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Abstract 

Background: Decreased physical activity had been reported to be a common causal and modifiable risk factor for 
major vascular events. However, the relationship of physical activity and sedentary leisure time with carotid athero-
sclerosis in population with high risk for cardiovascular diseases (CVDs) is still inconclusive. We aimed to evaluate the 
association of physical activity and sedentary leisure time with the risk of carotid atherosclerosis, and investigate any 
possible effect modifiers in population with high risk for CVDs.

Methods:   The study population was drawn from the China Patient-Centered Evaluative Assessment of Cardiac 
Events (PEACE) Million Persons Project-Jiangsu project, which is a population-based screening project that included 
permanent residents aged 35-75 years from 6 surveillance cities in Jiangsu Province. Linear regression models were 
used to evaluate the association of physical activity and sedentary leisure time with carotid intima-media thickness 
(CIMT). The risks of abnormal carotid artery and carotid plaque (CP) were estimated by odds ratios (ORs) and 95% 
confidence intervals (CIs) using logistic regression.

Results: Overall, a total of 10,920 participants were enrolled in the final analysis. There was a significant inverse asso-
ciation of physical activity level with CIMT (per SD increase: β=-0.0103; 95%CI: -0.0154, -0.0053). The risk of abnormal 
carotid artery and CP decreased significantly with the increase of physical activity level (per SD increase: OR=0.908, 
95%CI: 0.869-0.948; OR=0.900, 95%CI: 0.857-0.945, respectively). When physical activity level was categorized as quar-
tiles, a significantly lower risk of abnormal carotid artery and CP was found in quartiles 2-4 with quartile 1 as reference 
(P<0.05 for all). Furthermore, the inverse association were stronger in participants with age ≥60 years (vs. <60 years, 
Pinteraction<0.001 for both). However, there were no significant association of sedentary leisure time with CIMT, abnor-
mal carotid artery and CP.

Conclusions: In population with high risk for CVDs, physical activity was inversely associated with CIMT, abnormal 
carotid artery and CP, particularly among the elders. Sedentary leisure time was not associated with them. These 
results suggested that physical activity is important for carotid vascular health, and perhaps especially in elder 
population.
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Introduction
  In recent years, cardiovascular diseases (CVDs) is the 
leading cause of disability and premature death world-
wide, representing a severe public health problem [1]. By 
2030, approximately 23.6 million people are predicted 
to die from cardiovascular diseases annually [2]. Ath-
erosclerosis, as the main pathological process of most 
cardiovascular diseases, can reflect early vascular dam-
age and predict future cardiovascular outcomes, and the 
early detection of atherosclerosis mainly focus on carotid 
artery [3, 4]. Carotid intima-media thickness (CIMT) and 
carotid plaque (CP) are usually used as markers of sub-
clinical atherosclerosis which could reflect the occur-
rence of CVD independently of traditional CVD risk 
factors [5]. In 2020, the prevalence of carotid atheroscle-
rosis (CAS) in people aged 30-79 years is estimated to 
be 48.7% globally, equivalent to 1882.46 million affected 
people and a percentage change of approximately 58% 
from 2000 [2]. At the same time, the number of people 
affected by CAS and CP will increase to 267.25 million 
and 199.83 million, respectively, by 2020 [6]. An upward 
trend of prevalence of CAS is very likely in the foreseen 
future, therefore, the huge and still growing prevalence 
of CAS and CP indicates that identifying modifiable risk 
factors for implementation of preventive measures is 
urgently needed.

Increasing physical activity level and reducing seden-
tary leisure time had been reported to be common causal 
and modifiable risk factors for major vascular events [7, 
8]. This protective effect may be attributed to improve-
ments in blood pressure, plasma lipoprotein profile, 
insulin sensitivity, and mood [9]. Several studies have 
investigated the association of physical activity level and 
sedentary leisure time with CIMT and CAS [10–14]. 
Most studies observed a relationship of higher physical 
activity and lower sedentary time with lower CIMT [10–
12], and less CAS [10, 12]. However, two previous popu-
lation-based studies didn’t show the relationship [13, 14]. 
Therefore, the relationship of physical activity level and 
sedentary leisure time with CAS remain unclear. Moreo-
ver, populationwide public health approaches alone will 
not have an immediate tangible impact on cardiovas-
cular morbidity and will have only a modest absolute 
impact on the disease burden. By themselves they cannot 
help the millions of individuals with high risk for CVDs 
[15]. How to target individuals with high risk for CVDs, 
using cost-effective preventive approaches is urgently 
needed. Meanwhile, current guidelines for CVD preven-
tion generally recommend a healthy lifestyle, particularly 
regular physical activity [15] which are mainly based on 
data from studies in general population. There is cur-
rently insufficient data from individuals with high risk for 
CVDs.

Therefore, we aimed to explore whether there is an 
association of physical activity level and sedentary lei-
sure time with CAS assessed by CIMT, CP and abnormal 
carotid artery, and to examine the possible effect modi-
fiers in population with high risk for cardiovascular dis-
eases (CVDs) in China.

Materials and methods
Study design and participants
  A government-funded public health program was con-
ducted in 2015 in Jiangsu province, which is part of 
China PEACE (Patient-centered Evaluative Assessment 
of Cardiac Events) Million Persons Project [16], launched 
by China National Center for Cardiovascular Diseases 
(NCCD). The project is consisted of 3 stages: screening 
and recruitment, a short-term (3-month) and a long-
term (12-month) follow-up, with the objective of identi-
fying population with high risk of CVDs and counseling 
potential lifestyle changes. From 2015 to 2016, 71,511 
permanent residents aged 35 to 75 from 6 surveillance 
sites (Changzhou, Huaian, Jiawang, Changshu, Haian, 
Donghai) in Jiangsu Province of China were recruited 
by convenience sampling. Participants with high risk for 
CVDs are defined as meeting one of the following crite-
ria: (1) history of any disease or treatment of myocardial 
infarction (MI), ischemic or hemorrhagic stroke, percu-
taneous coronary intervention (PCI) or coronary artery 
bypass graft (CABG); (2) systolic blood pressure (SBP) 
≥160 mmHg or diastolic blood pressure (DBP) ≥100 
mmHg; (3) low-density lipoprotein cholesterol (LDL-C) 
≥4.14 mmol/L or high-density lipoprotein cholesterol 
(HDL-C) <0.78 mmol/L; (4) a 10-year risk of CVD ≥20% 
[15]. Overall, 18,520 participants with high risk for CVDs 
were screened. Among them, 7600 participants with a 
history of CVD or with incomplete data were excluded. 
Finally, a total of 10,920 participants were enrolled in the 
analysis (Fig. 1).  The study was approved by the Central 
Ethics Committee of the China National Center for Car-
diovascular Disease, Beijing, China.  All enrolled partici-
pants provided written informed consent.

