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ABSTRACT

JANSSENS, L., A. K. MCCONNELL, M. PIJNENBURG, K. CLAEYS, N. GOOSSENS, R. LYSENS, T. TROOSTERS, and S.

BRUMAGNE. Inspiratory Muscle Training Affects Proprioceptive Use and Low Back Pain. Med. Sci. Sports Exerc., Vol. 47, No. 1,

pp. 12–19, 2015. Purpose: We have shown that individuals with recurrent nonspecific low back pain (LBP) and healthy individuals

breathing against an inspiratory load decrease their reliance on back proprioceptive signals in upright standing. Because individuals with

LBP show greater susceptibility to diaphragm fatigue, it is reasonable to hypothesize that LBP, diaphragm dysfunction, and proprio-

ceptive use may be interrelated. The purpose of this study was to investigate whether inspiratory muscle training (IMT) affects propri-

oceptive use during postural control in individuals with LBP.Methods: Twenty-eight individuals with LBP were assigned randomly into

a high-intensity IMT group (high IMT) and low-intensity IMT group (low IMT). The use of proprioception in upright standing was

evaluated by measuring center of pressure displacement during local muscle vibration (ankle, back, and ankle–back). Secondary out-

comes were inspiratory muscle strength, severity of LBP, and disability. Results: After high IMT, individuals showed smaller responses

to ankle muscle vibration, larger responses to back muscle vibration, higher inspiratory muscle strength, and reduced LBP severity

(P G 0.05). These changes were not seen after low IMT (P 9 0.05). No changes in disability were observed in either group (P 9 0.05).

Conclusions: After 8 wk of high IMT, individuals with LBP showed an increased reliance on back proprioceptive signals during postural

control and improved inspiratory muscle strength and severity of LBP, not seen after low IMT. Hence, IMT may facilitate the propri-

oceptive involvement of the trunk in postural control in individuals with LBP and thus might be a useful rehabilitation tool for these

patients. Key Words: POSTURAL BALANCE, SENSORY REWEIGHTING, METABOREFLEX, DIAPHRAGM

L
ow back pain (LBP) is a well-known health problem
in the Western society and now seems to be extending
worldwide (3). Various studies have identified im-

paired postural control in individuals with LBP, although it
depends on the postural demands (33). The human upright
standing requires proprioceptive input at the level of the
ankles, knees, hips, and spine (1). When ankle propriocep-
tive input becomes less reliable, for example by standing on
an unstable support surface, people rely more on proximal
proprioceptive input, a process known as proprioceptive re-
weighting (8,10,21). Previous studies showed reduced back
proprioceptive acuity in individuals with LBP (42), although

others have questioned this (30). When back proprioceptive
signals lose reliability because of LBP, individuals rely on
ankle proprioception, irrespective of the postural demands
(8). In other words, the ability of individuals with LBP to
adapt their proprioceptive use to the changing postural de-
mands is impaired because they show a dominant ankle
proprioceptive use rather than a flexible reliance on more
proximal proprioceptive input (10).

Similar to people with LBP, this dominant ankle propri-
oceptive use is also observed in individuals with chronic
obstructive pulmonary disease (COPD), particularly those
with compromised inspiratory muscle function, and in healthy
individuals breathing against inspiratory loads (22,25). Al-
though the mechanisms may differ between these popula-
tions, the proprioceptive dominance possibly contributes to
deficits at proximal level whether in terms of reduced spinal
muscle control (8,10) or joint mobility (22). These findings
suggest an important role for inspiratory muscle function in
LBP and proprioceptive control, but the underlying mecha-
nisms remain poorly understood.

The human diaphragm is the principal inspiratory muscle,
and it plays an essential role in controlling the spine during
postural control (19). It seems reasonable that an increased
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demand for inspiratory function of the diaphragm might in-
hibit its contribution to trunk stabilization during challenges
to postural balance. Healthy individuals seem to be capable
of compensating efficiently for modest increases in inspira-
tory demand by active multisegmental control (20). Never-
theless, this compensation seems less effective in individuals
with LBP, resulting in impaired balance control (16). Fur-
thermore, and as mentioned previously, specific loading of
the inspiratory muscles impairs postural control by de-
creasing lumbar proprioceptive sensitivity, forcing dominant
ankle proprioceptive use (24). This might be explained by
fatigue signaling of the inspiratory muscles, inducing a de-
crease in peripheral muscle oxygenation and blood flow,
which also affects the back muscles (25). Furthermore, in-
dividuals with LBP show a greater magnitude and a greater
prevalence of diaphragm fatigue compared with healthy con-
trols (23). Although it is tempting to speculate on a causal
relation between inspiratory muscle function and proprio-
ceptive use during postural control, support for this mecha-
nism awaits the results of studies that enhance inspiratory
muscle function and assess the influence of this change upon
postural control. Inspiratory muscle training (IMT) provides
such an intervention and has already been shown to affect
spinal curvature in swimmers (40), functional balance in
those with heart failure (6), and inspiratory muscle strength
and endurance in those with COPD (14). Furthermore, IMT
improves blood flow to resting and exercising limb muscles
in patients with COPD (5). However, to the authors’ knowl-
edge, no studies exist on the effect of IMT on individuals
with LBP.

