 60, 61). Briefly, the
onset of physical activity causes heart rate and stroke volume
to increase, resulting in increased cardiac output to meet the
increased metabolic demands of contracting skeletal muscles
(60). Systolic blood pressure increases with increasing intensity
of physical activity, while diastolic blood pressure remains stable
or may even decrease (62). Specifically to cerebral circulation,
physical activity acutely increases cerebral blood flow with
greater increases with higher intensity physical activity (63).
This increase in blood pressure and blood flow results in two
broad types of interactions at arterial walls to further increase in
blood flow through vasodilation: circumference strain and sheer
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stress (58). Circumference stress occurs when increases in blood
pressure stretch and strain the circumference of arterial walls.
Increased exposure to circumferential strain on endothelial cells
triggers the production and upregulation of endothelial factors,
such as nitric oxide. Furthermore, this circumferential strain also

TABLE 1 | Potential association between physical activity and cerebral collateral

circulation recruitment.

Factors influencing

cerebral collateral

circulation

Proposed benefits of

physical activity

Collateral vessel anatomical

variations, size, number, and

distribution (27, 29)

Promoting growth of new

arteriole blood vessels via

vascular endothelial growth

factors (52, 53)

Capacity to vasodilate (30)

• Endothelial function and

nitric oxide

bioavailability (26)

Cerebrovascular adaptations

• Increase nitric oxide

bioavailability (54, 55)

• Increased cerebral blood

flow and reactivity (56)

Individual risk factors

• Older age (13, 29)

• Metabolic syndrome (16)

• Hypertension (47)

• Pre-stroke statin

treatment (48)

Reduce individual risk

factors (57)

• Hypertension

• Type 2 diabetes

• Cardiovascular disease

• Obesity

stretches the vascular smoothmuscles, and subsequently, induces
contraction of the smooth muscles to further increase cerebral
blood flow. The second type of interaction is called shear stress,
where increased blood flow results in parallel forces applied by
the blood along the vessel endothelium, which also stimulates
the production of endothelial factors, such as nitric oxide.
Among numerous factors, this production and upregulation of
nitric oxide from these two interactions relaxes vascular smooth
muscles, resulting in acute vasodilation and increased blood
flow. In addition to nitric oxide, this circumferential strain and
shear stress also induces the production of vascular endothelial
growth factors, responsible for arteriole and capillary growth (i.e.,
angiogenesis), with the purpose of providing more blood flow to
the required tissues (58, 64).

Cerebrovascular Adaptations to Physical
Activity
Aging is associated with endothelial dysfunction, arterial
stiffening, impaired angiogenesis, and risk of cardiovascular
disease (65–67). While mechanisms behind these processes
are complex and not fully understood, the reduction in
bioavailability (i.e., production and release) of nitric oxide with
age in humans may be a key link (66, 67). Various measures of
cerebral endothelial and vascular function also decline with age,
including reduction in global and regional cerebral blood flow

FIGURE 2 | An illustration of the proposed factors influence cerebral collateral recruitment, and how the benefits of physical activity may contribute to favorable

collateral circulation recruitment. Cerebral collateral circulation recruitment depends on individual anatomical variations, number, size, and distribution of blood vessel,

the capacity of blood vessels to vasodilate, and individual risk factors, such as age (13, 24). Physical activity can potentially contribute to arteriogenesis, including

leptomeningeal arteries (52, 58), can improve cerebral endothelial and vascular function (56), and is well-documented in reducing the risk of hypertension, type 2

diabetes mellitus, obesity, and cardiovascular disease (59). Created with BioRender.com.
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and cerebrovascular reactivity (i.e., capacity of blood vessels to
response to physiological stress) (68). Wu et al. cross-sectionally
assessed global cerebral blood flow using MRI and transcranial
4D flow imaging in 82 people ranging between 7.2 months and
60.7 years old, and found that cerebral blood flow declines with
age, starting at 18 years old (69). Similarly, Miller et al. cross-
sectionally assessed cerebrovascular reactivity in 39 participants
between the age 21-67 years old using MRI and transcranial
4D flow imaging, and found that older participants had lower
cerebrovascular reactivity compared with younger participants in
global and individual vessel blood flow in the MCA, intracranial
artery and basilar artery (70). This age-related decline in blood
flow and cerebrovascular reactivity may be associated with poor
collateral recruitment observed in older ischemic stroke patients
previously discussed.

Life-long physical activity in humans may prevent age-
related decreases in nitric oxide bioavailability. Nyberg et
al. assessed bioavailability of nitric oxide in 32 people of
various age and physical activity levels, and found that older,
sedentary participants had reduced nitric oxide bioavailability
compared with active, older participants (71). Based on these
findings, physical activity is regarded as a potential strategy
to increase nitric oxide bioavailability (54, 55). A recent
review conducted by Facioli et al. included 16 studies and
found that various exercise types (aerobic, resistance, Pilates,
Tai Chi), intensities and durations of exercise interventions
were associated with increased production of nitric oxide in
people with hypertension (72). The effects of physical activity
may also translate to improvements in multiple measures of
cerebrovascular function. Smith et al. (56) conducted a systematic
review and meta-analysis including 34 studies and examined
the association between cardiorespiratory fitness (i.e., objectively
measured peak oxygen [VO2peak] consumption during a graded
exercises test) and cerebrovascular function, and the effect of
exercise training on cerebrovascular function in healthy and
clinical populations. In this review, cerebrovascular function
was quantified as cerebral blood flow, reactivity (i.e., change in
MCA blood flow given a change in hypercapnic conditions), and
resistance (i.e., ratio of mean arterial pressure to cerebral blood
flow). The authors found that higher cardiorespiratory fitness
was associated with improved cerebrovascular resistance and
reactivity compared to lower fitness. However, only participants
who were categorized as extreme levels of high cardiorespiratory
fitness were associated with higher cerebral blood flow compared
with lower fitness levels. In two studies, improvements in
cerebrovascular reactivity were associated with corresponding
increases in cardiorespiratory fitness after taking part in an
aerobic exercise interventions (73, 74). One study reported
improvements in cerebrovascular reactivity in healthy older
adults using a combined aerobic and resistance training exercise
program (75). However, these results were inconsistent in
three other studies including stroke, breast cancer, and chronic
kidney disease survivors using aerobic exercise training (73,
76, 77). While meta-analysis results suggested that exercise
interventions were not associated with changes in global cerebral
blood flow, improvements in cerebral blood flow to specific
regions (hippocampus and anterior cingulate cortex) were

reported by some authors (78–80), but there results were
inconsistent (81, 82). The authors highlight the results may
have been influenced by heterogenous exercise intervention
designs, including intervention lengths (2-12 months), exercise
types, and lack of reporting on attendance and adherence to
intervention training (56). Taken together, the authors concluded
that their findings suggested that higher cardiorespiratory
fitness with life-long exercise is associated with improved
cerebrovascular function, and enhances our understanding of
exercise as a potential approach to decrease age-related changes
in cerebrovascular function (56). Higher quality, randomized
controlled trials are needed to conclusively determine the benefits
of physical activity intervention on cerebrovascular function, as
well as determining exact duration, intensity, type and timing of
interventions (56). Overall, this evidence highlights the potential
effect of physical activity on improved capacity for vasodilation
associated with collaterals recruitment.

Physical activity can potentially influence the growth of
new arteriole blood vessels (i.e., arteriogenesis) through the
production and upregulation of vascular endothelial growth
factors (52, 58). Vital et al. conducted a systematic review
examining the effect of exercise interventions on peripheral
concentrations of vascular endothelial growth factors in humans
(83). Of the 10 studies included, four studies (two randomized
controlled and two non-randomized controlled trials) reported
an increase in vascular endothelial growth factors in various
elderly populations after the interventions, primarily involving
aerobic exercise (83). While the six remaining studies (four
randomized controlled, one non-randomized controlled, and one
randomized uncontrolled trial) found no change in vascular
endothelial growth factor concentrations, the heterogeneity in
type of physical activity, duration and length included across
interventions made it difficult to effectively determine optimal
dose of exercise (83). Boyne et al. examined 16 chronic stroke
survivors and found an the acute increase in circulating vascular
endothelial growth factors after a single bout of high intensity
interval treadmill training (84). However, visible changes in
vasculature in cerebral collateral circulation as a result of physical
activity has primarily been demonstrated in animal models (52).
One known human, cross-sectional study conducted by Bullitt
et al. examined the association between self-reported physical
activity and cerebral vascular structure (i.e., vessel number,
average vessel radius, and vessel shape) of the MCA, ACA, and
PCA assessed using MRA in 14 healthy older adults (53). The
authors found that participants categorized as “high activity” (i.e.,
engaged in regular aerobic activities for at least 180min per week
for the past 10 years) trended toward having greater number of
small vessels (<1mm diameter), but not larger diameter vessels,
and smoother vessel curvature compared to inactive participants
(53). While not mentioned by the authors, these greater number
of small vessels associated with higher physical activity levels may
also include leptomeningeal arteries. The authors were unable
to detect arteries smaller than 0.5 diameter due to limitations
in voxel size in MRA techniques, potentially excluding the
leptomeningeal arteries (53). Overall, this provides promising
evidence that physical activity may help prevent age-related
attrition in collateral arteries in humans.
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Physical Activity Guidelines and Individual
Risk Factors
The wide range of physical and mental health benefits of physical
activity are well-documented and evidenced by numerous
systematic reviews and meta-analyses (59, 85–89). In particular,
Warburton et al. conducted a comprehensive systematic review
that included 254 articles, primarily observational studies,
highlighting consistent evidence for the independent association
between physical activity and reduced risk of all-cause mortality
and prevalence for a variety of chronic diseases, such as
cardiovascular disease, hypertension, stroke, obesity, and type
II diabetes mellitus (57). Numerous additional meta-analyses of
randomized controlled trials have also reported that physical
activity interventions are effective in the prevention and
treatment of hypertension (54 trials, 2,419 participants) (90),
type 2 diabetes mellitus (11 trials, 846 participants) (91), and
favorable modification of numerous cardiometabolic biomarkers
(160 trials, 7,487 participants), including lipid profiles, fasting
insulin, and glycosylated hemoglobin A1c (92). As such, the
American Heart Foundation and American College of Sports
Medicine recommend older adults to engage in at least 30-
min of moderate-to-vigorous physical activity per day to
prevent and manage chronic diseases (93). The American Heart
Association Stroke Council have similar recommendations for
stroke survivors to improve physical function and reduce risk
factors for stroke for secondary prevention (94). Given these
benefits, physical activity may help reduce individual risk factors
associated with poor collateral circulation.