Data collection
During the initial screening stage, each participant 
received face-to-face questionnaire interview, physical 
examination and laboratory measurement.

The questionnaire included information on: (1) sex, 
age and other general demographic data; (2) smoking 
and drinking status; (3) education and annual household 
income; (4) history of diseases and treatment. Anthropo-
metric measurements included height, weight and waist 
circumference (WC). Participants were required to wear 
light clothes, with no shoes and no headgear while being 
measured for height and weight. Body mass index (BMI) 
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was calculated by dividing weight (kg) by height  (m2). 
Seated blood pressure was measured twice on the right 
upper arm after 5  min of rest with an automatic digital 
sphygmomanometer (Omron HBP-1300; Omron Cor-
poration, Kyoto, Japan). If the difference between the 
two SBP readings was greater than 10 mmHg, a third 
measurement was obtained and the average of the last 
2 readings was used. Fasting vein blood glucose test 
was performed by a rapid glucose analyzer (BeneCheck 
PD-G001-2; General Life Biotechnology Co., Ltd., Tai-
wan, China) and total cholesterol (TC), triglyceride (TG), 
HDL-C and LDL-C is performed by a rapid lipid analyzer 
(CardioChek PA Analyzer; Polymer Technology Systems, 

Indiana, USA). LDL-C is calculated using the values of 
TC, HDL-C and TG levels in the Friedewald equation.

Physical activity and sedentary behavior measurement
Physical activity level and sedentary behavior were 
assessed using questionnaires. The questions on physi-
cal activity and sedentary leisure time were adapted 
from the China Kadoorie Biobank (CKB) [17], and CKB 
study were adapted from validated questionnaires used 
in previous other studies  [18, 19]. Participants were 
asked about their usual type and duration of activities 
in each of the four domains (occupational, commut-
ing, domestic, and leisure-time) in the past 12 months. 

Fig. 1 Flow chart of the participants enrolled in the final study
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Occupational related physical activities included farm-
ers (including manual work in the farming season, 
semi-mechanized work in the farming season, fully 
mechanized work in the farming season, work outside 
the farming season) and nonfarmers (including heavy 
manual work, manual work, standing work, sedentary 
work). Commuting related physical activities included 
walking, bicycle, motorbike, private or public trans-
portation (such as bus, car, underground, and ferry). 
Domestic related physical activities included house-
hold activities. Leisure-time related physical activi-
ties included Tai-Chi/qigong/leisure walking, jogging/
aerobic exercise, ball games, brisk walking/gymnastics/
folk dancing, swimming, other exercise (e.g. mountain 
hiking, home exercise and rope jumping). Every spe-
cific physical activity was assigned a specific metabolic 
equivalent of task (MET) derived from the 2011 Com-
pendium of Physical Activity [20]. For every physical 
activity level, the amount per day was calculated by 
multiplying the time spent on the activity in hours per 
day by the MET of the activity, expressed in MET-h/d. 
The total amount of physical activity level per day was 
the sum of all activities.

Participants were asked how many hours per day they 
spent on sedentary activities during leisure-time such 
as watching television, reading, playing card games and 
weaving was defined as sedentary leisure time.

Carotid ultrasound examination
All carotid ultrasound examinations were obtained by 
registered ultrasound physicians (certificates issued 
by Jiangsu Commission of Health) who have worked 
for at least 5 years.  Ultrasound assessment technique 
followed the recommended guidelines for ultrasound 
measurement approved by National Center for Car-
diovascular Disease. CIMT (mm) were measured for 
both the right and left common carotid arteries using 
ultrasound scanner equipped with a variable frequency 
(5-12  MHz) linear array transducer. Bilateral carotid 
arteries were scanned with the common carotid artery 
bifurcation and the near and far walls of the distal 
1-1.5 cm proximal to its bifurcation. The IMT of poste-
rior wall with the minimum diameter of carotid artery 
in diastolic period was used. CIMT values were calcu-
lated as the average of three areas on both the right and 
left carotid artery. Abnormal carotid artery was defined 
as CIMT ≥1.0 mm at any measurement position [21], 
and CP was defined as appear one or more of the fol-
lowing conditions in the left or right common carotid 
artery segment: a thickness of 1.5 mm from the intima-
lumen interface to the media-adventitia interface, or 

more encroaching into the lumen or at least 0.5 mm or 
50% compared with the surrounding CIMT values [22].

Statistical analysis
Characteristics were presented as means (standard devia-
tion) for continuous variables and proportions for cate-
gorical variables. The differences characteristics between 
abnormal and normal carotid artery were compared 
using one-way ANOVA tests (and using Kruskal-Wallis 
test when variables were abnormal distribution) for con-
tinuous variables or chi-square tests for categorical vari-
ables, accordingly.

