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Abstract 

Evidence indicates that previous low back injury (LBI) is a strong predictor for re-injury. The purpose of this 
study was to examine whether neuromuscular patterns remain altered in a LBI group who were deemed 
recovered. Surface electromyograms from 12-abdominal and 12-back extensors sites and motion variables were 
recorded from 33 LBI individuals (sub-acute phase) and 54 asymptomatic controls. Pain-related variables were 
recorded and a clinical assessment performed for LBI participants. Subjects performed a symmetrical lift and 
replace task in two reaches. Pattern recognition techniques were applied to normalized activation amplitude 
patterns to extract key recruitment strategies. Mixed model ANOVAs tested for effects (p < 0.05). Despite 
similar task performance, significantly (p < 0.05) different recruitment strategies were observed for the LBI 
group. There were higher activation amplitudes for LBI subjects in all muscles (except posterior external 
oblique) and greater co-activation between abdominal and back extensor sites compared to controls. Local 
abdominal and back extensor sites showed altered responses to increased physical demands in the LBI group. 
Despite outcomes indicating recovery, the LBI group had altered neuromuscular patterns compared to 
asymptomatic controls supporting that residual alterations remain following recovery.
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Introduction 
Recurrent injuries contribute disproportionately to high costs associated with low back pain (LBP) (Wasiak et 
al., 2006). Published guidelines indicate that most LBP will resolve itself (Chou et al., 2007) but while 90% of 
low back injuries are reported to resolve themselves with respect to pain, 62% report pain after 1 year making 
a strong argument that low back injury (LBI) should not be left to resolve itself (Hestbaek et al., 2003). Few 
objective physiological or functional measurements are used to assess recovery with self-reported measures of 
pain and function along with functional assessments most frequently used to assess recovery and the likelihood 
of returning to work (Reme et al., 2009; Du Bois et al., 2009).

Theoretical (Panjabi, 2006) and modeling work (Cholewicki and McGill, 1996) has linked trunk neuromuscular 
alterations to mechanical spinal instability and LBI. Increased agonist and antagonist co-activation has been 
associated with active stiffness enhancing spinal stability (Kavcic et al., 2004, Granata and Orishimo, 
2001 and Cholewicki and McGill, 1996), with an altered response from even one muscle site influencing 
stability (Kavcic et al., 2004). Altered surface electromyographic (EMG) recordings have been reported for 
individuals with LBP (van Dieen et al., 2003, Silfies et al., 2005 and Hubley-Kozey and Vezina, 2002). A meta-
analysis in 2005 concluded that EMG techniques have the potential to serve as a marker for LBP (Geisser et 
al., 2005), but most studies have only examined chronic LBP i.e. those with pain that has lasted for more than 
3 or 6 months. Complexities of chronic LBP with respect to pain-related psychological factors (Sullivan et al., 
2006) as well as central nervous system changes (Arendt-Nielsen et al., 1994 and Nie et al., 2005) limit the 
ability to extrapolate findings to those who experience episodic LBP i.e. those with more than 1 month of pain 
free time between episodes (Stanton et al., 2009). Altered neuromuscular responses have been reported with 
experimental pain models in healthy asymptomatic individuals using biochemical agonists (Hodges et al., 2003)
or inducing discomfort by prolonged activities (Gregory and Callaghan, 2008). Collectively these studies 
provide evidence that neuromuscular responses are altered in chronic LBP and with induced acute pain, but 
minimal work has been done on whether alterations are apparent after remission of symptoms in episodic cases. 