STUDIES DIRECTLY ASSESSING THE
ASSOCIATION BETWEEN PHYSICAL
ACTIVITY AND CEREBRAL COLLATERAL
CIRCULATION

The effect of physical activity on cerebral collateral circulation
has been studied primarily in animals. Rzechorzek et al.
showed that voluntary wheel-running in mice (i.e., equivalent
to incidental physical activity in humans) reduced age-related
decrease cerebral collateral artery diameter, length, and number,
and infarct size after middle cerebral artery occlusion, compared
to sedentary mice (95). Furthermore, these adaptions were
associated with upregulation of endothelial nitric oxide (95).
No identified studies have evaluated the association between
pre-stroke physical activity and cerebral collateral circulation in
human acute ischemic stroke. Although the association between
nitric oxide and cerebral collateral circulation in human ischemic
stroke remains unclear, one of the mechanisms underlying the
potential effects of pre-stroke statin treatment on collateral
circulation in humans includes the upregulation of endothelial
nitric oxide (48). However, the effect of physical activity
interventions on coronary collateral circulation in people with
coronary artery disease has been examined (96). Nickolay et
al. summarized the evidence from seven studies that examined
the effect of aerobic exercise interventions to increase coronary
collateral flow in humans, and revealed consistent evidence that
aerobic exercise is beneficial in promoting coronary collateral

circulation, using angiography or the Collateral Flow Index (i.e.,
considered the “gold standard” for assessing coronary collateral
flow) (96). In particular, Möbius-Winkler et al. randomized 60
patients with severe coronary artery disease to high intensity
or moderate intensity aerobic exercise training, and showed
increased coronary collateral circulation compared with usual
care patients using Collateral Flow Index and angiographic
evidence (97). Stoller et al. examinedmuscle tissue in 110 patients
undergoing diagnostic coronary angiography, and found that
patients with greater self-reported leisure-time physical activity
levels had greater femoral artery collateral circulation (98). While
no studies have been conducted in humans, these studies provide
evidence in mammalian models to motivate further investigation
in the associations between cerebral collateral circulation and
physical activity in human acute ischemic stroke.

MEASURING CEREBRAL COLLATERAL
CIRCULATION

Measurement considerations for cerebral collateral circulation
are summarized in Table 2. The conventional method of
evaluating the collateral circulation status in acute ischemic
stroke involves using visual grading systems, often assessing
the presence, extent and/or timing of collateral vessels (namely
leptomeningeal arteries) relative to the ischemic region (99).
Different collateral recruitment grading systems have been
developed using brain imaging to visual collateral vessels
(99). The most commonly used grading systems (106) are
those developed by the American Society of Interventional
and therapeutic Neuroradiology and Society of Interventional
Radiology (ASITN/SIR) (107), Alberta Stroke Program Early
CT (ASPECT) Score for collaterals (108), Christoforidis et al.
(109, 110), and Miteff et al. (111). Seker et al. compared
these four grading systems using dynamic CTA, and found
that ASITN/SIR and the ASPECT score to be superior to
Christoforidis and Miteff systems in predicting infarct volumes
in 30 acute stroke patients with M1 or terminal carotid artery
occlusions (106). Furthermore, ASITN/SIR grading system has
been used by multiple investigators to predict stroke outcomes
in acute ischemic stroke patients, where favorable collateral
grading has been associated with smaller infarct core volume and
favorable functional outcomes (8, 112, 113).

The “gold standard” imaging modality to visualize cerebral
collateral circulation in ischemic stroke is digital subtraction
angiography (13, 114). However, digital subtraction angiography
is invasive and costly, so other methods may be preferred
(13, 114, 115). Furthermore, in current clinical practice, the
imperative for rapid revascularisation means that a full set
of angiographic images, with injection of multiple arteries, is
not obtained prior to treatment. This limits the assessment of
collateral flow largely to MCA occlusion. The anterior cerebral,
but not posterior cerebral, collateral pathways can be assessed
based on an internal carotid artery injection. However, non-
invasive multi-modal brain imaging techniques performed as
part of standard clinical care for acute stroke provide numerous
opportunities for cerebral collateral circulation assessment,
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TABLE 2 | Measurement considerations for cerebral collateral circulation and pre-stroke physical activity.

Outcome Methodology Strengths Limitations

Cerebral collateral circulation Visual grading scales using

angiography (DSA, MRI,

CTA, CTP) (99)

“Gold Standard” (namely DSA)

(13)

Requires expert input (100)

Hypoperfusion intensity ratio

(101)

Automated; requires minimal

expert input (100)

Indirect measure (101)

Transcranial Doppler (99) Can be completed post-stroke

(40–43)

Unclear clinical relevance to

acute ischemic stroke (13)

Pre-stroke physical activity Self-report questionnaires • Suitable of retrospective and

case-control studies (17)

• Inexpensive and easy to

administer (102)

Risk of recall bias (102, 103)

Objective measurements

(accelerometers and

pedometers)

• Suitable for prospective cohort

studies

• Reduced risk of bias and

improve accuracy (104)

Expensive and time consuming

(13, 105)

CTA, computed tomography angiography; CTP, computed tomography perfusion; DSA, digital subtraction angiography; MRI, magnetic resonance imaging.

including MRI, MRA, computed tomography angiography
(CTA) and perfusion (CTP) (13, 99, 100, 116). For MRI,
fluid-attenuated inversion-recovery sequences can be used to
visualize “vascular hyperintensities” as an indirect method of
assessing collateral circulation in acute ischemic stroke (117).
Single- and multi-phase CTA and/or MRA are often used to
identify the presence of large vessel occlusion, and can also
be used to assess collateral vessels (13, 100). In addition to
providing invaluable information for the selection of patients
for thrombolytic and endovascular therapy (118–122), CTP
offers multiple opportunities for collateral circulation assessment
(100). With post-processing software, source images from CTP
(maximum intensity projections) can be used to reconstruct four
dimensional CTA to assess collateral circulation (123). Time-
to-maximum (Tmax) is a perfusion parameter derived from
deconvolution with an arterial input function, indicates the
severity of blood flow delay which, in the context of arterial
occlusion, reflects collateral blood flow quality (124). Regions
of brain with perfusion delay defined as Tmax > 6 s provides
an estimate of the tissue at risk (ischemic core and penumbra)
(101, 125). The hypoperfusion intensity ratio (HIR), defined as
the volumetric ratio of tissue with Tmax > 10 s to Tmax >6 s,
can serve as an indirect estimate of collateral circulation status
(101, 125). The HIR has been well correlated with collateral
grading in acute ischemic stroke patients as assessed by digital
subtraction angiography by multiple investigators (8, 112, 126).
Other CTP parameters have been correlated with collateral
circulation, including cerebral blood volume (CBV) and cerebral
blood flow (CBF) (105, 127). Specifically, higher relative CBV
(rCBV), defined as the ratio of mean CBV values within the
Tmax > 6 s regions to mean CBV values within the Tmax ≤ 4 s
regions (normal brain tissue), has been correlated with favorable
collateral grading in acute ischemic stroke patients (105). Using
CBF < 30% to estimate the ischemic core volume, slower
baseline ischemic core-growth rate, defined as the ischemic
core volume divided by the time between stroke onset and
CTP imaging, has been correlated with favorable collateral

grading in acute ischemic stroke patients (127). Finally, while
not routinely assessed, TCD can be used to measure flow
velocities and collateral circulation (41, 128). Specifically, TCD
has been used to measure flow diversion in the ipsilateral anterior
and posterior communicating arteries (i.e., >30% higher than
contralateral flow velocity) within 24 h of clinical angiography
in acute M1 MCA stenosis or occlusion, and has been associated
with recruitment of leptomeningeal collaterals as seen on digital
subtraction angiography (38). TCD can also be used to measure
collateral flow at the ophthalmic arteries (40, 41).

MEASURING PRE-STROKE PHYSICAL
ACTIVITY LEVELS

Measurement considerations for pre-stroke physical activity
are summarized in Table 2. Measuring pre-stroke physical
activity is challenging with inherent limitations based on
study design (103, 129). Based on a recent systematic review
we conducted, along with other studies measuring pre-stroke
physical activity (23, 130–132), most studies were retrospective
and case-control designs and relied on self-reported physical
activity questionnaires to recall pre-stroke activities (17, 18).
Questionnaires are relatively inexpensive, low resource burden,
convenient to administer, and ideal for clinical settings
(102). However, they are prone to risk of recall and social
desirability bias, leading to questionable accuracy, especially
for incidental, unstructured physical activity (102). Assessing
pre-stroke physical activity soon after stroke incidence (i.e.,
during their acute hospital stay) may reduce potential recall bias
associated with memory. However, additional challenges may
present in acute stroke patients including impaired cognition
and memory, aphasia, and additional social desirability factors
associated with self-image after stroke (103). Prospective cohort
studies have the capacity to include objective measurements of
physical activity, including accelerometers and pedometers, to
reduce risk of bias and improve accuracy of physical activity
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measurement (104). However, prospective cohort designs are
often expensive and time-consuming due to the long follow-
up and large samples required for disease incidence (103,
133). As such, few prospective cohort studies have been
conducted, including the Physician’s Health Study (132) and
Women’s Health Initiative cohorts (23), but neither studies
included objective measures of physical activity. Nevertheless,
self-reported questionnaires remains a feasible, cost-effective and
pragmatic method to measure pre-stroke physical activity in
acute or subacute settings, as demonstrated bymany investigators
(17, 18).