We used restricted cubic splines [23] with five knots 
at the 5th, 35th, 50th, 65th, and 95th centiles to flexibly 
model the association of physical activity level and sed-
entary leisure time with CIMT. Physical activity level was 
normalized by Z-score. Multivariable linear regression 
models were also performed to determine the association 
of physical activity level (per SD increase) and seden-
tary leisure time (per SD increase) with CIMT. Multi-
variable logistic regression models were performed to 
determine the association of sedentary leisure time (per 
SD increase), physical activity level (per SD increase), 
sedentary leisure time quartiles (<1.0, 1.0-<1.7, 1.7-<2.5, 
and ≥2.5 h/d) and physical activity level quartiles (<5.6, 
5.6-<12.2, 12.2-<23.3, and ≥23.3 MET-h/d) with abnor-
mal carotid artery and CP. Multivariable linear regression 
models were adjusted for, if not sedentary leisure time by, 
sex, age, BMI, WC, SBP and DBP, current smoker, alcohol 
drinker, education, household income, fasting glucose, 
TC, HDL-C, TG and LDL-C and sedentary leisure time. 
Multivariable logistic regression models were adjusted 
for, if not physical activity level or sedentary leisure time 
by, sex, age, BMI, WC, SBP, DBP, current smoker, alcohol 
drinker, education, household income, fasting glucose, 
TC, HDL-C, TG, LDL-C, physical activity level and sed-
entary leisure time.

In additional exploratory analyses, possible modi-
fications of the association of physical activity level 
(per SD increase) with abnormal carotid artery and 
CP were also assessed for the variables, including sex 
(males vs. females), age (<60 vs. ≥60 years), BMI (<24.0 
vs. ≥24.0  kg/m2), current smoker (no vs. yes), alco-
hol drinker (no vs. yes), fasting glucose (<7.0 vs. ≥7.0 
mmol/L), TC (<6.2 vs. ≥6.2 mmol/L), HDL-C (<1.0 vs. 
≥1.0 mmol/L), TG (<2.3 vs. ≥2.3 mmol/L) and LDL-C 
(<4.1 vs. ≥4.1 mmol/L) by including interaction terms 
(physical activity plus one of modifier variables) into the 
logistic regression models.

R software, version 3.5.3 (http:// www.R- proje ct. 
org/) was used for all statistical analyses. A two-tailed 
P<0.05 was considered to be statistically significant in all 
analyses.

http://www.R-project.org/
http://www.R-project.org/
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Patient and public involvement
No patients were involved in the development of the 
research question, outcome measures, design, recruit-
ment and conduct of this study.

Results
Characteristics of the study participants
As shown in Fig. 1, a total of 10,920 participants with an 
average age of 59.3 years (SD, 8.9 years) were enrolled 
in the final analysis. The participant characteristics by 
carotid artery categories were presented in Table 1. The 
mean physical activity level was 16.8 MET-h/d (SD, 13.8 
MET-h/d). Abnormal carotid artery was detected in 5726 
(52.4%) participants. Participants with abnormal carotid 
artery were more likely to be male, the elderly, current 
smokers, alcohol drinkers, and have higher WC, SBP, 
fasting glucose, TC, LDL-C, CIMT, and lower DBP, phys-
ical activity level, household income level, as compared 
to those with normal carotid artery.

Association of physical activity level and sedentary leisure 
time with CIMT
  The mean CIMT was 0.7 mm (SD, 0.3 mm) (Table 1). 
Overall, restricted cubic spline graphs revealed a signifi-
cant inverse association between physical activity level 
and CIMT (per SD increase: β=-0.0103; 95% CI: -0.0154, 
-0.0053) (Fig. 2).

However, there was no significant association of seden-
tary leisure time with CIMT (per SD increase: β=-0.0004; 
95% CI: -0.0052, 0.0043) (Fig. 2).

Association of physical activity level and sedentary leisure 
time with abnormal carotid artery and CP
The prevalence of abnormal carotid artery and CP was 
52.4% and 43.6%, respectively (Table 2).

In the multivariate logistic regression models, the phys-
ical activity level was inversely correlated with abnor-
mal carotid artery and CP (per SD increase: OR=0.908, 
95%CI: 0.869-0.948, P<0.001; OR=0.900, 95%CI: 0.857-
0.945, P<0.001; respectively). Consistently, when physical 

Table 1 Characteristics of the study  participantsa

a WC, waist circumference; BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; TC, total cholesterol; HDL-C, high-density lipoprotein 
cholesterol; TG, triglyceride; LDL-C, low-density lipoprotein cholesterol; CIMT, carotid intima-media thickness.

Variables Total Carotid artery P value

Normal Abnormal

Number (%) 10,920 5194 (47.6) 5726 (52.4)

Male, No. (%) 4613 (42.2) 1955 (37.6) 2658 (46.4) <0.001

Age, mean (SD), years 59.3 (8.9) 56.1 (8.8) 62.2 (7.9) <0.001

WC, mean (SD), cm 86.8 (9.5) 86.3 (9.4) 87.2 (9.6) <0.001

BMI, mean (SD), kg/m2 26.4 (3.4) 26.4 (3.4) 26.4 (3.4) 0.650

SBP, mean (SD), mmHg 163.9 (19.9) 164.1 (20.2) 166.2 (19.3) <0.001

DBP, mean (SD), mmHg 90.9 (12.2) 91.7 (12.2) 90.2 (12.2) <0.001

Fasting glucose, mean (SD), mmol/L 6.6 (2.0) 6.4 (1.8) 6.7 (2.1) <0.001

TC, mean (SD), mmol/L 4.92 (1.18) 4.85 (1.17) 4.98 (1.18) <0.001

HDL-C, mean (SD), mmol/L 1.34 (0.44) 1.33 (0.45) 1.35 (0.44) 0.073

TG, mean (SD), mmol/L 1.71 (0.97) 1.73 (1.00) 1.69 (0.95) 0.287

LDL-C, mean (SD), mmol/L 2.78 (0.97) 2.71 (0.95) 2.84 (0.99) <0.001

Household income, No. (%), Yuan/year <0.001

 <10,000 1860 (17.0) 703 (13.5) 1157 (20.2)

 10000-50000 5965 (54.6) 2857 (55.0) 3108 (54.3)

 ≥50,000 3095 (28.4) 1634 (31.5) 1461 (25.5)

Education, No. (%) <0.001

 Primary or lower 6152 (56.3) 2655 (51.1) 3497 (61.1)