Therefore, the primary objective of this study was to in-
vestigate the effect of IMT on proprioceptive use during pos-
tural control in individuals with recurrent nonspecific LBP. A
secondary aim was to study the effect of IMT on inspiratory
muscle strength, severity of LBP, and disability. We hypoth-
esize that IMT would enable individuals with LBP to increase
reliance on back proprioceptive input rather than dominantly
use ankle proprioception during postural control. Secondary,
we speculate that this may improve LBP symptoms.

METHODS

Participants

Twenty-eight individuals (18 women and 10 men) with a
history of nonspecific recurrent LBP participated voluntarily
in this study. Participants were included in the study if they
had at least three episodes of nonspecific LBP in the last
6 months and reported a score of at least 10% on the Oswestry
Disability Index, version 2 (adapted Dutch version) (ODI-2)
(13). The participants did not have a more specific medical
diagnosis than nonspecific mechanical LBP. Participants
were excluded from the study in case of previous spinal
surgery, specific balance problems (e.g., vestibular or neuro-
logical disorder), respiratory disorders, lower limb problems,
neck pain, or use of pain-relieving medication or physical

treatment. A physical examination was performed by a
physician to confirm eligibility. Participants meeting the in-
clusion criteria were further selected on the basis of their
habitual relative proprioceptive use during postural control
(relative proprioceptive weighting (RPW) ratio, 90.5) in an
upright stance (see ‘‘Data Reduction and Analysis’’). None
of the participants showed evidence of airflow obstruction
upon examination of forced expiratory volume in 1 s (FEV1),
forced vital capacity (FVC), and FEV1/FVC (17). A physical
activity questionnaire was completed (2). Isometric hand grip
force was measured using a hydraulic hand grip dynamome-
ter (Jamar Preston, Jackson, MI).

The characteristics of the study participants are summa-
rized in Table 1. All participants gave their written informed
consent. The study conformed to the principles of the Dec-
laration of Helsinki (1964) and was approved by the local
Ethics Committee of Biomedical Sciences, KU Leuven, and
registered at www.clinicaltrials.gov (NCT01505582).

Study Design

The study participants were assigned randomly to an in-
tervention group (high-intensity IMT, ‘‘high-IMT group’’)
and control group (low-intensity IMT, ‘‘low-IMT group’’).
The primary objective of this study was to investigate the
effect of IMT on proprioceptive use during postural control.
Secondary outcomes were inspiratory muscle strength, se-
verity of LBP, and LBP-related disability, fear, and beliefs.
Outcome measures were evaluated at baseline and after 8 wk
of intervention. Figure 1 displays the flowchart of the study.
On the basis of previous studies (8,10,22,24,25), a sample
size of 14 per group provides adequate power (0.80, two-
tailed, > = 0.05) to detect a clinically relevant difference in
center of pressure (CoP) displacement on unstable support
surface (primary outcome measure with smallest effect size).

Materials

Proprioceptive use during postural control. Pos-
tural sway characteristics were assessed by anterior–posterior
CoP displacement using a six-channel force plate (Bertec,
Columbus, OH), which recorded the moment of force around

TABLE 1. Participants characteristics.

High-IMT Group
(n = 14)

Low-IMT Group
(n = 14) P Value

Age (yr) 32 T 9 33 T 7 0.770
Height (cm) 172 T 8 171 T 8 0.824
Weight (kg) 73 T 11 68 T 10 0.189
BMI (kgImj2) 25 T 4 23 T 3 0.261
ODI-2 19 T 9 20 T 8 0.665
NRS back pain 5 T 2 5 T 2 0.785
Duration of back pain (yr) 7 T 7 7 T 5 0.988
FEV1 (% pred) 113 T 11 110 T 11 0.473
FVC (% pred) 116 T 6 116 T 8 0.945
FEV1/FVC (% pred) 84 T 6 80 T 5 0.102
PAI 8.16 T 1.17 8.06 T 1.76 0.866
HGF (kg) 44 T 14 38 T 13 0.253

Data are presented as mean T SD.
% pred, percentage predicted; BMI, body mass index; HGF, hand grip force; PAI, Physical
Activity Index (maximum score, 15).
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the frontal axis and the vertical ground reaction force. Force
plate signals were sampled at 500 Hz using a Micro1401
data acquisition system using Spike2 software (Cambridge
Electronic Design, United Kingdom), and a fourth-order low-
pass Butterworth filter was applied with a cutoff frequency
of 5 Hz.