MacDonald et al. examined participants with multiple recurrent LBP episodes during a period 
in which participants had no pain demonstrating altered onset t imes and amplitudes in lumbar  



multifidus during rapid arm movement (MacDonald et al., 2009)
and trunk loading tasks compared to asymptomatic controls. The
authors suggested that these altered multifidus patterns may leave
the spine vulnerable to repeat episodes. These findings provide evi
dence of residual dysfunction. However, experimental and biome
chanical modeling evidence suggests that all trunk muscles are
important for spinal function and stability (Cholewicki and VanV
liet, 2002; Kavcic et al., 2004). Furthermore, different segments
within a muscle can respond differently to external perturbations
(Butler et al., 2009a,b; Jonsson, 1973; Mirka et al., 1997; Vink
et al., 1988) supporting the need to examine the interactions
among a comprehensive set of trunk muscle sites. Given the high
incidence of low back re injury, whether these residual alterations
to trunk muscle activation patterns remain during recovery could
help to explain low back re injury. As return to work and clinical
decisions are made within the sub acute (typically within 4
12 weeks after the event) phase of a LBI, determining whether al
tered patterns are present in that phase and whether they exist
in a comprehensive set of trunk muscles would further our under
standing of LBI recovery and perhaps provide evidence for clinical
management decisions.

Our previous work reported on a comprehensive set of abdom
inal and back extensor muscle sites, illustrated distinctive activa
tion amplitude patterns in response to a highly controlled task in
a healthy population (Butler et al., 2009a). The present study
sought to determine if neuromuscular amplitude patterns were
different in a group within the sub acute phase of a LBI/pain epi
sode that were deemed recovered compared to controls. Multivar
iate techniques tested the hypothesis that differences exist in the
characteristics of the neuromuscular strategies between the two
groups despite similar task performance.

2. Methods

2.1. Sample

This prospective comparative study included 54 asymptomatic
(57% women) and 33 LBI (60% women) subjects between the ages
of 20 55 years. Controls were recruited from local advertisements
and had no history of LBI or pain during the past year or a LBP epi
sode that resulted in missing time from work or for which they
sought medical attention. LBI participants were recruited from
physiotherapy clinics and advertisements. They reported an epi
sode of ‘‘pain between the lower ribs and gluteal folds’’ (Spitzer
et al., 1987) that was associated with a mechanical event based
on history but that did not have a specific cause such as fracture
or other disease processes (Waddell et al., 1992). LBI participants
were tested within 12 weeks post injury (sub acute phase). They
were deemed recovered based on self reported remission of symp
toms and resumption of normal activities or were within one week
of returning to these activities. Inclusion/exclusion were deter
mined through a health screening questionnaire and standard
physiotherapy assessment. Participants signed an informed con
sent approved by the Health Sciences Research Ethics Board, Dal
housie University.

Mass, height, waist girth and maximum reach were measured
(Butler et al., 2009a). Age, sex and physical activity levels were re
corded. An abdominal test graded as normal, 60 or 80 percent of
normal function was used (Kendall and McCreary, 1983). As part
of the physiotherapy assessment posture (including scoliosis and
kyphosis), neurological testing including reflexes (patellar and
Achilles tendon, hamstrings), myotomes and dermatomes along
with clinical instability tests (Mens et al., 2001; Albert et al.,
2000; Kasai et al., 2006; Vleeming et al., 2002; Ostgaard et al.,
1994; Hicks et al., 2005; Hicks et al., 2003) were conducted on

LBI group (Table 1). Pain intensity before and after testing was as
sessed using a visual analog scale (VAS; 0 mm = no pain and
100 mm = extreme pain) (Wewers and Lowe, 1990). Roland Morris
Questionnaire (Roland and Morris, 1983) was used to assess low
back related disability and the Pain Catastrophizing Scale to assess
catastrophic thinking related to pain (Sullivan et al., 1995). Finally,
pain behaviors were identified from videotaped recordings of facial
expressions and body behaviors during experimental tasks
(Sullivan et al., 2006).