Specific to acute clinical settings, assessing pre-stroke physical
activity can be challenging. The selection of measurement tools
need to consider the balance between burden of administering
the questionnaire (i.e., time and attentional resources of patients
and healthcare providers) and the level of detail on type
and dose (i.e., intensity, frequency, and time) of pre-stroke
physical activity (102). A variety of pre-stroke physical activity
questionnaires have been used in the literature (17, 18). Authors
have used measures that are relatively less time consuming,
such as single-questionnaire measures to assess if they meet
minimum duration and frequency of leisure-time physical
activity (134–137) or standardized questionnaires [i.e., Saltin-
Grimby Physical Activity Level Scales (138)]. However, the
brief nature of these questionnaires may provide limited detail
on physical activity type and dose and may preclude further
discussion on how to modify physical activity after stroke.
Authors have also used relatively longer and more detailed
physical activity quesitonnaires (130, 139, 140), such as the
International Physical Activity Questionnaire (141) and the
Physical Activity Scale for the Elderly (142). These standardized
questionnaires provide more information of physical activity
type and dose, and may also be useful in continued assessment
and physical activity counseling post-stroke. Furthermore, the
selection of questionnaires needs to be age-appropriate, where
the types of physical activities assessed should be those commonly
engaged by older adults (17).

DISCUSSION

Potential Barriers and Solutions to
Measuring Collateral Circulation
Given the well-documented benefits of physical activity and
potential positive influence on cerebral vascular function
discussed above, we hypothesize that greater pre-stroke physical
activity is associated with better collateral circulation in
ischemic stroke. Assessing pre-stroke, and post-stroke, physical
activity in acute and subacute clinical settings is feasible,
and the advent of advanced brain imaging integrated into
routine clinical care offers a cost-effective opportunity to assess
of collateral circulation in acute ischemic stroke. However,
collateral circulation grading using advanced imaging modalities
often requires expert input from experienced neurologists and
radiologists, and potential post-processing techniques by imaging
scientists (100). This may be a barrier for collateral circulation
grading where such expertise is limited within clinical and

research settings. The HIR and rCBV may be solutions to
this barrier, as perfusion maps that include Tmax and CBV
parameters and associatedHIR and rCBV values can be generated
by multiple automated software, such as the RApid Processing
of Perfusion and Diffusion (RAPID) software, without extensive
and ongoing expert input (100, 101, 105). Clinically relevant
HIR threshold values have been established to reflect favorable
or unfavorable collateral status. Olivot et al. examined 99 acute
ischemic stroke patients, and reported that an HIR ≥ 0.4 was
associated with greater infarct growth and final infarct volume,
greater admission stroke severity, and unfavorable functional
outcomes after stroke (8). Similar thresholds have been reported
by other authors, where favorable HIR has been associated
with less infarct growth, favorable functional outcomes, and
even potentially eligibility for thrombectomy (112, 143–145).
Arenillas et al. examined 158 acute ischemic stroke patients,
and reported that higher rCBV was associated with favorable
collateral circulation and slower infarct growth at 27-h follow-up
(105), and favorable functional outcome in patients after acute
ischemic stroke (105). Furthermore, Cortijo et al. invested 100
acute ischemic stroke patietns, and reported that lower rCBV was
associated with poor colleateral circulation, and poor functional
outcome in the absence of recanalisation (146). Overall, both
HIR and rCBV serve as accessible opportunities for a wider
group of health professions (i.e., physiotherapists and exercise
physiologists) and research communities to indirectly assess
collateral circulation status with relatively minimal on-going
expert input. However, in the absence of acute ischemic stroke
and clinical imaging, in the case of potential clinical trials, follow-
up assessments to evaluate the change in collateral circulation
will require expert input, as HIR and rCBV has not been assessed
outside of the hyperacute phases of stroke. Advanced MRA may
potentially be used to visualize collateral vessels (13), and TCD
measurements at the MCA, ACA, or PCA in response to forced-
dilatory responses (i.e., hypercapnic breathing maneuvers) may
be used as surrogate measure of collateral recruitment (40–43).
However, further investigation is required regarding the clinical
relevance of cerebrovascular function assessments conducted
post-hyperacute stroke phase (13).

Physical Activity, Collateral Circulation,
and Post-stroke Recovery
Physical activity is a widely accepted and important strategy
for the prevention and management of stroke. Notably, physical
activity is currently recommended to improve physical function
and manage vascular risk factors for secondary prevention in
people who have had a stroke (94). However, to improve our
understanding on the role of physical activity on key stroke
recovery outcomes, generating new information on the possible
link between physical activity and collateral circulation is a
worthwhile endeavor. The Stroke Recovery and Rehabilitation
Roundtable regard clinically acquired CT imaging, including
perfusion, in the hyperacute phase of stroke as a potential
biomarker for stroke recovery and a developmental priority for
future research (147). Exercise and physical activity interventions
are effective and recommended for reducing disability, and
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improving mobility and physical function in stroke survivors
(148, 149). If physical activity and collateral circulation are
associated, collateral circulation status may emerge as a
biomarker to stratify or identify patients for clinical trials, such
that we can target patients with poor collateral status and
suspected poor functional outcomes who would most benefit
from enrolling in physical activity interventions. These physical
activity interventions can potentially reduce the risk of poor
clinical outcomes in the event of first-ever strokes for high-risk
populations or recurrent strokes for stroke survivors through
improvements in cerebral collateral circulation. Furthermore,
physical activity interventions have the potential to improve
functional recovery after stroke. Limaye et al. conducted a
systematic review examining the effect of aerobic exercise
interventions on serum biomarkers of neuroplasticity in human
stroke survivors (150). The authors included nine studies, and
found that aerobic interventions can increase brain-derived
neurotrophic factors, insulin-like growth factor 1, and VEGF.
However, further investigation is needed to discern how these
serum biomarkers of neuroplasticity are associated with collateral
circulation, the optimal exercise type and dose, most appropriate
timing to commence physical activity interventions after stroke
(i.e., how early), and the effect on functional recovery across
different phases (i.e., acute, subacute and chronic) post-stroke in
humans (148, 150).

The association between cerebral collateral circulation and
cardiorespiratory fitness has also not been examined. While
physical activity is closely associated with cardiorespiratory
fitness (151), cardiorespiratory fitness is a direct physiological
measurement associated with endothelial function, and
potentially provides more accurate prediction cardiovascular
disease risk compared with physical activity alone (152).
However, assessment of cardiorespiratory fitness is relatively
more burdensome for patients and requires specialized

equipment and trained personal to conduct (153). While
cardiorespiratory fitness is related to cerebrovascular
function (56), further investigation is needed to explore the
association between cardiorespiratory fitness and cerebral
collateral circulation.

CONCLUSION

Cerebral collateral circulation has physiological and clinical
prognostic value and may be an important therapeutic target
for acute ischemic stroke survivors. While the effect of physical
activity on cerebrovascular function has been investigated, the
association between physical activity and cerebral collateral
circulation is unknown. Future studies can take advantage of
routinely acquired medical imaging in primary stroke centers
to assess collateral circulation status, its association with
physical activity, and potential utility as a biomarker to identify
patients who would benefit from physical activity and stroke
recovery interventions.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author/s.

AUTHOR CONTRIBUTIONS

SH led the manuscript and designed, conceptualized,
and drafted the manuscript. SK, EW, BC, and AB
played major roles in designing, conceptualizing, and
revising the manuscript for intellectual content. All
authors contributed to the article and approved the
submitted version.

REFERENCES

1. Meretoja A, Keshtkaran M, Saver JL, Tatlisumak T, Parsons MW, Kaste

M, et al. Stroke thrombolysis: save a minute, save a day. Stroke. (2014)

45:1053–8. doi: 10.1161/STROKEAHA.113.002910

2. Davis S, Donnan GA. Time is penumbra: imaging, selection and outcome.

Cerebrovasc Dis. (2014) 38:59–72. doi: 10.1159/000365503

3. Desai SM, Rocha M, Jovin TG, Jadhav AP. High variability

in neuronal loss – time is brain, requantified. Stroke. (2019)

50:34–7. doi: 10.1161/STROKEAHA.118.023499

4. Jones TH, Morawetz RB, Crowell RM, Marcoux FW, FitzGibbon SJ,

DeGirolami U, et al. Thresholds of focal cerebral ischemia in awakemonkeys.

J Neurosurg. (1981) 54:773–82. doi: 10.3171/jns.1981.54.6.0773

5. Yoshinari N, Soren C, Toshiyasu O, Leonid C, Henry M, Parsons M, et al.

Moving beyond a single perfusion threshold to define penumbra. Stroke.

(2012) 43:1548–55. doi: 10.1161/STROKEAHA.111.643932

6. Shuaib A, Butcher K, Mohammad AA, Saqqur M, Liebeskind DS. Collateral

blood vessels in acute ischemic stroke: a potential therapeutic target. Lancet

Neurol. (2011) 10:909–21. doi: 10.1016/S1474-4422(11)70195-8

7. Leng X, Fang H, Leung TWH, Mao C, Miao Z, Liu L, et al. Impact of

collaterals on the efficacy and safety of endovascular treatment in acute

ischemic stroke: a systematic review and meta-analysis. J Neurol Neurosurg

Psychiatry. (2016) 87:537–44. doi: 10.1136/jnnp-2015-310965

8. Olivot JM, Mlynash M, Inoue M, Marks MP, Wheeler HM, Kemp

S, et al. Hypoperfusion intensity ratio predicts infarct progression and

functional outcome in the DEFUSE 2 cohort. Stroke. (2014) 45:1018–

23. doi: 10.1161/STROKEAHA.113.003857

9. Bang OY, Saver JL, Alger JR, Starkman S, Ovbiagele B, Liebeskind

DS, et al. Determinants of the distribution and severity of

hypoperfusion in patients with ischemic stroke. Neurology. (2008)

71:1804–11. doi: 10.1212/01.wnl.0000335929.06390.d3

10. Nicoli F, de Micheaux PL, Girard N. Perfusion-weighted imaging–derived

collateral flow index is a predictor of MCA M1 recanalization after IV

thrombolysis. Am J Neuroradiol. (2013) 34:107–14. doi: 10.3174/ajnr.A3174

11. Campbell BCV, Christensen S, Tress BM, Churilov L, Desmond PM, Parsons

MW, et al. Failure of collateral blood flow is associated with infarct

growth in ischemic stroke. J Cereb Blood Flow Metab. (2013) 33:1168–

72. doi: 10.1038/jcbfm.2013.77

12. Wufuer A, Wubuli A, Mijiti P, Zhou J, Tuerxun S, Cai J, et al. Impact

of collateral circulation status on favorable outcomes in thrombolysis

treatment: a systematic review and meta-analysis. Exp Ther Med. (2018)