Local muscle vibration was used to investigate the role
of proprioception in postural control. Muscle vibration is a
powerful stimulus of muscle spindle Ia afferents (11,45),
which can induce both motor (i.e., tonic vibration reflex
and/or antagonistic vibration reflex) and perceptual effects
(i.e., an illusion of muscle lengthening) (11). When the CNS
uses proprioceptive signals of the vibrated muscles for pos-
tural control, it will cause a directional corrective CoP dis-
placement. When the triceps surae (TS) muscles are vibrated,
a postural sway in a backward direction is expected. During
lumbar paraspinal (LP) muscle vibration, a forward postural
body sway is expected because in this condition, the brain
considers the pelvis as a ‘‘mobile’’ body part compared with
the ‘‘stationary’’ trunk (10). These directional body sways
have been shown by previous studies (8,10,22,24,25). The
amount of CoP displacement during local vibration may
represent the extent to which an individual makes use of the
proprioceptive signals of the vibrated muscles to maintain
the upright posture. Simultaneous vibration on TS and LP
muscles may identify the individual’s ability to gate con-
flicting proprioceptive signals (TS vs LP) during postural
control (22,25). During simultaneous TS–LP muscle vibra-
tion, a dominant backward body sway suggests a dominant
use of ankle proprioception whereas a forward body sway
indicates a dominant use of back proprioception. Straps
were used to hold the muscle vibrators (Maxon Motor,
Switzerland). The straps were applied bilaterally over the

muscle bellies of the TS and LP muscles by the same in-
vestigator for all trials, and vibration was offered at high
frequency and low amplitude (60 Hz and 0.5 mm) (45).

To evaluate the use of proprioception during postural
control, the participants were instructed to stand barefoot on
the force plate, with their arms relaxed along the body. Two
conditions were used: 1) upright standing on a stable support
surface (force plate) and 2) upright standing on an unstable
support surface (Airex balance pad; 49.5 cm long � 40.5 cm
wide � 6.5 cm high). On the unstable support surface, ankle
proprioceptive signals are less reliable (21). When visual
input is restricted, this enforces reliance upon proximal pro-
prioceptive signals (i.e., proprioceptive weighting), thereby
highlighting proprioceptive deficits. A standardized foot po-
sition was used, with the heels placed 10 cm apart and a free
forefoot position. The vision of the participants was occluded
by nontransparent goggles. Participants were instructed to
maintain their balance at all times, and an investigator was
standing next to the participant to prevent actual falls. Within
each of the two conditions, three experimental trials were
implemented: muscle vibration was added bilaterally to the
TS muscles (trial 1), LP muscles (trial 2), and to the TS and
LP muscles simultaneously (trial 3). Each trial lasted for 60 s,
with muscle vibration starting at 15 s and lasting 15 s.

Severity of LBP, LBP-related disability, and LBP-
related fear and beliefs. Severity of LBP was scored
by the numerical rating scale (NRS) from 0 (‘‘no pain’’) to
10 (‘‘worst pain’’), and LBP-related disability was evaluated
using the ODI-2 (13). The Fear Avoidance Beliefs Ques-
tionnaire was completed to identify how work and physical
activity affect LBP (49). The Tampa Scale for Kinesiophobia
was completed to identify the participants’ fear of (re)injury
after movements or activities (29).

FIGURE 1—Flowchart of the study.
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Inspiratory muscle strength. Inspiratory muscle strength
was evaluated by measuring maximal inspiratory pressure
(PImax) using an electronic pressure transducer (MicroRPM;
Micromedical Ltd., Kent, United Kingdom). The PImax was
measured at residual volume according to the method of
Black and Hyatt (4). A minimum of five repetitions was
performed, and tests were repeated until there was less than
5% difference between the best and second best test. The
highest pressure sustained over 1 s was defined as PImax
and was compared with reference values (44).