2.2. Sensor Placement

Surface electrodes (Meditrace, pre gelled, Ag/agCl 0.79 cm2,
30 mm inter electrode distance) were placed in a bipolar configu
ration over 12 bilateral trunk muscle sites (right (R) and left (L)
sides of the body) based on standard placements as illustrated in
Fig. 1 and adjusted based on individual anthropometrics (Butler
et al., 2009a). Abdominal sites included: lower (LRA midpoint be
tween the pubis symphysis and umbilicus) and upper rectus abdo
minis (URA midpoint between the umbilicus and the sternum);
anterior (EO1 over the eighth rib), lateral (EO2 approximately
15 cm lateral to the umbilicus at a 45� angle) and posterior fibers
(EO3 halfway between the iliac crest and lower portion of the rib
cage) of external oblique and internal oblique (IO centered in the
triangle formed by the inguinal ligament, lateral border of rectus
sheath and the line between the two anterior superior iliac spines).
Six bilateral back extensor sites included: lumbar erector spinae at
L1 and L3 at 3 and 6 cm from the midline to represent the longiss
imus and iliocostalis muscle sites, respectively (L13, L16, L33, L36);
quadratus lumborum at L4 at approximately 8 cm from the mid
line (L48); and multifidus at L5 at 1 2 cm from the midline
(L52). Submaximal validation exercises were performed.

Angular motion of the trunk and pelvis was monitored using a
Flock of Birds™ (FOB) motion system (Ascension Technology Inc.,
Burlington, Vermont) throughout the task. Two electromagnetic
sensors were placed over the spinous process at 7th thoracic verte
brae (trunk) and over the left iliac crest (pelvis).

2.3. Experimental trials

Subjects stood at a table (adjusted to standing elbow height)
and performed three trials of lifting and replacing a 2.9 kg load
using both hands in two reach conditions (Fig. 2) while minimizing
trunk and pelvis motion (Butler et al., 2009a). Subjects were re
quired to move the load 4 5 cm off the table in a controlled man
ner and lower within a standardized 3 s count. An event marker
identified lift, transition and lowering phases. Only the lift phase
was examined given similar patterns were found for the two other
phases (Butler et al., 2009a). If trunk or pelvis motion was visible
during the trial or upon review if the any of the three angular dis
placement traces exceeded 3�, the trial was repeated.

Table 1
Clinical instability tests.

Aberrant movement during lumbar spine flexion/
extension

Hicks et al. (2005)

Passive straight leg raise range of motion Hicks et al. (2005)
Posterior-to-anterior mobility testing Hicks et al. (2005)
Prone instability test Hicks et al. (2005)
Posterior pelvic pain provocation test Ostgaard et al.

(1994)
Provocation of long dorsal sacroiliac ligament Vleeming et al.

(2002)
Active straight leg raise test Mens et al. (2001)
Provocation of pubic symphysis with palpation Albert et al. (2000)
Modified trendelenburg test Albert et al. (2000)
Prone leg extension Kasai et al. (2006)
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Fig. 5d). Significantly higher PP2 scores were found in normal com
pared to maximum reach (p < 0.02) indicating that during maxi
mum reach in both groups back extensors had a higher relative
increase in amplitudes compared to the increase in abdominal
sites.

PP3 had a significant condition main effect only (p < 0.05). PP3
scores were significantly higher in normal reach compared to max
imum reach. Given that condition did not interact with group and
that interpretation of this feature has been presented elsewhere
(Butler et al., 2009a), it was not further described in this paper.

PP4 captured a selective increase in amplitude for internal obli
que and to a lesser extent multifidus muscle sites (local muscle
synergism feature, Fig. 5e). There was a significant group
by condition interaction (p < 0.05). All pair wise comparisons were
significant (p < 0.01) except between reaches in controls (p > 0.01)
(Table 5). For LBI subjects, PP4 scores were lower (p < 0.01) and
close to zero compared to controls indicative that this pattern con
tributed minimally to the LBI group. The effect of this feature is
illustrated by high and low scores (Fig. 5f) and in part by the rela
tive amplitude of internal oblique to all other abdominal muscle
sites and the multifidus to all other back extensor muscle sites.
For example in the controls the ratios of IO to all abdominals and
MT to all back extensors was relatively consistent between reaches
for the controls (IO 3.0, MT 2.1 for normal and IO 2.8, MT 2.0 for
maximum) but drops for the LBI group (IO 2.8, MT 2.0 for normal
and IO 2.0,MT 1.8 for maximum). This selective recruitment was
less pronounced for back extensor sites and multifidus.