 Secondary school 4358 (39.9) 2287 (44.0) 2071 (36.2)

 College or above 410 (3.8) 252 (4.9) 158 (2.7)

Current smoker, No. (%) 2422 (22.2) 980 (18.9) 1442 (25.2) <0.001

Alcohol drinker, No. (%) 3214 (29.4) 1401 (27.0) 1813 (31.7) <0.001

Physical activity level, mean (SD), MET-h/d 16.8 (13.8) 18.6 (14.4) 15.1 (13.1) <0.001

Sedentary leisure time, mean (SD), h/d 1.9 (1.2) 1.9 (1.2) 1.9 (1.2) 0.562

CIMT, mean (SD), mm 0.7 (0.3) 0.6 (0.1) 0.8 (0.3) <0.001
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Fig. 2 The association of physical activity level (A) and sedentary leisure time (B) with  CIMTa. aβ of physical activity level (per SD increase:β=-0.0103; 
95CI:-0.0154, -0.0053) and sedentary leisure time (per SD increase:β=-0.0004; 95CI:-0.0052, 0.0043) with CIMT was estimated by linear regression, 
adjusted for, ifnot sedentary leisure time by, sex, age, BMI, WC, SBP, DBP, current smoker, alcohol drinker, education, household income, fasting 
glucose, TC, HDL-C, TG, LDL-C and sedentary leisure time. The dotted lines represent the 95% confidence intervals for the spline model. The range of 
physical activity level was restricted to1.3 to 55.7 MET-h/d because predictions less than 1.3 MET-h/d (1th percentile) and greater than 55.7 MET-h/d 
(99th percentile) are based on too few datapoints. The range of sedentary leisure time was restricted to 0.43 to 4.0 h/d because predictions less than 
0.43 h/d (5th percentile) and greater than 4.0 h/d (95th percentile) are based on too few data points

Table 2 The association of physical activity level and sedentary leisure time with abnormal carotid artery and CP

a All reference to normal group, adjusted for, if not physical activity level or sedentary leisure time by, sex, age, BMI, WC, SBP, DBP, current smoker, alcohol drinker, 
education, household income, fasting glucose, TC, HDL-C, TG, LDL-C, physical activity level and sedentary leisure time.

Variables Abnormal carotid artery CP

Event (%) OR (95%CI)a P value Event (%) OR (95%CI)a P value

Physical activity level, MET-h/d

 Per SD increase 5726 (52.4) 0.908 (0.869, 0.948) <0.001 4014 (43.6) 0.900 (0.857, 0.945) <0.001

 Quartiles

  Q1(<5.6) 1461 (60.2) 1.0 1130 (53.9) 1.0

  Q2(5.6-<12.2) 1708 (56.6) 0.875 (0.775, 0.928) 0.031 1177 (47.3) 0.745 (0.651, 0.851) <0.001

  Q3(12.2-<23.3) 1377 (50.2) 0.858 (0.758, 0.972) 0.016 904 (39.8) 0.729 (0.635, 0.837) <0.001

  Q4(≥23.3) 1180 (43.2) 0.761 (0.669, 0.865) <0.001 803 (34.1) 0.679 (0.589, 0.783) <0.001

  P for trend <0.001 <0.001

Sedentary leisure time, h/d

 Per SD increase 5726 (52.4) 1.011 (0.970, 1.054) 0.608 4014 (43.6) 1.036 (0.989, 1.086) 0.240

 Quartiles

  Q1(<1.0) 1198 (53.7) 1.0 854 (45.3) 1.0

  Q2(1.0-<1.7) 1397 (50.2) 0.932 (0.824, 1.055) 0.265 964 (41.1) 0.915 (0.796, 1.051) 0.208

  Q3(1.7-<2.5) 1719 (54.7) 1.110 (0.983, 1.254) 0.093 1181 (45.3) 1.098 (0.958, 1.258) 0.181

  Q4(≥2.5) 1412 (51.1) 0.940 (0.830, 1.066) 0.334 1015 (42.9) 0.975 (0.846, 1.122) 0.720

  P for trend 0.536 0.951
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activity level was assessed as quartiles, compared with 
participants in quartile 1, a significantly lower risk of 
abnormal carotid artery and CP were found in those in 
quartile 2 (OR=0.875, 95%CI: 0.775-0.928, P=0.031; 
OR=0.745, 95%CI: 0.651-0.851, P<0.001, respectively), 
quartile 3 (OR=0.858, 95%CI: 0.758-0.972, P=0.016; 
OR=0.729, 95%CI: 0.635-0.837, P<0.001, respectively) 
and quartile 4 (OR=0.761, 95%CI: 0.669-0.865, P<0.001; 
OR=0.679, 95%CI: 0.589-0.783, P<0.001, respectively). 
Similarly, the risk of abnormal carotid artery and CP 
decreased through the quartiles of physical activity level 
(Pfor trend<0.001) (Table 2).

However, there was no significant association of sed-
entary leisure time with abnormal carotid artery and CP 
when sedentary leisure time was assessed as a continuous 
variable (per SD increase) and as quartiles (Table 2).

Stratified analyses by potential effect modifiers
  Stratified analyses were performed to assess the asso-
ciation of physical activity level (as a continuous vari-
able) with the risk of abnormal carotid artery and CP in 
various subgroups (Fig.  3). A significant inverse asso-
ciation between physical activity level (per SD increase) 
and abnormal carotid artery was stronger in elder par-
ticipants (≥60 years: OR, 0.804; 95% CI, 0.755-0.856; 
versus <60 years: OR, 0.922; 95% CI, 0.869-0.977; Pinter-

action<0.001). Moreover, a significantly stronger inverse 

association between physical activity level (per SD 
increase) and CP was also observed in elder participants 
(≥60 years: OR, 0.802; 95% CI, 0.750-0.858; versus <60 
years: OR, 0.914; 95% CI, 0.852-0.981; Pinteraction<0.001).