IMT. The participants completed an IMT training pro-
gram over a period of 8 wk, known as an effective training
duration (46). They were instructed to breathe through a
mouthpiece (POWERbreathe Medic; HaB International Ltd.,
Warwickshire, United Kingdom) with their nose occluded
while standing upright (35). With every inspiration, resis-
tance was added to the inspiratory valve, forcing the in-
dividuals to generate a negative pressure of 60% of their
PImax (‘‘high-IMT group’’) or 10% of PImax (‘‘low-IMT
group’’), respectively, a protocol also studied in patients
with COPD (9). The specific intensity of 60% PImax was
justified as ‘‘effective’’ IMT training on the basis of its op-
timal responses in terms of blood flow and pressure gener-
ation (34,47). The participants were instructed to perform
30 breaths, twice daily, 7 days per week, with a breathing
frequency of 15 breaths per minute and a duty cycle of 0.5.
The participants in both groups were coached to use dia-
phragmatic (bucket handle) breathing rather than thoracic
(pump handle) breathing by providing verbal and tactile cues.
With each training session, the participants were instructed to
write down the applied resistance, perceived effort (Borg
scale, 0–10), and additional remarks (e.g., dizziness, dyspnea)
on a standardized form. Once a week, the training was eval-
uated under supervision of an investigator, and the resistance
was adapted to the newly produced PImax (if relevant) in
both groups.

Data Reduction and Analysis

Force plate data were calculated using Spike2 software
and Microsoft Excel. To evaluate proprioceptive use during
postural control, the directional effect of muscle vibration
on mean values of anterior–posterior CoP displacement was
calculated. Positive values indicate a forward body sway,
and negative values indicate a backward body sway. To
provide additional information about the proprioceptive
dominance, an RPW ratio was calculated using the equa-
tion RPW = (abs TS)/(abs TS + abs LP). ‘‘Abs TS’’ is the
absolute value of the mean CoP displacement during TS
muscle vibration, and ‘‘abs LP’’, during LP muscle vibra-
tion. An RPW score equal to one corresponds to 100% re-
liance on TS muscle input in upright standing, whereas a
score equal to zero corresponds to 100% reliance on LP
muscle input (8,10,22,24,25). Participants were included in
the study if they showed an RPW score 90.5 (dominant
ankle proprioceptive use) when standing on an unstable

support surface. According to Kiers et al. (26), the calcula-
tions of CoP displacements during muscle vibration and the
calculation of RPW are the most reliable indicators of the
response to muscle vibration.

A one-way ANOVA was used to examine differences in
baseline characteristics between the two groups (Table 1). A
two-way ANOVA was used to examine differences between
subjects and within subjects with factors of intervention
(high IMT vs low IMT) and time (before vs after); results are
reported with F and P values. A post hoc test (Tukey) was
performed to further analyze these results in detail; results
are reported with P values. Correlations were calculated by
the Pearson test. The statistical analysis was performed with
Statistica 9.0 (Statsoft). The level of significance was set
at P G 0.05.

RESULTS

At baseline, no differences in the participants’ character-
istics (Table 1) and primary and secondary outcome mea-
sures were found between both groups (P 9 0.05).

Inspiratory Muscle Strength

After the intervention, inspiratory muscle strength (PImax)
was significantly different between both groups (F1,26 =
19.33, P = 0.001). Post hoc results showed that PImax
increased significantly in the high-IMT group after the in-
tervention (94 T 30 vs 136 T 34 cm H2O) ($ 42 cm H2O,
P = 0.001). In contrast, low IMT did not influence PImax
(92 T 27 vs 94 T 26 cm H2O) ($ 2 cm H2O, P = 0.989).

Proprioceptive Use during Postural Control

RPW during standing on a stable and unstable
support surface. On a stable support surface, when
comparing the relative use of ankle versus back muscle
proprioceptive input (RPW, 0–1), there was no difference
between groups after the intervention, although a trend was
present (F1,26 = 3.29, P = 0.081). However, according to the
post hoc test, the high-IMT group exhibited a decrease in
RPW, suggesting a more dominant back over ankle propri-
oceptive use compared with that before IMT ($ 0.19, P =
0.002). No such difference was apparent in the low-IMT
group ($ 0.09, P = 0.465).

When standing on an unstable support surface, a signifi-
cant difference in RPW between groups was observed after
the intervention (F1,26 = 4.54, P = 0.047). The post hoc test
revealed that the IMT group switched to a more dominant
back over ankle proprioceptive use, as shown by the de-
creased RPW values after high IMT compared with baseline
($ 0.23, P = 0.001). No such difference was apparent in the
low-IMT group ($ 0.10, P = 0.579). Figures 2 and 3 display
the individual RPW ratios before and after intervention on a
stable and unstable support surface, respectively.

No significant correlation was found between the change
in RPW on a stable support surface and the change in PImax
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after intervention (r = j0.22, P = 0.305). In contrast, on an
unstable support surface, a significant negative correlation
was observed (r = j0.41, P = 0.049), suggesting that an
increment of PImax was associated with a more facilitated
back proprioceptive use during postural control.