15:707–18. doi: 10.3892/etm.2017.5486

13. Malhotra K, Liebeskind DS. Collaterals in ischemic stroke. Brain

Hemorrhages. (2020) 1:6–12. doi: 10.1016/j.hest.2019.12.003

14. Olavarría VV, Arima H, Anderson CS, Brunser AM, Muñoz-Venturelli P,

Heritier S, et al. Head position and cerebral blood flow velocity in acute

Frontiers in Neurology | www.frontiersin.org 10 February 2022 | Volume 13 | Article 804187

https://doi.org/10.1161/STROKEAHA.113.002910
https://doi.org/10.1159/000365503
https://doi.org/10.1161/STROKEAHA.118.023499
https://doi.org/10.3171/jns.1981.54.6.0773
https://doi.org/10.1161/STROKEAHA.111.643932
https://doi.org/10.1016/S1474-4422(11)70195-8
https://doi.org/10.1136/jnnp-2015-310965
https://doi.org/10.1161/STROKEAHA.113.003857
https://doi.org/10.1212/01.wnl.0000335929.06390.d3
https://doi.org/10.3174/ajnr.A3174
https://doi.org/10.1038/jcbfm.2013.77
https://doi.org/10.3892/etm.2017.5486
https://doi.org/10.1016/j.hest.2019.12.003
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Hung et al. Physical Activity and Collateral Circulation

ischemic stroke: a systematic review and meta-analysis. Cerebrovasc Dis.

(2014) 37:401–8. doi: 10.1159/000362533

15. Carvalho LB, Kramer S, Borschmann K, Chambers B, Thijs V, Bernhardt J.

Cerebral haemodynamics with head position changes post-ischemic stroke:

a systematic review and meta-analysis. J Cereb Blood Flow Metab. (2020)

40:0271678X20922457. doi: 10.1177/0271678X20922457

16. Menon BK, Smith EE, Coutts SB, Welsh DG, Faber JE, Goyal M, et al.

Leptomeningeal collaterals are associated with modifiable metabolic risk

factors. Ann Neurol. (2013) 74:241–8. doi: 10.1002/ana.23906

17. Hung SH, Ebaid D, Kramer S, Werden E, Baxter H, Campbell B, et al. Pre-

stroke physical activity and admission stroke severity: a systematic review.

Int J Stroke. (2021) 16:1009–18. doi: 10.1177/1747493021995271

18. Tumasz MT, Trócoli T, Fernandes de Oliveira M, Campos RR, Botelho

RV. Do physically active patients have better functional outcome after

stroke? A systematic review. J Stroke Cerebrovasc Dis. (2016) 25:527–

32. doi: 10.1016/j.jstrokecerebrovasdis.2015.10.034

19. Blauenfeldt RA, Hougaard KD, Mouridsen K, Andersen G. 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 Basel Switz. (2017) 44:88–

95. doi: 10.1159/000477359

20. Ursin MH, Ihle-Hansen H, Fure B, Tveit A, Bergland A. Effects of premorbid

physical activity on stroke severity and post-stroke functioning. J Rehabil

Med. (2015) 47:612–7. doi: 10.2340/16501977-1972

21. Urbanek C, Gokel V, Safer A, Becher H, Grau AJ, Buggle F, et al. Low

self-reported sports activity before stroke predicts poor one-year-functional

outcome after first-ever ischemic stroke in a population-based stroke

register. BMC Neurol. (2018) 18:181. doi: 10.1186/s12883-018-1189-y

22. Yamaguchi T, Yamamura O, Hamano T, Murakita K, Nakamoto Y.

Premorbid physical activity is modestly associated with gait independence

after a stroke: an exploratory study. Eur Rev Aging Phys Act. (2018) 15:18.

doi: 10.1186/s11556-018-0208-8

23. Bell CL, LaCroix A, Masaki K, Hade EM, Manini T, Mysiw WJ, et al.

Prestroke factors associated with poststroke mortality and recovery in older

women in the Women’s Health Initiative. J Am Geriatr Soc. (2013) 61:1324–

30. doi: 10.1111/jgs.12361

24. Liebeskind David S. Collateral circulation. Stroke. (2003) 34:2279–

84. doi: 10.1161/01.STR.0000086465.41263.06

25. Rosner J, Reddy V, Lui F.Neuroanatomy, Circle of Willis. Treasure Island, FL:

StatPearls Publishing (2021). Available online at: https://www.ncbi.nlm.nih.

gov/books/NBK534861/ (accessed August 25, 2021).

26. Bonnin P, Mazighi M, Charriaut-Marlangue C, Kubis N. Early collateral

recruitment after stroke in infants and adults. Stroke. (2019) 50:2604–

11. doi: 10.1161/STROKEAHA.119.025353

27. Hindenes LB, Håberg AK, Johnsen LH, Mathiesen EB, Robben D, Vangberg

TR. Variations in the Circle of Willis in a large population sample

using 3D TOF angiography: the Tromsø Study. PLoS ONE. (2020)

15:e0241373. doi: 10.1371/journal.pone.0241373

28. Friedrich B, Kempf F, Boeckh-Behrens T, Fischer J, Lehm M,

Bernd M, et al. Presence of the posterior communicating artery

contributes to the clinical outcome after endovascular treatment of

patients with MCA occlusions. Cardiovasc Intervent Radiol. (2018)

41:1917–24. doi: 10.1007/s00270-018-2029-6

29. Brozici M, van der Zwan A, Hillen B. Anatomy and

functionality of leptomeningeal anastomoses. Stroke. (2003)

34:2750–62. doi: 10.1161/01.STR.0000095791.85737.65

30. Lin MP, Brott TG, Liebeskind DS, Meschia JF, Sam K, Gottesman

RF. Collateral recruitment is impaired by cerebral small vessel

disease. Stroke. (2020) 51:1404–10. doi: 10.1161/STROKEAHA.119.

027661

31. Bonnin P, Leger PL, Villapol S, Deroide N, Gressens P, Pocard M, et

al. Dual action of NO synthases on blood flow and infarct volume

consecutive to neonatal focal cerebral ischemia. Exp Neurol. (2012) 236:50–

7. doi: 10.1016/j.expneurol.2012.04.001

32. Charriaut-Marlangue C, Bonnin P, Gharib A, Leger PL, Villapol S,

Pocard M, et al. Inhaled nitric oxide reduces brain damage by

collateral recruitment in a neonatal stroke model. Stroke. (2012) 43:3078–

84. doi: 10.1161/STROKEAHA.112.664243

33. Markus HS. Genes, endothelial function and cerebral small vessel disease in

man. Exp Physiol. (2008) 93:121–7. doi: 10.1113/expphysiol.2007.038752

34. Giurgiutiu DV, Yoo AJ, Fitzpatrick K, Chaudhry Z, Leslie-Mazwi

T, Schwamm LH, et al. Severity of leukoaraiosis, leptomeningeal

collaterals, and clinical outcomes after intra-arterial therapy in

patients with acute ischemic stroke. J NeuroInterventional Surg. (2015)

7:326–30. doi: 10.1136/neurintsurg-2013-011083

35. Mark I, Seyedsaadat SM, Benson JC, Kallmes DF, Rabinstein AA, Brinjikji

W. Leukoaraiosis and collateral blood flow in stroke patients with anterior

circulation large vessel occlusion. J NeuroInterventional Surg. (2020) 12:942–

5. doi: 10.1136/neurintsurg-2019-015652

36. Cosentino F, Rubattu S, Savoia C, Venturelli V, Pagannonne E, Volpe

M. Endothelial dysfunction and stroke. J Cardiovasc Pharmacol. (2001)

38:S75. doi: 10.1097/00005344-200111002-00018

37. McConnell FK, Payne S. The dual role of cerebral autoregulation and

collateral flow in the circle of willis after major vessel occlusion. IEEE Trans

Biomed Eng. (2017) 64:1793–802. doi: 10.1109/TBME.2016.2623710

38. Kim Y, Sin DS, Park HY, Park MS, Cho KH. Relationship between flow

diversion on transcranial doppler sonography and leptomeningeal collateral

circulation in patients with middle cerebral artery occlusive disorder. J

Neuroimaging. (2009) 19:23–6. doi: 10.1111/j.1552-6569.2008.00242.x

39. Stevenson SF, Doubal FN, Shuler K, Wardlaw JM. A systematic

review of dynamic cerebral and peripheral endothelial function

in lacunar stroke versus controls. Stroke. (2010) 41:e434–

42. doi: 10.1161/STROKEAHA.109.569855

40. Hofmeijer J, Klijn CJM, Kappelle LJ, Huffelen AC van, Gijn J van. Collateral

circulation via the ophthalmic artery or leptomeningeal vessels is associated

with impaired cerebral vasoreactivity in patients with symptomatic carotid

artery occlusion. Cerebrovasc Dis. (2002) 14:22–6. doi: 10.1159/000063719

41. Rutgers DR, Klijn CJM, Kappelle LJ, van Huffelen AC, van der Grond J.

A longitudinal study of collateral flow patterns in the circle of willis and

the ophthalmic artery in patients with a symptomatic internal carotid artery

occlusion. Stroke. (2000) 31:1913–20. doi: 10.1161/01.STR.31.8.1913

42. Vernieri F, Pasqualetti P, Matteis M, Passarelli F, Troisi E, Rossini PM,

et al. Effect of collateral blood flow and cerebral vasomotor reactivity

on the outcome of carotid artery occlusion. Stroke. (2001) 32:1552–

8. doi: 10.1161/01.STR.32.7.1552

43. Reinhard M, Müller T, Guschlbauer B, Timmer J, Hetzel A. Dynamic

cerebral autoregulation and collateral flow patterns in patients with severe

carotid stenosis or occlusion. Ultrasound Med Biol. (2003) 29:1105–

13. doi: 10.1016/S0301-5629(03)00954-2

44. Malik N, Hou Q, Vagal A, Patrie J, Xin W, Michel P, et

al. Demographic and clinical predictors of leptomeningeal

collaterals in stroke patients. J Stroke Cerebrovasc Dis. (2014)

23:2018–22. doi: 10.1016/j.jstrokecerebrovasdis.2014.02.018

45. Faber JE, Zhang H, Lassance-Soares RM, Prabhakar P, Najafi AH, Burnett

MS, et al. Aging causes collateral rarefaction and increased severity of

ischemic injury in multiple tissues. Arterioscler Thromb Vasc Biol. (2011)

31:1748–56. doi: 10.1161/ATVBAHA.111.227314

46. Bullitt E, Zeng D, Mortamet B, Ghosh A, Aylward SR, Lin W, et al.

The effects of healthy aging on intracerebral blood vessels visualized

by magnetic resonance angiography. Neurobiol Aging. (2010) 31:290–

300. doi: 10.1016/j.neurobiolaging.2008.03.022

47. Fujita K, Tanaka K, Yamagami H, Ide T, Ishiyama H, Sonoda K, et

al. Detrimental effect of chronic hypertension on leptomeningeal

collateral flow in acute ischemic stroke. Stroke. (2019) 50:1751–

7. doi: 10.1161/STROKEAHA.119.025142

48. Malhotra K, Safouris A, Goyal N, Arthur A, Liebeskind DS, Katsanos AH,

et al. Association of statin pretreatment with collateral circulation and

final infarct volume in acute ischemic stroke patients: a meta-analysis.