4. Discussion

Trunk muscle activation amplitude patterns differed between
controls and individuals who self reported recovery following a
LBI/pain episode. Low pain levels, minimal functional limitations
and no pain behaviors support their perception of recovery. The
task was highly controlled so differences could not be explained
by timing, motion and task demand differences between groups.
Whether individuals had not recovered, whether adaptive re
sponse to the residual effects of the injury still existed or whether
these patterns were pre existing cannot be established for certain,
however, specific patterns are different between the controls and
LBI group.

Higher percentage of maximal activation of trunk muscles in LBI
subjects (PP1) could be explained by muscle strength deficits con
sistent with previous findings of lower strength values for chronic
LBP participants (Cassisi et al., 1993). A lower percentage of LBI
subjects had normal abdominal function grades compared to con
trols (Table 2), but we did not record muscle strength which is a
limitation. If the same level of active stiffness was needed by both
groups to maintain stability and perform this task, then the LBI
group needed more activity to produce the required force. How
ever if passive stiffness was decreased consistent with alteration
in passive structures as per the three model subsystem (Panjabi,
2006), then the increase activity could be responding to this need
for more active stiffness. While the ability to produce MVIC ampli
tudes during normalization exercises has been questioned for indi
viduals who are experiencing pain (Marras and Davis, 2001) the
low VAS pain scores, minimal VAS pre and post test change, low
pain catastrophising scores, and no pain behaviors in the LBI group
do not support this explanation for higher amplitudes. Normaliza
tion procedures are required with those based on MVIC considered
a reproducible standard (Burden, 2010) for asymptomatic subjects
and while there are no studies on the trunk musculature, evidence
from the knee arthritis literature illustrates that both those with
knee arthritis pain and healthy voluntarily activate their quadri
ceps muscles to similar percentages of their stimulated maximum

(Lewek et al., 2004). Furthermore decreased MVIC capabilities
would not explain lower activation for posterior fibers of the exter
nal oblique with respect to the anterior and lateral fibers in the LBI
group whereas in the control group all external oblique fibers were
at similar activation levels. Thus working at a higher percentage of
their maximum for the LBI group to perform a similar task in
creases the potential for muscle fatigue and over time increase
the risk for a spinal instability related injury. The differences be
tween groups within a muscle or between conditions as well as
the relative differences among muscle sites were not uniform.
The PCA results allowed for comparing these relative differences
by picking out key features from the amplitude pattern data that
reduced the large set of data into 3 additional patterns (PP2 PP4)
that we would not have established apriori.

Higher relative abdominal and back extensor activation was
found (PP2) in the LBI group whereas the controls had higher back
extensor amplitudes relative to abdominal muscles. The difference
was greater during maximum lift illustrating increased agonist
activity in response to the higher external demand whereas the
antagonist abdominals remained under 5% MVIC for controls
(except IO sites), a level deemed appropriate for maintaining joint
stability (Cholewicki et al., 1997). Higher agonist antagonist co
activation is a strategy shown to increase active stiffness of the
spine (Tucker and Hodges, 2009), to enhance spinal stability in
response to fatigue (Granata et al., 2004) or to reduced stability
conditions (Granata and Orishimo, 2001). Increased co activation
in the LBI group could also reflect a guarding response (van der
Hulst et al., 2010) associated with pain. Our results do not support
one explanation over the other for increased co activation as pain
scores were low and only one third of LBI participants had clinical
instability (Stuge et al., 2004). While this co activation adaption
may be a short term solution to prevent aggravation of tissues,
pain or movement related injury, there may be long term conse
quences from increased loading and reduced motion. Furthermore,
recent evidence supports that trunk flexor extensor co activation
is a precursor to developing LBP in asymptomatic individuals
(Nelson Wong and Callaghan, 2010).