Standing on a stable support surface. After the
intervention and on a stable support surface, no differences
in postural responses on muscle vibration were observed
between the groups (F1,26 = 0.039, P = 0.846 (TS vibration);
F1,26 = 2.10, P = 0.146 (LP vibration); F1,26 = 1.24, P =
0.278 (TS–LP vibration)). However, the post hoc test re-
vealed that the high-IMT group decreased their reliance on
ankle proprioceptive signals after the intervention, as
evidenced by a significant reduction in posterior body sway
during TS muscle vibration ($ 2.6 cm, P = 0.049). This is
corroborated by the finding that the high-IMT group showed
a significantly smaller posterior body sway during simulta-
neous TS and LP muscle vibration compared with that be-
fore IMT ($ 3.8 cm, P = 0.048). The high-IMT group did
not show a change in reliance on back proprioceptive signals
after IMT ($ 1.7 cm, P = 0.128). In contrast, in the low-IMT
group, there were no changes in responses to TS vibration
($ 2.4 cm, P = 0.105), LP vibration ($ 0.1 cm, P = 0.995),
and simultaneous TS–LP vibration ($ 2.4 cm, P = 0.644)
after the intervention. Figure 4 displays the absolute CoP

displacements during muscle vibration while standing on a
stable support surface.

No significant correlation was found between the change
in PImax and the change in CoP displacement during TS
vibration (r =j0.16, P = 0.457), TS–LP vibration (r = 0.14,
P = 0.506), or LP vibration (r = 0.31, P = 0.145).

Standing on an unstable support surface. After
the intervention and on an unstable support surface, no dif-
ferences in postural responses were observed between the
groups during TS vibration (F1,26 = 0.78, P = 0.384) and LP
vibration (F1,26 = 2.49, P = 0.126); however, during TS–LP
vibration, a significant difference in postural sway was found
(F1,26 = 5.10, P = 0.034). The post hoc test revealed that in
the high-IMT group, LP vibration elicited a significantly
larger anterior body sway after the intervention ($ 2 cm,
P = 0.027), indicative of an increased use of back proprio-
ceptive signals during postural control. Furthermore, the
high-IMT group also decreased their reliance on ankle pro-
prioceptive signals, as evidenced by a significantly smaller
posterior body sway during simultaneous TS–LP vibration
after the intervention ($ 2.0 cm, P = 0.040). This difference
was not present during TS vibration after IMT ($ 0.9 cm,
P = 0.665). In contrast, in the low-IMT group, there were
no changes in responses to TS ($ 0.5 cm, P = 0.999), LP

FIGURE 2—Individual and mean T SD RPW ratios while standing on a
stable support surface, measured before and after high-intensity IMT
(high-IMT group) and low-intensity IMT (low-IMT group), respec-
tively. Higher values correspond to higher reliance on ankle muscle
proprioception; lower values correspond to higher reliance on back
muscle proprioception. P values refer to post hoc test results.

FIGURE 3—Individual and mean T SD RPW ratios while standing on
an unstable support surface, measured before and after high-intensity
IMT (high-IMT group) and low-intensity IMT (low-IMT group), re-
spectively. Higher values correspond to higher reliance on ankle muscle
proprioception; lower values correspond to higher reliance on back
muscle proprioception. P values refer to post hoc test results.
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($ 0.7 cm, P = 0.856), and TS–LP ($ 0.4 cm, P = 0.986)
vibration after the intervention. Figure 5 displays the ab-
solute CoP displacements during muscle vibration while
standing on an unstable support surface.

No significant correlation was found between the change
in PImax and the change in CoP displacement during TS
vibration (r = j0.10, P = 0.639) or TS–LP vibration (r =
0.18, P = 0.395), although a significant positive correlation
was observed in the change in CoP displacement during LP
vibration (r = 0.44, P = 0.034), suggesting that an increment
of PImax values was associated with a more facilitated back
proprioceptive use during postural control.