Atherosclerosis. (2019) 282:75–9. doi: 10.1016/j.atherosclerosis.2019.

01.006

49. Caspersen CJ, Powell KE, Christenson GM. Physical activity, exercise, and

physical fitness: definitions and distinctions for health-related research.

Public Health Rep. (1985) 100:126–31.

50. American College of Sports Medicine.ACSM’s Guidelines for Exercise Testing

and Prescription. 8th ed. Philadelphia, PA: Lippincott Williams and Wilkins

(2009).

Frontiers in Neurology | www.frontiersin.org 11 February 2022 | Volume 13 | Article 804187

https://doi.org/10.1159/000362533
https://doi.org/10.1177/0271678X20922457
https://doi.org/10.1002/ana.23906
https://doi.org/10.1177/1747493021995271
https://doi.org/10.1016/j.jstrokecerebrovasdis.2015.10.034
https://doi.org/10.1159/000477359
https://doi.org/10.2340/16501977-1972
https://doi.org/10.1186/s12883-018-1189-y
https://doi.org/10.1186/s11556-018-0208-8
https://doi.org/10.1111/jgs.12361
https://doi.org/10.1161/01.STR.0000086465.41263.06
https://www.ncbi.nlm.nih.gov/books/NBK534861/
https://www.ncbi.nlm.nih.gov/books/NBK534861/
https://doi.org/10.1161/STROKEAHA.119.025353
https://doi.org/10.1371/journal.pone.0241373
https://doi.org/10.1007/s00270-018-2029-6
https://doi.org/10.1161/01.STR.0000095791.85737.65
https://doi.org/10.1161/STROKEAHA.119.027661
https://doi.org/10.1016/j.expneurol.2012.04.001
https://doi.org/10.1161/STROKEAHA.112.664243
https://doi.org/10.1113/expphysiol.2007.038752
https://doi.org/10.1136/neurintsurg-2013-011083
https://doi.org/10.1136/neurintsurg-2019-015652
https://doi.org/10.1097/00005344-200111002-00018
https://doi.org/10.1109/TBME.2016.2623710
https://doi.org/10.1111/j.1552-6569.2008.00242.x
https://doi.org/10.1161/STROKEAHA.109.569855
https://doi.org/10.1159/000063719
https://doi.org/10.1161/01.STR.31.8.1913
https://doi.org/10.1161/01.STR.32.7.1552
https://doi.org/10.1016/S0301-5629(03)00954-2
https://doi.org/10.1016/j.jstrokecerebrovasdis.2014.02.018
https://doi.org/10.1161/ATVBAHA.111.227314
https://doi.org/10.1016/j.neurobiolaging.2008.03.022
https://doi.org/10.1161/STROKEAHA.119.025142
https://doi.org/10.1016/j.atherosclerosis.2019.01.006
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Hung et al. Physical Activity and Collateral Circulation

51. Phillips SM, Winett RA. Uncomplicated resistance training and health-

related outcomes: evidence for a public healthmandate.Curr SportsMed Rep.

(2010) 9:208–13. doi: 10.1249/JSR.0b013e3181e7da73

52. Schmidt W, Endres M, Dimeo F, Jungehulsing GJ. Train the vessel, gain

the brain: physical activity and vessel function and the impact on stroke

prevention and outcome in cerebrovascular disease. Cerebrovasc Dis Basel

Switz. (2013) 35:303–12. doi: 10.1159/000347061

53. Bullitt E, Rahman FN, Smith JK, Kim E, Zeng D, Katz LM, et al. The

effect of exercise on the cerebral vasculature of healthy aged subjects as

visualized by MR angiography. AJNR Am J Neuroradiol. (2009) 30:1857–

63. doi: 10.3174/ajnr.A1695

54. Dyakova EY, Kapilevich LV, Shylko VG, Popov SV, Anfinogenova Y.

Physical exercise associated with NO production: signaling pathways

and significance in health and disease. Front Cell Dev Biol. (2015)

3:19. doi: 10.3389/fcell.2015.00019

55. Green DJ, Maiorana A, O’Driscoll G, Taylor R. Effect of exercise training

on endothelium-derived nitric oxide function in humans. J Physiol. (2004)

561:1–25. doi: 10.1113/jphysiol.2004.068197

56. Smith EC, Pizzey FK, Askew CD, Mielke GI, Ainslie PN, Coombes

JS, et al. Effects of cardiorespiratory fitness and exercise training

on cerebrovascular blood flow and reactivity: a systematic review

with meta-analyses. Am J Physiol-Heart Circ Physiol. (2021) 321:H59–

76. doi: 10.1152/ajpheart.00880.2020

57. Warburton DE, Charlesworth S, Ivey A, Lindsay Nettlefold, Bredin

SS. A systematic review of the evidence for Canada’s Physical

Activity Guidelines for Adults. Int J Behav Nutr Phys Act. (2010)

7:39. doi: 10.1186/1479-5868-7-39

58. Green DJ, Hopman MTE, Padilla J, Laughlin MH, Thijssen DHJ. Vascular

adaptation to exercise in humans: role of hemodynamic stimuli. Physiol Rev.

(2017) 97:495–528. doi: 10.1152/physrev.00014.2016

59. Warburton DER, Nicol CW, Bredin SSD. Health benefits of physical activity:

the evidence. CMAJ. (2006) 174:801–9. doi: 10.1503/cmaj.051351

60. Shepherd JT. Circulatory response to exercise in health. Circulation.

(1987) 76:VI3–10.

61. Hawley JA, Hargreaves M, Joyner MJ, Zierath JR. Integrative biology of

exercise. Cell. (2014) 159:738–49. doi: 10.1016/j.cell.2014.10.029

62. A◦strand P olof, EkblomB,Messin R, Saltin B, Stenberg J. Intra-arterial blood

pressure during exercise with different muscle groups. J Appl Physiol. (1965)

20:253–6. doi: 10.1152/jappl.1965.20.2.253

63. Smith KJ, Ainslie PN. Regulation of cerebral blood flow and metabolism

during exercise. Exp Physiol. (2017) 102:1356–71. doi: 10.1113/EP086249

64. Ferrara N. Role of vascular endothelial growth factor in

the regulation of angiogenesis. Kidney Int. (1999) 56:794–

814. doi: 10.1046/j.1523-1755.1999.00610.x

65. Erusalimsky JD. Vascular endothelial senescence: from

mechanisms to pathophysiology. J Appl Physiol. (2009) 106:326–

32. doi: 10.1152/japplphysiol.91353.2008

66. Herrera MD, Mingorance C, Rodríguez-Rodríguez R, Alvarez de Sotomayor

M. Endothelial dysfunction and aging: an update. Ageing Res Rev. (2010)

9:142–52. doi: 10.1016/j.arr.2009.07.002

67. Seals DR, Jablonski KL, Donato AJ. Aging and vascular endothelial function

in humans. Clin Sci. (1979) (2011) 120:357–75. doi: 10.1042/CS20100476

68. Bliss ES, Wong RH, Howe PR, Mills DE. Benefits of exercise training on

cerebrovascular and cognitive function in ageing. J Cereb Blood Flow Metab.

(2021) 41:447–70. doi: 10.1177/0271678X20957807

69. Ainslie PN, Cotter JD, George KP, Lucas S, Murrell C, Shave

R, et al. Elevation in cerebral blood flow velocity with aerobic

fitness throughout healthy human ageing. J Physiol. (2008)

586:4005–10. doi: 10.1113/jphysiol.2008.158279

70. Miller KB, Howery AJ, Rivera-Rivera LA, Johnson SC, Rowley HA, Wieben

O, et al. Age-related reductions in cerebrovascular reactivity using 4D flow

MRI. Front Aging Neurosci. (2019) 11:281. doi: 10.3389/fnagi.2019.00281

71. Nyberg M, Blackwell JR, Damsgaard R, Jones AM, Hellsten Y, Mortensen

SP. Lifelong physical activity prevents an age-related reduction in arterial

and skeletal muscle nitric oxide bioavailability in humans. J Physiol. (2012)

590:5361–70. doi: 10.1113/jphysiol.2012.239053

72. Facioli TP, Buranello MC, Regueiro EMG, Basso-Vanelli RP, Durand

M de T. Effect of physical training on nitric oxide levels in patients

with arterial hypertension: an integrative review. Int J Cardiovasc Sci.

(2021). doi: 10.36660/ijcs.20200244

73. Ivey FM, Ryan AS, Hafer-Macko CE, Macko RF. Improved cerebral

vasomotor reactivity after exercise training in hemiparetic stroke survivors.