The significantly inverse association of physical activity 
level with abnormal carotid artery and CP was observed 
in participants with lower TC (<6.2 mmol/L) or LDL-C 
(<4.1 mmol/L), while the relationships were attenuated 
or even diminished among groups with higher TC (≥6.2 
mmol/L) or LDL-C (≥4.1 mmol/L), with the test for 
interaction of TC and LDL-C with physical activity level 
>0.05 (Fig. 3).

None of the other variables, including sex, BMI, cur-
rent smoker, alcohol drinker, fasting glucose, TG, HDL-C, 
showed significant effect modification on the association 
of physical activity level with the risk of abnormal carotid 
artery and CP (Pinteraction>0.05 for all these stratified vari-
ables) (Fig. 3).

Discussion
  The current study demonstrated that physical activ-
ity level was inversely associated with CIMT in popu-
lation with high risk for CVDs. Furthermore, we found 
that a higher level of physical activity was associated 
with a lower risk of abnormal carotid artery and CP. A 
number of previous cohort and cross-sectional stud-
ies [13, 24–29] have explored the association between 

Fig. 3 Stratified analyses by potential effect modifiers for the association of physical activity level with abnormal carotid artery (A) and CP(B)a. 
aPhysical activity level was per SD increase; all reference to normal group; adjusted for, if not stratified by, sex, age, BMI, WC,SBP, DBP, current smoker, 
alcohol drinker, education, household income, fasting glucose, TC, HDL-C, TG, LDL-C and sedentary leisure time
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physical activity level and the risk of CAS. Most of them 
observed a relationship of a higher level of physical activ-
ity with less carotid stiffness [24–26], lower CIMT or 
less progression of CIMT [27, 28]. However, two stud-
ies didn’t show the relationship [13, 29]. The inconsist-
ent findings might be due to differences in study design 
(cross sectional vs. longitudinal); distribution of the tar-
get population (children vs. middle-aged adults vs. older 
adults) [26]. Furthermore, those discrepancies could be 
attributed to differences in arterial segment [28]; assess-
ment of physical activity, sensitivity and specificity of the 
ultrasound methods [30]; the extensive use of lipid-low-
ering medication, antihypertensives, and anticoagulants, 
which is usually seen in an older adult sample [31]. And 
the number of study subjects in these previous studies is 
relatively small [13, 28], therefore, the power for detect-
ing a significant association may be limited, especially 
in some subgroups. Moreover, previous studies have not 
fully evaluated any possible effect modifiers in the physi-
cal activity-CAS association. Thus, future studies for rep-
lication of these findings in randomized controlled trials 
(RCT) are needed. Our current study including 10,920 
participants with high risk for CVDs showed a direct 
association between physical activity and the carotid 
artery health and suggested that increased physical activ-
ity is important in the prevention of vascular aging, even 
in population with high risk for CVDs.

There are several established and potential mecha-
nisms which may explain the reduced risk of CAS due 
to physical activity. First, physical activity reduces insu-
lin sensitivity. Studies have shown that physical activity 
can enhance insulin sensitivity by regulating the insu-
lin signaling pathway and the effectiveness of fatty acids 
[32], and decreased insulin sensitivity has been shown 
to be an independent determinant of CIMT [33]. Sec-
ond, physical activity improves lipid metabolism or pro-
file of adipokines. It is well known that physical activity 
promotes weight loss, and body weight was inverse asso-
ciation with CIMT and CP [34], and adipocytokines link 
excessive body weight and atherosclerosis [35]. Third, 
physical activity may have direct positive effects on the 
vasculature structure and function through an increase 
of nitric oxide (NO) bioavailability to improve endothe-
lial function [36]. Fourth, physical activity reduces blood 
press. Physical activity have anti-thrombotic/fibrinolytic 
effects suppression of elevated blood pressure levels [30]. 
Furthermore, its beneficial effects on systemic inflamma-
tion and platelet aggregation were reported [37, 38]. All 
of these changes affect the structure and function of the 
carotid artery, suggesting the biological and pathologi-
cal basis of the association between decreased physical 
activity and the risk of CAS. Nevertheless, further studies 

are required to confirm the exact mechanism of physical 
activity with CAS.

More importantly, we observed that the inverse asso-
ciation between physical activity level and abnormal 
carotid artery and CP was more stronger in participants 
with age ≥60. The studies by Boss et al. [25] consistently 
reported that the association of physical activity with 
CIMT and stiffness markers appeared to be more pro-
nounced in elder patients (>60 years) than in younger. 
Previous studies have shown that increased CIMT and 
CP were more common in the elder population than in 
the younger [2, 4, 6], and age plays an important role in 
the progression of CAS. The exact biological mechanism 
of the interaction between high physical activity and 
high age is unclear. A reasonable biological explanation 
was that aging physiology and cardiovascular patho-
physiology have common potential pathways of increas-
ing inflammation and insulin resistance [39]. And the 
downstream effects such as changes in muscles, nerves 
and cardiovascular system, which will impair exercise 
capacity and increase susceptibility to cardiovascular 
disease [40]. Physical activity is a severely underutilized 
prevention strategy, which can prevent CAS and allevi-
ate some physiological changes that occur with aging 
[14]. Therefore, our results suggest that elder people with 
high risk for CVDs should be encouraged to perform 
more physical activity. Physical activity has been shown 
to have bebeficial effects on the pathogenesis, symp-
toms and physical health of patients with dyslipidae-
mia, and to reduce cholesterol levels [41]. In our current 
study, we found that the relationship of physical activity 
with abnormal carotid artery and CP attenuated or even 
diminished among participants with higher TC or LDL-
C. While, the attenuated or even diminished associations 
among those with higher TC or LDL-C could be due to 
unmeasured bias or reverse causality which should be 
further investigated in well-designed population-based 
prospective studies.