Severity of LBP, LBP-Related Disability, and
LBP-Related Fear and Beliefs

After the intervention, LBP severity (NRS score, 1–10)
was significantly lower in the high-IMT group compared
with that in the low-IMT group (F1,26 = 7.14, P = 0.013).
Severity of LBP decreased significantly in the high-IMT
group (5 T 2 vs 2 T 2) ($ 3, P = 0.001), whereas no change
was observed in the low-IMT group (5 T 2 vs 5 T 2) ($ 0, P =
0.864). Disability associated with LBP did not differ be-
tween groups after the intervention (F1,26 = 0.73, P = 0.402)
and was not significantly different before and after high-
IMT (19% T 9% vs 13% T 10%) ($ 6%, P = 0.099) and
before and after low IMT (20% T 8% vs 17% T 7%) ($ 3%,
P = 0.628). Scores on the Fear Avoidance Beliefs Ques-
tionnaire did not differ between groups after the intervention
(F1,26 = 0.95, P = 0.343) and were not significantly different
before and after high IMT (28 T 5 vs 24 T 5) ($ 4, P = 0.073)
and before and after low IMT (27 T 9 vs 26 T 13) ($ 1, P =
0.662). Scores on the Tampa Scale for Kinesiophobia were
not different between groups after the intervention (F1,26 =
0.01, P = 1.000) and were not significantly different before
and after high IMT (39 T 5 vs 36 T 6) ($ 3, P = 0.735) and
before and after low IMT (35 T 6 vs 36 T 6) ($ 1, P = 0.735).

DISCUSSION

The results of this study suggest that high IMT (i.e., 60%
PImax) affects proprioceptive use to a greater extent than
low IMT (i.e., 10% PImax) when standing on an unstable
support surface (significant interaction effect). As a consis-
tent within-group effect was observed only in the high-IMT
group, the study suggests that individuals with recurrent non-
specific LBP decrease their reliance on ankle proprioceptive
input and increase their reliance on back proprioceptive input
during postural control after 8 wk of high IMT. Moreover,
high IMT improved inspiratory muscle strength and decreased
the severity of LBP; the decrease in NRS is clinically impor-
tant, according to international consensus (41). These changes
were not present in individuals with LBP who underwent
low IMT. These findings indicate that improving inspiratory
muscle function enhances proprioceptive weighting, sup-
porting the premise that inspiratory muscle dysfunction may
exacerbate poor proprioceptive use in individuals with LBP.

IMT may contribute to an enhancement of propriocep-
tive use in individuals with LBP via several potential
mechanisms. First, previous research has demonstrated that
an increase in intra-abdominal pressure provides ‘‘stiffness’’
and, thus, control of the lumbar spine, which is needed to
unload the spine during balance and loading tasks (18). The
diaphragm has been shown to contribute to postural control
by increasing intra-abdominal pressure and possibly via its
anatomical connection to the spine (19). Our findings showed
that the enhanced inspiratory muscle strength after IMT is
accompanied by an improved proprioceptive use (i.e., more
reliance on back proprioception) during postural control. A
study examining the effect of glottal control (breath hold-
ing or not) on postural balance concluded that optimal pos-
tural control needs a dynamic midrange respiratory muscle
control that is neither too flexible nor too stiff (32). This
may be facilitated by IMT because it is known to induce
changes in pressure generation (improve stiffness), on the
one hand (46); and on the other hand, IMT may also reduce

FIGURE 4—CoP displacement (mean T SD) while standing on a stable
support surface during vibration on 1) TS muscles, 2) LP muscles, and
3) TS and LP muscles simultaneously, measured before (black) and
after (white) high-intensity IMT (high-IMT group) and low-intensity
IMT (low-IMT group), respectively. Positive values indicate an anterior
body sway; negative values indicate a posterior body sway. P values
refer to post hoc test results.

FIGURE 5—CoP displacement (mean T SD) while standing on an un-
stable support surface during vibration on 1) TS muscles, 2) LP mus-
cles, and 3) TS and LP muscles simultaneously, measured before (black)
and after (white) high-intensity IMT (high-IMT group) and low-
intensity IMT (low-IMT group), respectively. Positive values indicate
an anterior body sway; negative values indicate a posterior body sway.
P values refer to post hoc test results.
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excessive expiratory/trunk muscle activity (improve flexi-
bility), known to compromise postural control (39). As
muscle spindles show a dense network of blood vessels (27)
and IMT is known to improve blood flow in resting and
exercising peripheral muscles (5), IMT may have favored
the lumbar muscle spindle function in these individuals.
Thus, IMT might enhance the trunk-stabilizing function of
the diaphragm, enabling individuals to up-weight lumbar
proprioceptive signals and thus induce access to a larger
variety in proprioceptive use during postural control. Recent
studies have identified a smaller diaphragm excursion and a
higher diaphragm position in individuals with LBP (28).
Furthermore, people with LBP attempt to compensate for
their suboptimal diaphragm position by increasing their tidal
volume during lifting and lowering tasks to provide ade-
quate pressure support (15,31). Our data suggest that it may
be possible to reverse the suboptimal proprioceptive use in
patients with LBP through IMT and support a role for in-
spiratory muscle dysfunction in some individuals with LBP.
Prospective studies must further reveal whether this associ-
ation can be related to the development and recurrence of
nonspecific LBP.