A novel finding was lower relative activation of posterior fibers
of external oblique in the LBI group as illustrated in Figs. 4 and 5
(PP1 and PP2) compared to other external oblique fibers. This find
ing cannot be explained by decreased strength or inhibition during
MVIC testing, but lower activation supports a reduced neural drive
to the posterior more vertically oriented external oblique fibers in
the LBI group. Altered posterior external oblique temporal activa
tion patterns were found in asymptomatic individuals who were
unable to stabilize their pelvis during a leg loading task compared
to those who could (Hubley Kozey et al., 2010). Furthermore the
group that could stabilize their pelvis recruited all of their abdomi
nals to similar amplitudes for the most demanding task (Davidson
and Hubley Kozey, 2005), a strategy referred to as abdominal brac
ing. Abdominal bracing has been suggested as a strategy to in
crease spinal stability (Brown et al., 2006) with the theory that
even one inappropriate muscle response can disrupt stability
(McGill, 2002). Thus reduced neural drive to the posterior external
oblique fibers may contribute to an unstable environment of a
spinal unit.

While the importance of local versus global muscles in spinal
stability and LBI management has been debated, the consensus is
that all trunk muscles are important (Kavcic et al., 2004). Delayed
timing in deep local muscles; multifidus and transverse abdomin
is/internal oblique with chronic LBP (Hodges and Richardson,
1996) and in short fibers of the multifidus in those in remission
from an episode of LBP (MacDonald et al., 2009) have been re
ported. Local abdominal (IO) muscle sites showed greater relative
increase compared to all other abdominal sites in response to high
er physical demands for the controls but not for the LBI group per
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haps indicative of impairment in local muscle responsiveness in
the LBI subjects. These findings are consistent with the local mus
cle alterations previously reported in chronic LBP and acute pain
models including inhibition, unloading/substitution/decreased
sensory function (Hides et al., 1996; Claeys et al., 2011). However,
large variation in PP4 scores indicates that the LBI group included
individuals with inhibited as well as enhanced activation in local
muscles, suggesting that there are potential subgroups. This may
have implications for therapeutic interventions in that those with
enhanced local activity may not benefit from therapies that focus
on selectively activating deep muscles. Thus our results provide
evidence of local muscle alterations although it is the first time
that these impairments are reported during a functional but highly
controlled task in those recovered from an episode of LBI.

While our LBI sample was older and had greater waist circum
ference and BMI measures than controls, the age difference was
less than a decade and differences in muscle activation patterns
would not be expected. Increased mass and adipose tissue would
decrease raw amplitudes but normalization procedures address
this issue. The highly controlled task examined reduces the general
applicability of the findings but was necessary to eliminate the ef
fects that alterations in motion and timing found in those experi
encing LBP (Silfies et al., 2009) could have on neuromuscular
responses. Finally, the LBI group was homogeneous with respect
to inclusion criteria, but variability in measured amplitudes in %
MVIC and principal patterns scores were higher in the LBI group.
Higher variability reflects heterogeneity which could relate to loca
tion of injury/pain and clinical assessment. Perhaps examining the
relationship between pain locations and specific alterations in neu
romuscular responses could provide additional objective evidence
to support classification methods presently being developed (Fritz
et al., 2007). The results also support that LBI management ap
proaches should focus on the trunk musculature unit and interac
tions among these muscles. Targeting specific muscles for selective
recruitment training should be based on objective outcomes that
illustrate an inhibition exists in the target muscles as our results
show that the abdominal and back extensors work as a unit with
distinctive pattern alterations in muscles other than just deep
trunk muscles. Finally further study could determine whether
these altered neuromuscular responses can predict reoccurrence
by increasing our understanding of recovery.

In conclusion, differences exist in activation amplitude patterns
between controls and those within the sub acute phase of a LBI
who were deemed recovered. PCA identified specific features from
the amplitude data that can now be used to develop standardized
measures. Specifically, an overall increase in activity of abdominals
and back extensors, increased agonist antagonist co activation
strategy, reduced posterior oblique fiber activation and impaired
local muscle responses to increased demand was found in the LBI
group. These findings support that alterations exist despite no pain
or functional limitations and hence have the potential to provide
an objective physiological assessment of recovery.
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