Previous cohort and cross-sectional studies showed 
inconsistent association of sedentary leisure time with 
CIMT, abnormal carotid artery and CP. A previous 
cohort study in 614 healthy men and women reported 
the proportion of sedentary time was directly associated 
with baseline common carotid artery (CCA) IMT [28]; 
Parsons et  al. [10] found that sedentary time was posi-
tively associated with CIMT, while association with CP 
was not observed; García-Hermoso et  al. [12] reported 
that sedentary time was positively associated with CIMT 
and sedentary time in bouts ≥10 min was associated with 
abnormal carotid artery. In addition, Lazaros et  al. and 
Diaz et al. consistently found that sedentary leisure time 
(TV viewing time) was independently associated with 
increased CIMT [11, 42] and the prevalence of carotid 
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plaque [42]. While Kronenberg et  al. [14] reported null 
association. Our study found no significant association 
of sedentary leisure time with increased CIMT and the 
prevalence of abnormal carotid artery and CP. Both Kro-
nenberg et  al. [14] and our study excluded participants 
with history of CVDs, which may affect the evaluation 
of atherosclerosis risk factors by narrowing the variance. 
On the other hand, such excluded participants may be 
mostly undergoing interventions with diet and medical 
drugs which affect the atherosclerosis risk factors in dif-
ferent ways and which would have markedly confounded 
the analysis. More importantly, previous studies have 
pointed out that even if the individual’s physical activity 
level reaches the recommendations long-term sedentary 
behavior can still increase the risk of chronic diseases 
[43]. Therefore, the harm to the body of sedentary behav-
ior should not be ignore while strengthening physical 
activities.

Our study had some potential limitations. First, the 
study is a cross-sectional design, making it difficult to 
draw a causal conclusion. Replication of these findings 
in RCT and additional researches is needed. Second, an 
additional limitation of the study is the sole use of self-
reported physical activity collected using a questionnaire, 
rather than by a validated physical activity questionnaire 
or objectively measured physical activity by gold stand-
ard approach, such as accelerometer. Third, the excluded 
participants were older than the enrolled ones, which 
may underestimate the benefit of physical activity on 
CAS (Supplemental Table 1). Fourth, due to lack of col-
lecting data of occupational sedentary behavior, one of 
the explanatory variables, the dose-response relationship 
between occupational sedentary time and CAS was not 
able to be assessed. Fifth, self-reported use of lipid-low-
ering medications is small (0.96%) in our study, therefore 
we did not include it as a confounding factor in our anal-
ysis. Even if they were included, it had no effect on the 
analysis results of our study. Furthermore, although many 
covariates were included in the analyses, residual con-
founding effects from unmeasured measured factors (e.g. 
diet and medications) cannot be excluded, especially for 
cross-sectional design. Thus, our study was just hypoth-
esis-generating and more studies are further needed to 
verify our results.

Conclusions
In population with high risk for CVDs, physical activity 
was inversely associated with CIMT, abnormal carotid 
artery and CP, particularly among the elders. Seden-
tary leisure time was not associated with CIMT, abnor-
mal carotid artery and CP. These results suggested 

that physical activity is important for carotid vascular 
health, and perhaps especially in elder population.

Abbreviations
CVDs: cardiovascular diseases; PEACE: Patient-Centered Evaluative Assess-
ment of Cardiac Events; CIMT: carotid intima-media thickness; CP: carotid 
plaque; OR: odds ratio; CI: confidence interval; CAS: carotid atherosclerosis; 
NCCD: National Center for Cardiovascular Diseases; MI: myocardial infarction; 
PCI: percutaneous coronary intervention; CABG: coronary artery bypass graft; 
SBP: systolic blood pressure; DBP: diastolic blood pressure; LDL-C: low-density 
lipoprotein cholesterol; HDL-C: high-density lipoprotein cholesterol; WC: waist 
circumference; BMI: Body mass index; TC: total cholesterolx; TG: triglyceride; 
CKB: China Kadoorie Biobank; MET: metabolic equivalent of task; RCT : rand-
omized controlled trials; NO: nitric oxide; CCA : common carotid artery.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12889- 022- 12582-6.

Additional file 1. 

Acknowledgements
Not applicable.

Authors’ contributions
JZ and YQ designed this study. JS, LC, RH and RT were responsible for data 
collection. LC and YB analysed the data and drafted the manuscript. JZ, MW 
and YQ revised the manuscript. All authors read and approved the final 
manuscript.

Funding
This work was supported by the National Key Research and Development 
Program [2016YFC1302603]; and the Medicine Project by Jiangsu Provincial 
Commission of Health and Family Planning [H2017017].

Availability of data and materials
The data that support the findings of this study are available from National 
Center for Cardiovascular Diseases but restrictions apply to the availability 
of these data, which were used under license for the current study, and so 
are not publicly available. Data are however available from the authors upon 
reasonable request and with permission of National Center for Cardiovascular 
Diseases.

Declarations

Ethics approval and consent to participate
The study was approved by the Central Ethics Committee of the China 
National Center for Cardiovascular Disease, Beijing, China. All enrolled partici-
pants provided written informed consent.  All methods were carried out in 
accordance with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
None declared.

Author details
1 Department of Non-communicable Chronic Disease Control, Jiangsu Provin-
cial Center for Disease Control and Prevention, Nanjing, China. 2 Department 
of Epidemiology and Health Statistics, School of Public Health, Southeast 
University, Nanjing, China. 3 Shanghai Municipal Center for Health Promotion, 
Shanghai, China. 

https://doi.org/10.1186/s12889-022-12582-6
https://doi.org/10.1186/s12889-022-12582-6


Page 10 of 11Chen et al. BMC Public Health          (2022) 22:250 

Received: 3 July 2021   Accepted: 14 January 2022

References
 1. WHO. Global Status report on noncommunicable diseases 2014. Geneva: 

World Health Organization, 2014.
 2. Song P, Fang Z, Wang H, Cai Y, Rahimi K, Zhu Y, et al. Global and regional 

prevalence, burden, and risk factors for carotid atherosclerosis: a sys-
tematic review, meta-analysis, and modelling study. Lancet Glob Health. 
2020;8:e721–9.