An additional mechanism contributing to the positive ef-
fect of IMT in individuals with LBP may be found in the
modification of ‘‘pain gate control’’ (38). Next to stimulating
inspiratory muscles, IMT also stimulates extrapulmonary
muscles, joints, and skin receptors possibly involved in pos-
tural control. IMT might stimulate sensory afferents, which
enhance sensing, localizing, and discriminating muscle activ-
ity and joint position, which might have previously been
overwhelmed by a nociceptive input (37). This might explain
why low IMT and high IMT decreased the ankle proprio-
ceptive use, even though no effect of low IMT was observed
upon PImax. Moreover, it has been shown that altered
breathing itself, free from resistive loading, can change
the respiratory physiology and improve tissue oxygenation
consequently (36). Taken together, this might suggest that
IMT favors the use of back proprioception in individuals
with LBP possibly by an improved trunk-stabilizing func-
tion of the diaphragm and/or additional pain gate control
mechanisms.

A top priority identified in 2013 for LBP research relates
to the identification of underlying mechanisms rather than
to the effect of interventional studies (12). Our study reveals
a potential association between inspiratory muscle function

and LBP. More specifically, the findings suggest relative
overloading of the inspiratory musculature, for example,
during high-intensity sports (43) or physically demanding
occupations (7), as a potential but reversible contributor
in proprioceptive use and LBP. These findings might help
unravel why individuals with breathing problems have an
increased risk of developing LBP and why individuals with
LBP are also more likely to develop breathing problems
(48). We believe that our data provide justification for
further exploration of this phenomenon in a randomized
controlled trial with a larger sample size and long-term
follow-up. This will reveal whether IMT is a valuable tool
in the rehabilitation of individuals with LBP and which
specific individuals will benefit from it. In addition, our re-
sults justify additional three-dimensional motion and EMG
analysis to unravel the accompanied posturo-kinetic strategy
of a specific proprioceptive use (i.e., to study the motor
output vs sensory input, to maintain posture).

CONCLUSIONS

After 8 wk of IMT at an intensity of 60% PImax, in-
dividuals with recurrent nonspecific LBP show increased
reliance on back proprioceptive signals during postural
control, show an increase in inspiratory muscle strength, and
report a decrease in LBP severity. Back proprioceptive use
might be improved after IMT by enhancing the trunk-
stabilizing function of the diaphragm and/or by modifying
pain gate control. These changes may enable individuals to
reweight proprioceptive signals and to shift to a more opti-
mal proprioceptive use adapted to the postural demands. The
results of this study provide evidence that the proprioceptive
deficits observed in individuals with LBP, potentially due to
relative overloading of the inspiratory musculature, can be
reversed by IMT.
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3. Balagué F, Mannion AF, Pellisé F, Cedraschi C. Non-specific low
back pain. Lancet. 2012;379(9814):482–91.

4. Black LF, Hyatt RE. Maximal respiratory pressures: normal values and
relationship to age and sex. Am Rev Respir Dis. 1969;99(5):696–702.

5. Borghi-Silva A, Oliveira CC, Carrascosa C, et al. Respiratory
muscle unloading improves leg muscle oxygenation during exer-
cise in patients with COPD. Thorax. 2008;63(10):910–5.

6. Bosnak-Guclu M, Arikan H, Savci S, et al. Effects of inspiratory
muscle training in patients with heart failure. Respir Med. 2011;
105(11):1671–81.

http://www.acsm-msse.org18 Official Journal of the American College of Sports Medicine

C
LI
N
IC
A
L
SC

IE
N
C
ES

Copyright © 2014 by the American College of Sports Medicine. Unauthorized reproduction of this article is prohibited.



7. Brown PI, McConnell AK. Respiratory-related limitations in phys-
ically demanding occupations. Aviat Space Environ Med. 2012;
83(4):424–30.

8. Brumagne S, Janssens L, Janssens E, Goddyn L. Altered postural
control in anticipation of postural instability in persons with re-
current low back pain. Gait Posture. 2008;28(4):657–62.

9. Charususin N, Gosselink R, Decramer M, et al. Inspiratory muscle
training protocol for patients with chronic obstructive pulmonary
disease (IMTCO study): a multicentre randomised controlled trial.
BMJ Open. 2013;3(8):e003101.

10. Claeys K, Brumagne S, Dankaerts W, Kiers H, Janssens L. De-
creased variability in postural control strategies in young people
with non-specific low back pain is associated with altered propri-
oceptive reweighting. Eur J Appl Physiol. 2011;111(1):115–23.