Stroke. (2011) 42:1994–2000. doi: 10.1161/STROKEAHA.110.607879

74. Tarumi T, Gonzales MM, Fallow B, Nualnim N, Pyron M, Tanaka H, et al.

Central artery stiffness, neuropsychological function, and cerebral perfusion

in sedentary and endurance-trained middle-aged adults. J Hypertens. (2013)

31:2400–9. doi: 10.1097/HJH.0b013e328364decc

75. Vicente-Campos D, Mora J, Castro-Piñero J, González-Montesinos JL,

Conde-Caveda J, Chicharro JL. Impact of a physical activity program on

cerebral vasoreactivity in sedentary elderly people. J Sports Med Phys Fitness.

(2012) 52:537–44. https://pubmed.ncbi.nlm.nih.gov/22976741/

76. Northey JM, Pumpa KL, Quinlan C, Ikin A, Toohey K, Smee DJ, et al.

Cognition in breast cancer survivors: a pilot study of interval and continuous

exercise. J Sci Med Sport. (2019) 22:580–5. doi: 10.1016/j.jsams.2018.11.026

77. Stringuetta-Belik F, Silva VRO, Shirashi FG, Goncalves RS, Barretti

P, Caramori JCT, et al. The role of intradialytic aerobic training

in improved functional capacity and cognitive function in patients

with chronic kidney disease on hemodialysis. Eur Heart J. (2013)

34(suppl_1):P3398. doi: 10.1093/eurheartj/eht309.P3398

78. Kaufman CS, Honea RA, Pleen J, Lepping RJ, Watts A, Morris JK, et

al. Aerobic exercise improves hippocampal blood flow for hypertensive

Apolipoprotein E4 carriers. J Cereb Blood Flow Metab. (2021) 41:2026–

37. doi: 10.1177/0271678X21990342

79. Thomas BP, Tarumi T, Sheng M, Tseng B, Womack KB, Cullum CM, et

al. Brain perfusion change in patients with mild cognitive impairment

after 12 months of aerobic exercise training. J Alzheimers Dis JAD. (2020)

75:617–31. doi: 10.3233/JAD-190977

80. Chapman SB, Aslan S, Spence JS, DeFina LF, Keebler MW, Didehbani

N, et al. Shorter term aerobic exercise improves brain, cognition,

and cardiovascular fitness in aging. Front Aging Neurosci. (2013)

5:75. doi: 10.3389/fnagi.2013.00075

81. Maass A, Düzel S, Goerke M, Becke A, Sobieray U, Neumann K, et al.

Vascular hippocampal plasticity after aerobic exercise in older adults. Mol

Psychiatry. (2015) 20:585–93. doi: 10.1038/mp.2014.114

82. van der Kleij LA, Petersen ET, Siebner HR, Hendrikse J, Frederiksen

KS, Sobol NA, et al. The effect of physical exercise on cerebral

blood flow in Alzheimer’s disease. NeuroImage Clin. (2018) 20:650–

4. doi: 10.1016/j.nicl.2018.09.003

83. Vital TM, Stein AM, de Melo Coelho FG, Arantes FJ, Teodorov E, Santos-

Galduróz RF. Physical exercise and vascular endothelial growth factor

(VEGF) in elderly: a systematic review.Arch Gerontol Geriatr. (2014) 59:234–

9. doi: 10.1016/j.archger.2014.04.011

84. Boyne P, Meyrose C, Westover J, Whitesel D, Hatter K, Reisman

DS, et al. Effects of exercise intensity on acute circulating

molecular responses post-stroke. Neurorehabil Neural Repair. (2020)

34:222–34. doi: 10.1177/1545968319899915

85. Warburton DER, Bredin SSD. Health benefits of physical activity: a

systematic review of current systematic reviews. Curr Opin Cardiol. (2017)

32:541–56. doi: 10.1097/HCO.0000000000000437

86. Reiner M, Niermann C, Jekauc D, Woll A. Long-term health benefits of

physical activity – a systematic review of longitudinal studies. BMC Public

Health. (2013) 13:813. doi: 10.1186/1471-2458-13-813

87. Cumming TB, Tyedin K, Churilov L, Morris ME, Bernhardt J. The effect of

physical activity on cognitive function after stroke: a systematic review. Int

Psychogeriatr. (2012) 24:557–67. doi: 10.1017/S1041610211001980

88. Blake H, Mo P, Malik S, Thomas S. How effective are physical

activity interventions for alleviating depressive symptoms

in older people? A systematic review. Clin Rehabil. (2009)

23:873–87. doi: 10.1177/0269215509337449

89. McDowell CP, Dishman RK, Gordon BR, Herring MP. Physical activity

and anxiety: a systematic review and meta-analysis of prospective cohort

studies. Am J Prev Med. (2019) 57:545–56. doi: 10.1016/j.amepre.2019.

05.012

90. Whelton SP, Chin A, Xin X, He J. Effect of aerobic exercise on blood pressure:

a meta-analysis of randomized, controlled trials. Ann Intern Med. (2002)

136:493–503. doi: 10.7326/0003-4819-136-7-200204020-00006

Frontiers in Neurology | www.frontiersin.org 12 February 2022 | Volume 13 | Article 804187

https://doi.org/10.1249/JSR.0b013e3181e7da73
https://doi.org/10.1159/000347061
https://doi.org/10.3174/ajnr.A1695
https://doi.org/10.3389/fcell.2015.00019
https://doi.org/10.1113/jphysiol.2004.068197
https://doi.org/10.1152/ajpheart.00880.2020
https://doi.org/10.1186/1479-5868-7-39
https://doi.org/10.1152/physrev.00014.2016
https://doi.org/10.1503/cmaj.051351
https://doi.org/10.1016/j.cell.2014.10.029
https://doi.org/10.1152/jappl.1965.20.2.253
https://doi.org/10.1113/EP086249
https://doi.org/10.1046/j.1523-1755.1999.00610.x
https://doi.org/10.1152/japplphysiol.91353.2008
https://doi.org/10.1016/j.arr.2009.07.002
https://doi.org/10.1042/CS20100476
https://doi.org/10.1177/0271678X20957807
https://doi.org/10.1113/jphysiol.2008.158279
https://doi.org/10.3389/fnagi.2019.00281
https://doi.org/10.1113/jphysiol.2012.239053
https://doi.org/10.36660/ijcs.20200244
https://doi.org/10.1161/STROKEAHA.110.607879
https://doi.org/10.1097/HJH.0b013e328364decc
https://pubmed.ncbi.nlm.nih.gov/22976741/
https://doi.org/10.1016/j.jsams.2018.11.026
https://doi.org/10.1093/eurheartj/eht309.P3398
https://doi.org/10.1177/0271678X21990342
https://doi.org/10.3233/JAD-190977
https://doi.org/10.3389/fnagi.2013.00075
https://doi.org/10.1038/mp.2014.114
https://doi.org/10.1016/j.nicl.2018.09.003
https://doi.org/10.1016/j.archger.2014.04.011
https://doi.org/10.1177/1545968319899915
https://doi.org/10.1097/HCO.0000000000000437
https://doi.org/10.1186/1471-2458-13-813
https://doi.org/10.1017/S1041610211001980
https://doi.org/10.1177/0269215509337449
https://doi.org/10.1016/j.amepre.2019.05.012
https://doi.org/10.7326/0003-4819-136-7-200204020-00006
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Hung et al. Physical Activity and Collateral Circulation

91. Sampath Kumar A, Maiya AG, Shastry BA, Vaishali K, Ravishankar N,

Hazari A, et al. Exercise and insulin resistance in type 2 diabetes mellitus:

A systematic review and meta-analysis. Ann Phys Rehabil Med. (2019)

62:98–103. doi: 10.1016/j.rehab.2018.11.001

92. Lin X, Zhang X, Guo J, Roberts CK, McKenzie S, Wu WC, et al.

Effects of exercise training on cardiorespiratory fitness and biomarkers

of cardiometabolic health: a systematic review and meta-analysis of

randomized controlled trials. J Am Heart Assoc Cardiovasc Cerebrovasc Dis.

(2015) 4:e002014. doi: 10.1161/JAHA.115.002014

93. Nelson M, Rejeski W, Blair S, Duncan P, Judge J, King A,

et al. Physical activity and public health in older adults:

recommendation from the American College of Sports Medicine

and the American Heart Association. Circulation. (2007)

116:1094–105. doi: 10.1161/CIRCULATIONAHA.107.185650

94. Billinger SA, Ross A, Bernhardt J, Eng JJ, Franklin BA, Mortag JC, et al.

physical activity and exercise recommendations for stroke survivors. Stroke.

(2014) 45:2532–53. doi: 10.1161/STR.0000000000000022

95. Rzechorzek W, Zhang H, Buckley BK, Hua K, Pomp D, Faber JE.

Aerobic exercise prevents rarefaction of pial collaterals and increased stroke

severity that occur with aging. J Cereb Blood Flow Metab. (2017) 37:3544–

55. doi: 10.1177/0271678X17718966

96. Nickolay T, Nichols S, Ingle L, Hoye A. Exercise training as a mediator for

enhancing coronary collateral circulation: a review of the evidence. Curr

Cardiol Rev. (2020) 16:212–20. doi: 10.2174/1573403X15666190819144336

97. Möbius-Winkler S, Uhlemann M, Adams V, Sandri M, Erbs S, Lenk K, et al.

Coronary collateral growth induced by physical exercise. Circulation. (2016)

133:1438–48. doi: 10.1161/CIRCULATIONAHA.115.016442

98. Stoller O, de Bruin ED, Knols RH, Hunt KJ. Effects of cardiovascular exercise

early after stroke: systematic review and meta-analysis. BMC Neurol. (2012)

12:45. doi: 10.1186/1471-2377-12-45

99. McVerry F, Liebeskind DS, Muir KW. Systematic review of methods for

assessing leptomeningeal collateral flow. Am J Neuroradiol. (2012) 33:576–

82. doi: 10.3174/ajnr.A2794

100. Campbell BCV. Optimal imaging at the primary stroke center. Stroke. (2020)

51:1932–40. doi: 10.1161/STROKEAHA.119.026734

101. Demeestere J, Wouters A, Christensen S, Lemmens R, Lansberg MG. Review

of perfusion imaging in acute ischemic stroke. Stroke. (2020) 51:1017–

24. doi: 10.1161/STROKEAHA.119.028337

102. Strath SJ, Kaminsky LA, Ainsworth BE, Ekelund U, Freedson PS, Gary RA,

et al. Guide to the assessment of physical activity: clinical and research

applications: a scientific statement from the American Heart Association.