 3. Gómez-Marcos MA, Recio-Rodríguez JI, Rodríguez-Sánchez E, Castaño-
Sánchez Y, de Cabo-Laso A, Sánchez-Salgado B, et al. Central blood 
pressure and pulse wave velocity: relationship to target organ damage 
and cardiovascular morbidity-mortality in diabetic patients or metabolic 
syndrome. An observational prospective study. LOD-DIABETES study 
protocol. BMC Public Health. 2010;10:143.

 4. McGill HC, McMahan CA, Herderick EE, Malcom GT, Tracy RE, Strong JP. 
Origin of atherosclerosis in childhood and adolescence. Am J Clin Nutr. 
2000;72:1307S-1315S.

 5. Stary HC, Chandler AB, Dinsmore RE, Fuster V, Glagov S, Insull W, et al. A 
definition of advanced types of atherosclerotic lesions and a histological 
classification of atherosclerosis. A report from the Committee on Vascular 
Lesions of the Council on Arteriosclerosis, American Heart Association. 
Circulation. 1995;92:1355–1374.

 6. Song P, Xia W, Zhu Y, Wang M, Chang X, Jin S, et al. Prevalence of carotid 
atherosclerosis and carotid plaque in Chinese adults: A systematic review 
and meta-regression analysis. Atherosclerosis. 2018;276:67–73.

 7. Warburton DE, Nicol CW, Bredin SS. Health benefits of physical activity: 
the evidence. CMAJ. 2006;174:801–9.

 8. Orkaby AR, Forman DE. Physical activity and CVD in older adults: an 
expert’s perspective. Expert Rev Cardiovasc Ther. 2018;16:1–10.

 9. Tall AR. Exercise to reduce cardiovascular risk--how much is enough. N 
Engl J Med. 2002;347:1522–1524.

 10. Parsons TJ, Sartini C, Ellins EA, Halcox JPJ, Smith KE, Ash S, et al. Objectively 
measured physical activity, sedentary time and subclinical vascular dis-
ease: Cross-sectional study in older British men. Prev Med. 2016;89:194–9.

 11. Diaz KM, Booth JN, Seals SR, Hooker SP, Sims M, Dubbert PM, et al. 
Sedentary behavior and subclinical atherosclerosis in African Americans: 
cross-sectional analysis of the Jackson heart study. Int J Behav Nutr Phys 
Act. 2016;13:31.

 12. García-Hermoso A, Martínez-Vizcaíno V, Recio-Rodríguez JI, Sánchez-
López M, Gómez-Marcos MÁ, García-Ortiz L, et al. Sedentary behaviour 
patterns and carotid intima-media thickness in Spanish healthy adult 
population. Atherosclerosis. 2015;239:571–6.

 13. Ried-Larsen M, Grøntved A, Froberg K, Ekelund U, Andersen LB. 
Physical activity intensity and subclinical atherosclerosis in Danish 
adolescents: the European Youth Heart Study. Scand J Med Sci Sports. 
2013;23:e168–77.

 14. Kronenberg F, Pereira MA, Schmitz MK, Arnett DK, Evenson KR, Crapo RO, 
et al. Influence of leisure time physical activity and television watching on 
atherosclerosis risk factors in the NHLBI Family Heart Study. Atherosclero-
sis. 2000;153:433–43.

 15. WHO. Prevention of cardiovascular disease: guidelines for assessment 
and management of cardiovascular risk. Geneva: World Health Organiza-
tion, 2007.

 16. Lu J, Xuan S, Downing NS, Wu C, Li L, Krumholz HM, et al. Protocol for the 
China PEACE (Patient-centered Evaluative Assessment of Cardiac Events) 
Million Persons Project pilot. BMJ Open. 2016;6:e010200.

 17. Bragg F, Holmes MV, Iona A, Guo Y, Du H, Chen Y, et al. China Kadoorie 
Biobank Collaborative Group. Association between diabetes and 
cause-specific mortality in rural and urban areas of china. JAMA. 
2017;317:280–9.

 18. Wareham NJ, Jakes RW, Rennie KL, Mitchell J, Hennings S, Day NE. Validity 
and repeatability of the EPIC-Norfolk Physical Activity Questionnaire. Int J 
Epidemiol. 2002;31:168–174.

 19. Matthews CE, Shu XO, Yang G, Jin F, Ainsworth BE, Liu D, et al. Reproduc-
ibility and validity of the Shanghai Women’s Health Study physical activity 
questionnaire. Am J Epidemiol. 2003;158:1114–1122.

 20. Ainsworth BE, Haskell WL, Herrmann SD, Meckes N, Bassett DR, Tudor-
Locke C, et al. 2011 Compendium of Physical Activities: a second update 
of codes and MET values. Med Sci Sports Exerc. 2011;43:1575–81.

 21. Piepoli MF, Hoes AW, Agewall S, Albus C, Brotons C, Catapano AL, et al. 
2016 European Guidelines on cardiovascular disease prevention in 
clinical practice: The Sixth Joint Task Force of the European Society of 
Cardiology and Other Societies on Cardiovascular Disease Prevention in 
Clinical Practice (constituted by representatives of 10 societies and by 
invited experts)Developed with the special contribution of the European 
Association for Cardiovascular Prevention & Rehabilitation (EACPR). Eur 
Heart J. 2016;37:2315–2381.

 22. Touboul PJ, Hennerici MG, Meairs S, Adams H, Amarenco P, Bornstein N, 
et al. Mannheim carotid intima-media thickness and plaque consensus 
(2004-2006-2011). An update on behalf of the advisory board of the 3rd, 
4th and 5th watching the risk symposia, at the 13th, 15th and 20th Euro-
pean Stroke Conferences, Mannheim, Germany, 2004, Brussels, Belgium, 
2006, and Hamburg, Germany, 2011. Cerebrovasc Dis. 2012;34:290-296.

 23. Durrleman S, Simon R. Flexible regression models with cubic splines. Stat 
Med. 1989;8:551–561.

 24. Pälve KS, Pahkala K, Magnussen CG, Koivistoinen T, Juonala M, Kähönen 
M, et al. Association of physical activity in childhood and early adulthood 
with carotid artery elasticity 21 years later: the cardiovascular risk in 
Young Finns Study. J Am Heart Assoc. 2014;3:e000594.