11. Cordo PJ, Gurfinkel VS, Brumagne S, Flores-Vieira C. Effect of
slow, small movement on the vibration-evoked kinesthetic illusion.
Exp Brain Res. 2005;167(3):324–33.

12. Costa Lda C, Koes BW, Pransky G, Borkan J, Maher CG, Smeets
RJ. Primary care research priorities in low back pain: an update.
Spine (Phila Pa 1976). 2013;38(2):148–56.

13. Fairbank JC, Pynsent PB. The Oswestry Disability Index. Spine
(Phila Pa 1976). 2000;25(22):2940–52.

14. Gosselink R, De Vos J, van den Heuvel SP, Segers J, Decramer M,
Kwakkel G. Impact of inspiratory muscle training in patients with
COPD: what is the evidence? Eur Respir J. 2011;37(2):416–25.

15. Hagins M, Lamberg EM. Individuals with low back pain breathe
differently than healthy individuals during a lifting task. J Orthop
Sports Phys Ther. 2011;41(3):141–8.

16. Hamaoui A, Do Mc, Poupard L, Bouisset S. Does respiration
perturb body balance more in chronic low back pain subjects than
in healthy subjects? Clin Biomech (Bristol, Avon). 2002;17(7):
548–50.

17. Hankinson JL, Odencrantz JR, Fedan KB. Spirometric reference
values from a sample of the general U.S. population. Am J Respir
Crit Care Med. 1999;159(1):179–87.

18. Hodges PW, Eriksson AE, Shirley D, Gandevia SC. Intra-abdominal
pressure increases stiffness of the lumbar spine. J Biomech. 2005;
38(9):1873–80.

19. Hodges PW, Gandevia SC. Changes in intra-abdominal pressure
during postural and respiratory activation of the human diaphragm.
J Appl Physiol (1985). 2000;89(3):967–76.

20. Hodges PW, Gurfinkel VS, Brumagne S, Smith TC, Cordo PC.
Coexistence of stability and mobility in postural control: evidence
from postural compensation for respiration. Exp Brain Res. 2002;
144(3):293–302.

21. Ivanenko YP, Talis VL, Kazennikov OV. Support stability in-
fluences postural responses to muscle vibration in humans. Eur J
Neurosci. 1999;11(2):647–54.

22. Janssens L, Brumagne S, McConnell AK, et al. Proprioceptive
changes impair balance control in individuals with chronic ob-
structive pulmonary disease. PLoS One. 2013;8(3):e57949.

23. Janssens L, Brumagne S, McConnell AK, Hermans G, Troosters T,
Gayan-Ramirez G. Greater diaphragm fatigability in patients with
recurrent low back pain. Respir Physiol Neurobiol. 2013;188(2):
119–23.

24. Janssens L, Brumagne S, Polspoel K, Troosters T, McConnell A.
The effect of inspiratory muscles fatigue on postural control in
people with and without recurrent low back pain. Spine (Phila Pa
1976). 2010;35(10):1088–94.

25. Janssens L, Pijnenburg M, Claeys K, McConnell AK, Troosters T,
Brumagne S. Postural strategy and back muscle oxygenation dur-
ing inspiratory muscle loading. Med Sci Sport Exerc. 2013;45(7):
1355–62.

26. Kiers H, Brumagne S, van Dieen J, Vanhees L. Test-retest reli-
ability of muscle vibration effects on postural sway. Gait Posture.
2014;40(1):166–71.

27. Kokkorogiannis T. Somatic and intramuscular distribution of muscle
spindles and their relation to muscular angiotypes. J Theor Biol.
2004;229(2):263–80.

28. Kolar P, Sulc J, Kyncl M, et al. Postural function of the diaphragm
in persons with and without chronic low back pain. J Orthop Sports
Phys Ther. 2012;42(4):352–62.

29. Kori KS, Miller RP, Todd DD. Kinesiophobia: a new view of
chronic pain behaviour. Pain. 1990;3:35–43.

30. Koumantakis GA, Winstanley J, Oldham JA. Thoracolumbar pro-
prioception in individuals with and without low back pain: intra-
tester reliability, clinical applicability, and validity. J Orthop Sports
Phys Ther. 2002;32(7):327–35.

31. Lamberg EM, Hagins M. The effects of low back pain on natural
breath control during a lowering task. Eur J Appl Physiol. 2012;
112(10):3519–24.

32. Massery M, Hagins M, Stafford R, Moerchen V, Hodges PW.
Effect of airway control by glottal structures on postural stability.
J Appl Physiol (1985). 2013;115(4):483–90.

33. Mazaheri M, Coenen P, Parnianpour M, Kiers H, van Dieën JH.
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