Circulation. (2013) 128:2259–79. doi: 10.1161/01.cir.0000435708.67487.da

103. Spartano NL, Bernhardt J. Prestroke physical activity to reduce stroke

severity: moving to lower risk with light activity. Neurology. (2018) 91:727–

8. doi: 10.1212/WNL.0000000000006342

104. Prince SA, Adamo KB, Hamel ME, Hardt J, Gorber SC, Tremblay M.

A comparison of direct versus self-report measures for assessing physical

activity in adults: a systematic review. Int J Behav Nutr Phys Act. (2008)

5:56. doi: 10.1186/1479-5868-5-56

105. Arenillas JF, Cortijo E, García-Bermejo P, Levy EI, Jahan R, Liebeskind D,

et al. Relative cerebral blood volume is associated with collateral status and

infarct growth in stroke patients in SWIFT PRIME. J Cereb Blood Flow

Metab. (2018) 38:1839–47. doi: 10.1177/0271678X17740293

106. Seker F, Potreck A, Möhlenbruch M, Bendszus M, Pham M.

Comparison of four different collateral scores in acute ischemic

stroke by CT angiography. J NeuroInterventional Surg. (2016)

8:1116–8. doi: 10.1136/neurintsurg-2015-012101

107. Higashida Randall T, Furlan Anthony J. Trial design and reporting standards

for intra-arterial cerebral thrombolysis for acute ischemic stroke. Stroke.

(2003) 34:e109–37. doi: 10.1161/01.STR.0000082721.62796.09

108. Alberta Stroke Program. Alberta Stroke Program Early CT Score - mCTA

Collateral Flow Score for Assessment in Acute Stroke. Available online at:

http://aspectsinstroke.com/collateral-scoring (accessed October 3, 2021).

109. Christoforidis GA, Karakasis C, Mohammad Y, Caragine LP, Yang M, Slivka

AP. Predictors of hemorrhage following intra-arterial thrombolysis for acute

ischemic stroke: the role of pial collateral formation. Am J Neuroradiol.

(2009) 30:165–70. doi: 10.3174/ajnr.A1276

110. Christoforidis GA, Mohammad Y, Kehagias D, Avutu B, Slivka AP.

Angiographic assessment of pial collaterals as a prognostic indicator

following intra-arterial thrombolysis for acute ischemic stroke. AJNR

Am J Neuroradiol. (2005) 26:1789–97. https://pubmed.ncbi.nlm.nih.gov/

16091531/

111. Miteff F, Levi CR, Bateman GA, Spratt N, McElduff P, Parsons MW.

The independent predictive utility of computed tomography angiographic

collateral status in acute ischemic stroke. Brain. (2009) 132:2231–

8. doi: 10.1093/brain/awp155

112. Guenego Adrien, Marcellus David G, Martin Blake W, Christensen Soren,

Albers Gregory W, Lansberg Maarten G, et al. Hypoperfusion intensity

ratio is correlated with patient eligibility for thrombectomy. Stroke. (2019)

50:917–22. doi: 10.1161/STROKEAHA.118.024134

113. Guenego A, Fahed R, Albers GW, Kuraitis G, Sussman ES, Martin BW,

et al. Hypoperfusion intensity ratio correlates with angiographic collaterals

in acute ischemic stroke with M1 occlusion. Eur J Neurol. (2020) 27:864–

70. doi: 10.1111/ene.14181

114. Liu L, Ding J, Leng X, Pu Y, Huang LA, Xu A, et al. Guidelines for evaluation

and management of cerebral collateral circulation in ischemic stroke 2017.

Stroke Vasc Neurol. (2018) 3:117–30. doi: 10.1136/svn-2017-000135

115. Jethwa PR, Punia V, Patel TD, Duffis EJ, Gandhi CD, Prestigiacomo

CJ. Cost-effectiveness of digital subtraction angiography in

the setting of computed tomographic angiography negative

subarachnoid hemorrhage. Neurosurgery. (2013) 72:511–9; discussion

519. doi: 10.1227/NEU.0b013e318282a578

116. Bang OY, Goyal M, Liebeskind DS. Collateral circulation in ischemic stroke.

Stroke. (2015) 46:3302–9. doi: 10.1161/STROKEAHA.115.010508

117. Karadeli HH, Giurgiutiu DV, Cloonan L, Fitzpatrick K, Kanakis A, Ozcan

ME, et al. FLAIR vascular hyperintensity is a surrogate of collateral flow and

leukoaraiosis in patients with acute stroke due to proximal artery occlusion.

J Neuroimaging. (2016) 26:219–23. doi: 10.1111/jon.12274

118. Campbell BC, Søren C, Levi C, Desmond P, Donnan G, Davis

S, et al. Cerebral blood flow is the optimal CT perfusion

parameter for assessing infarct core. Stroke. (2011) 42:3435–

40. doi: 10.1161/STROKEAHA.111.618355

119. Campbell BCV,Mitchell PJ, Kleinig TJ, Dewey HM, Churilov L, Yassi N, et al.

Endovascular therapy for ischemic stroke with perfusion-imaging selection.

N Engl J Med. (2015) 372:1009–18. doi: 10.1056/NEJMoa1414792

120. Campbell BCV, Majoie CBLM, Albers GW, Menon BK, Yassi N, Sharma G,

et al. Penumbral imaging and functional outcome in patients with anterior

circulation ischemic stroke treated with endovascular thrombectomy versus

medical therapy: a meta-analysis of individual patient-level data. Lancet

Neurol. (2019) 18:46–55. doi: 10.1016/S1474-4422(18)30314-4

121. Albers GW, Marks MP, Kemp S, Christensen S, Tsai JP, Ortega-Gutierrez S,

et al. Thrombectomy for stroke at 6 to 16 hours with selection by perfusion

imaging. N Engl J Med. (2018) 378:708–18. doi: 10.1056/NEJMoa17

13973

122. Parsons M, Spratt N, Bivard A, Campbell B, Chung K, Miteff F, et al.

A randomized trial of tenecteplase versus alteplase for acute ischemic

stroke. N Engl J Med. (2012) 366:1099–107. doi: 10.1056/NEJMoa110

9842

123. Smit EJ, Vonken E jan, van der Schaaf IC, Mendrik AM, Dankbaar JW,

Horsch AD, et al. Timing-invariant reconstruction for deriving high-quality

CT angiographic data from cerebral CT perfusion data. Radiology. (2012)

263:216–25. doi: 10.1148/radiol.11111068

124. Calamante F, Christensen S, Desmond PM, Østergaard L, Davis

SM, Connelly A. The physiological significance of the time-to-

maximum (Tmax) parameter in perfusion MRI. Stroke. (2010)

41:1169–74. doi: 10.1161/STROKEAHA.110.580670

125. Olivot JM, Mlynash M, Thijs VN, Kemp S, Lansberg MG, Wechsler L, et

al. Optimal Tmax threshold for predicting penumbral tissue in acute stroke.

Stroke J Cereb Circ. (2009) 40:469–75. doi: 10.1161/STROKEAHA.108.

526954

126. Lyndon D, Broek M van den, Niu B, Yip S, Rohr A, Settecase F.

Hypoperfusion intensity ratio correlates with CTA collateral status in large-

vessel occlusion acute ischemic stroke. Am J Neuroradiol. (2021) 42:1380–86.

doi: 10.3174/ajnr.A7181

Frontiers in Neurology | www.frontiersin.org 13 February 2022 | Volume 13 | Article 804187

https://doi.org/10.1016/j.rehab.2018.11.001
https://doi.org/10.1161/JAHA.115.002014
https://doi.org/10.1161/CIRCULATIONAHA.107.185650
https://doi.org/10.1161/STR.0000000000000022
https://doi.org/10.1177/0271678X17718966
https://doi.org/10.2174/1573403X15666190819144336
https://doi.org/10.1161/CIRCULATIONAHA.115.016442
https://doi.org/10.1186/1471-2377-12-45
https://doi.org/10.3174/ajnr.A2794
https://doi.org/10.1161/STROKEAHA.119.026734
https://doi.org/10.1161/STROKEAHA.119.028337
https://doi.org/10.1161/01.cir.0000435708.67487.da
https://doi.org/10.1212/WNL.0000000000006342
https://doi.org/10.1186/1479-5868-5-56
https://doi.org/10.1177/0271678X17740293
https://doi.org/10.1136/neurintsurg-2015-012101
https://doi.org/10.1161/01.STR.0000082721.62796.09
http://aspectsinstroke.com/collateral-scoring
https://doi.org/10.3174/ajnr.A1276
https://pubmed.ncbi.nlm.nih.gov/16091531/
https://pubmed.ncbi.nlm.nih.gov/16091531/
https://doi.org/10.1093/brain/awp155
https://doi.org/10.1161/STROKEAHA.118.024134
https://doi.org/10.1111/ene.14181
https://doi.org/10.1136/svn-2017-000135
https://doi.org/10.1227/NEU.0b013e318282a578
https://doi.org/10.1161/STROKEAHA.115.010508
https://doi.org/10.1111/jon.12274
https://doi.org/10.1161/STROKEAHA.111.618355
https://doi.org/10.1056/NEJMoa1414792
https://doi.org/10.1016/S1474-4422(18)30314-4
https://doi.org/10.1056/NEJMoa1713973
https://doi.org/10.1056/NEJMoa1109842
https://doi.org/10.1148/radiol.11111068
https://doi.org/10.1161/STROKEAHA.110.580670
https://doi.org/10.1161/STROKEAHA.108.526954
https://doi.org/10.3174/ajnr.A7181
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Hung et al. Physical Activity and Collateral Circulation

127. Lin L, Yang J, Chen C, Tian H, Bivard A, Spratt NJ, et al. Association of

collateral status and ischemic core growth in patients with acute ischemic

stroke.Neurology. (2021) 96:e161–70. doi: 10.1212/WNL.0000000000011258

128. Guan J, Zhang S, Zhou Q, Li C, Lu Z. Usefulness of transcranial doppler

ultrasound in evaluating cervical-cranial collateral circulations. Interv

Neurol. (2013) 2:8–18. doi: 10.1159/000354732

129. Kramer SF, Hung SH, Brodtmann A. The impact of physical activity before

and after stroke on stroke risk and recovery: a narrative review. Curr Neurol

Neurosci Rep. (2019) 19:28. doi: 10.1007/s11910-019-0949-4

130. Krarup LH, Truelsen T, Gluud C, Andersen G, Zeng X, Kõrv

J, et al. Prestroke physical activity is associated with severity

and long-term outcome from first-ever stroke. Neurology. (2008)

71:1313–8. doi: 10.1212/01.wnl.0000327667.48013.9f

131. Krarup LH, Truelsen T, Pedersen A, Lerke H, Lindahl M, Hansen L, et

al. Level of physical activity in the week preceding an ischemic stroke.