 25. Boss HM, van der Graaf Y, Visseren FLJ, Van den Berg-Vos RM, Bots ML, de 
Borst GJ, et al. Physical Activity and Characteristics of the Carotid Artery 
Wall in High-Risk Patients-The SMART (Second Manifestations of Arterial 
Disease) Study. J Am Heart Assoc. 2017;6:e005143.

 26. Lee J, Chen B, Kohl HW, Barlow CE, do Lee C, Radford NB, et al. The 
Association of Physical Activity With Carotid Intima Media Thickening in 
a Healthy Older Population: Cooper Center Longitudinal Study. J Aging 
Phys Act. 2019:1–7.

 27. Jin Y, Kim D, Cho J, Lee I, Choi K, Kang H. Association between Obesity 
and Carotid Intima-Media Thickness in Korean Office Workers: The Medi-
ating Effect of Physical Activity. Biomed Res Int. 2018;2018:4285038.

 28. Kozàkovà M, Palombo C, Morizzo C, Nolan JJ, Konrad T, Balkau B; RISC 
Investigators. Effect of sedentary behaviour and vigorous physical activ-
ity on segment-specific carotid wall thickness and its progression in a 
healthy population. Eur Heart J. 2010;31:1511–1519.

 29. Bertoni AG, Whitt-Glover MC, Chung H, Le KY, Barr RG, Mahesh M, et al. 
The association between physical activity and subclinical athero-
sclerosis: the Multi-Ethnic Study of Atherosclerosis. Am J Epidemiol. 
2009;169:444–454.

 30. Kadoglou NP, Iliadis F, Liapis CD. Exercise and carotid atherosclerosis. Eur J 
Vasc Endovasc Surg. 2008;35:264–272.

 31. Byrkjeland R, Stensæth KH, Anderssen S, Njerve IU, Arnesen H, Seljeflot 
I, et al. Effects of exercise training on carotid intima-media thickness in 
patients with type 2 diabetes and coronary artery disease. Influence of 
carotid plaques. Cardiovasc Diabetol. 2016;15:13.

 32. Shojaee-Moradie F, Baynes KC, Pentecost C, Bell JD, Thomas EL, Jackson 
NC, et al. Exercise training reduces fatty acid availability and improves the 
insulin sensitivity of glucose metabolism. Diabetologia. 2007;50:404–413.

 33. Zavaroni I, Ardigò D, Zuccarelli A, Pacetti E, Piatti PM, Monti L, et al. Insulin 
resistance/compensatory hyperinsulinemia predict carotid intimal medial 
thickness in patients with essential hypertension. Nutr Metab Cardiovasc 
Dis. 2006;16:22–7.

 34. Chan SY, Mancini GB, Burns S, Johnson FF, Brozic AP, Kingsbury K, et al. 
Dietary measures and exercise training contribute to improvement of 
endothelial function and atherosclerosis even in patients given intensive 
pharmacologic therapy. J Cardiopulm Rehabil. 2006;26:288–93.

 35. Wildman RP, Schott LL, Brockwell S, Kuller LH, Sutton-Tyrrell K. A dietary 
and exercise intervention slows menopause-associated progression of 
subclinical atherosclerosis as measured by intima-media thickness of the 
carotid arteries. J Am Coll Cardiol. 2004;44:579–85.

 36. Thijssen DH, Maiorana AJ, O’Driscoll G, Cable NT, Hopman MT, Green DJ. 
Impact of inactivity and exercise on the vasculature in humans. Eur J Appl 
Physiol. 2010;108:845–75.

 37. Ford ES. Does exercise reduce inflammation? Physical activity and 
C-reactive protein among U.S. adults. Epidemiology. 2002;13:561–8.

 38. Sherman DL. Exercise and endothelial function. Coron Artery Dis. 
2000;11:117–22.



Page 11 of 11Chen et al. BMC Public Health          (2022) 22:250  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 39. Afilalo J, Alexander KP, Mack MJ, Maurer MS, Green P, Allen LA, et al. Frailty 
assessment in the cardiovascular care of older adults. J Am Coll Cardiol. 
2014;63:747–62.

 40. Forman DE, Arena R, Boxer R, Dolansky MA, Eng JJ, Fleg JL, et al. Prioritiz-
ing Functional Capacity as a Principal End Point for Therapies Oriented 
to Older Adults With Cardiovascular Disease: A Scientific Statement for 
Healthcare Professionals From the American Heart Association. Circula-
tion. 2017;135:e894–918.

 41. Mann S, Beedie C, Jimenez A. Differential effects of aerobic exercise, 
resistance training and combined exercise modalities on cholesterol and 
the lipid profile: review, synthesis and recommendations. Sports Med. 
2014;44:211–21.

 42. Lazaros G, Oikonomou E, Vogiatzi G, Christoforatou E, Tsalamandris S, 
Goliopoulou A, et al. The impact of sedentary behavior patterns on 
carotid atherosclerotic burden: Implications from the Corinthia epidemio-
logical study. Atherosclerosis. 2019;282:154–61.

 43. Bauman A, Ainsworth BE, Sallis JF, Hagströmer M, Craig CL, Bull FC, et al. 
The descriptive epidemiology of sitting. A 20-country comparison using 
the International Physical Activity Questionnaire (IPAQ). Am J Prev Med. 
2011;41:228–35.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Physical activity and carotid atherosclerosis risk reduction in population with high risk for cardiovascular diseases: a cross-sectional study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Materials and methods
	Study design and participants
	Data collection
	Physical activity and sedentary behavior measurement
	Carotid ultrasound examination
	Statistical analysis

	Patient and public involvement
	Results
	Characteristics of the study participants
	Association of physical activity level and sedentary leisure time with CIMT
	Association of physical activity level and sedentary leisure time with abnormal carotid artery and CP
	Stratified analyses by potential effect modifiers

	Discussion
	Conclusions
	Acknowledgements
	References