Cerebrovasc Dis. (2007) 24:296–300. doi: 10.1159/000105683

132. Rist PM, Lee IM, Kase CS, Gaziano JM, Kurth T. Physical activity and

functional outcomes from cerebral vascular events in men. Stroke. (2011)

42:3352–6. doi: 10.1161/STROKEAHA.111.619544

133. Euser AM, Zoccali C, Jager KJ, Dekker FW. Cohort studies:

prospective versus retrospective. Nephron Clin Pract. (2009)

113:c214–7. doi: 10.1159/000235241

134. Wen CP, Liu CH, Jeng JS, Hsu SP, Chen CH, Lien LM, et al. Pre-stroke

physical activity is associated with fewer post-stroke complications, lower

mortality and a better long-term outcome. Eur J Neurol. (2017) 24:1525–

31. doi: 10.1111/ene.13463

135. Deplanque D, Masse I, Libersa C, Leys D, Bordet R. Previous leisure-time

physical activity dose dependently decreases ischemic stroke severity. Stroke

Res Treat. (2012) 2012:614925. doi: 10.1155/2012/614925

136. Deplanque D, Masse I, Lefebvre C, Libersa C, Leys D, Bordet

R. Prior TIA, lipid-lowering drug use, and physical activity

decrease ischemic stroke severity. Neurology. (2006) 67:1403–

10. doi: 10.1212/01.wnl.0000240057.71766.71

137. Decourcelle A, Moulin S, Sibon I, Murao K, Ronzière T, Godefroy O,

et al. Influence of previous physical activity on the outcome of patients

treated by thrombolytic therapy for stroke. J Neurol. (2015) 262:2513–

9. doi: 10.1007/s00415-015-7875-4

138. Grimby G, Börjesson M, Jonsdottir IH, Schnohr P, Thelle DS, Saltin

B. The “Saltin-Grimby Physical Activity Level Scale” and its application

to health research. Scand J Med Sci Sports. (2015) 25(Suppl 4):119–

25. doi: 10.1111/sms.12611

139. Ricciardi AC, López-Cancio E, Pérez de la Ossa N, Sobrino T, Hernández-

Pérez M, Gomis M, et al. Prestroke physical activity is associated with

good functional outcome and arterial recanalization after stroke due to

a large vessel occlusion. Cerebrovasc Dis Basel Switz. (2014) 37:304–

11. doi: 10.1159/000360809

140. Lopez-Cancio E, Ricciardi AC, Sobrino T, Cortes J, de la Ossa

NP, Millan M, et al. Reported prestroke physical activity is

associated with vascular endothelial growth factor expression

and good outcomes after stroke. J Stroke Cerebrovasc Dis. (2017)

26:425–30. doi: 10.1016/j.jstrokecerebrovasdis.2016.10.004

141. Craig CL, Marshall AL, Sjöström M, Bauman AE, Booth ML,

Ainsworth BE, et al. International physical activity questionnaire:

12-country reliability and validity. Med Sci Sports Exerc. (2003)

35:1381–95. doi: 10.1249/01.MSS.0000078924.61453.FB

142. Washburn RA, Smith KW, Jette AM, Janney CA. The physical activity scale

for the elderly (PASE): development and evaluation. J Clin Epidemiol. (1993)

46:153–62. doi: 10.1016/0895-4356(93)90053-4

143. Murray NM, Culbertson CJ, Wolman DN, Mlynash M, Lansberg MG.

Hypoperfusion intensity ratio predicts malignant edema and functional

outcome in large-vessel occlusive stroke with poor revascularization.

Neurocrit Care. (2020) 35:79–86. doi: 10.1007/s12028-020-0

1152-6

144. Mohammaden MH, Haussen DC, Pisani L, Al-Bayati AR, Camara CP

da, Bhatt N, et al. Baseline ASPECTS and hypoperfusion intensity ratio

influence the impact of first pass reperfusion on functional outcomes.

J NeuroInterv Surg. (2020) 13:124–9. doi: 10.1136/neurintsurg-2020-0

15953

145. Rao VL, Mlynash M, Christensen S, Yennu A, Kemp S, Zaharchuk G, et al.

Collateral status contributes to differences between observed and predicted

24-h infarct volumes in DEFUSE 3. J Cereb Blood Flow Metab. (2020)

40:1966–74. doi: 10.1177/0271678X20918816

146. Cortijo E, Calleja AI, García-Bermejo P, Mulero P, Pérez-Fernández S,

Reyes J, et al. Relative cerebral blood volume as a marker of durable

tissue-at-risk viability in hyperacute ischemic stroke. Stroke. (2014) 45:113–

8. doi: 10.1161/STROKEAHA.113.003340

147. Boyd LA, Hayward KS, Ward NS, Stinear CM, Rosso C, Fisher RJ, et

al. Biomarkers of stroke recovery: consensus-based core recommendations

from the stroke recovery and rehabilitation roundtable. Int J Stroke. (2017)

12:480–93. doi: 10.1177/1747493017714176

148. Saunders DH, Sanderson M, Hayes S, Johnson L, Kramer S, Carter DD, et al.

Physical fitness training for stroke patients. Cochr Database Syst Rev. (2020)

3:CD003316. doi: 10.1002/14651858.CD003316.pub7

149. Stroke Foundation. Clinical Guidelines for Stroke Management. Melbourne,

NSW: Stroke Foundation (2021).

150. Limaye NS, Carvalho LB, Kramer S. Effects of aerobic exercise on serum

biomarkers of neuroplasticity and brain repair in stroke: a systematic review.

Arch PhysMed Rehabil. (2021) 102:1633–44. doi: 10.1016/j.apmr.2021.04.010

151. Zeiher J, Ombrellaro KJ, Perumal N, Keil T, Mensink GBM,

Finger JD. Correlates and determinants of cardiorespiratory

fitness in adults: a systematic review. Sports Med Open. (2019)

5:39. doi: 10.1186/s40798-019-0211-2

152. DeFina LF, Haskell WL, Willis BL, Barlow CE, Finley CE, Levine BD, et

al. Physical activity versus cardiorespiratory fitness: two (partly) distinct

components of cardiovascular health? Prog Cardiovasc Dis. (2015) 57:324–

9. doi: 10.1016/j.pcad.2014.09.008

153. Ross R, Blair SN, Arena R, Church TS, Després JP, Franklin BA,

et al. Importance of assessing cardiorespiratory fitness in clinical

practice: a case for fitness as a clinical vital sign: a scientific

statement from the american heart association. Circulation. (2016)

134:e653–99. doi: 10.1161/CIR.0000000000000461

Conflict of Interest: The authors declare that the manuscript and research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Hung, Kramer, Werden, Campbell and Brodtmann. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Neurology | www.frontiersin.org 14 February 2022 | Volume 13 | Article 804187

https://doi.org/10.1212/WNL.0000000000011258
https://doi.org/10.1159/000354732
https://doi.org/10.1007/s11910-019-0949-4
https://doi.org/10.1212/01.wnl.0000327667.48013.9f
https://doi.org/10.1159/000105683
https://doi.org/10.1161/STROKEAHA.111.619544
https://doi.org/10.1159/000235241
https://doi.org/10.1111/ene.13463
https://doi.org/10.1155/2012/614925
https://doi.org/10.1212/01.wnl.0000240057.71766.71
https://doi.org/10.1007/s00415-015-7875-4
https://doi.org/10.1111/sms.12611
https://doi.org/10.1159/000360809
https://doi.org/10.1016/j.jstrokecerebrovasdis.2016.10.004
https://doi.org/10.1249/01.MSS.0000078924.61453.FB
https://doi.org/10.1016/0895-4356(93)90053-4
https://doi.org/10.1007/s12028-020-01152-6
https://doi.org/10.1136/neurintsurg-2020-015953
https://doi.org/10.1177/0271678X20918816
https://doi.org/10.1161/STROKEAHA.113.003340
https://doi.org/10.1177/1747493017714176
https://doi.org/10.1002/14651858.CD003316.pub7
https://doi.org/10.1016/j.apmr.2021.04.010
https://doi.org/10.1186/s40798-019-0211-2
https://doi.org/10.1016/j.pcad.2014.09.008
https://doi.org/10.1161/CIR.0000000000000461
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Pre-stroke Physical Activity and Cerebral Collateral Circulation in Ischemic Stroke: A Potential Therapeutic Relationship?
	Introduction
	Search Strategy
	The Cerebral Collateral Circulation System
	Pathophysiology of Cerebral Collateral Recruitment
	The Anatomical Variations in Collateral Vessels
	The Capacity of Collateral Vessels to Vasodilate

	Individual Risk Factors for Poor Collateral Recruitment

	Physical Activity and Its Potential Association With Cerebral Collateral Recruitment
	Cardiovascular Response to Physical Activity
	Cerebrovascular Adaptations to Physical Activity
	Physical Activity Guidelines and Individual Risk Factors

	Studies Directly Assessing the Association Between Physical Activity and Cerebral Collateral Circulation
	Measuring Cerebral Collateral Circulation
	Measuring Pre-Stroke Physical Activity Levels
	Discussion
	Potential Barriers and Solutions to Measuring Collateral Circulation
	Physical Activity, Collateral Circulation, and Post-stroke Recovery

	Conclusion
	Data Availability Statement
	Author Contributions
	References


