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Abstract 

Background  Degenerative structural changes and functional deficits of the lumbar multifidus (LM) muscle were 
observed in athletes with low back pain. While spinal injuries are common in circus artists, there is no information 
on LM characteristics in this population. The aims of this study were to investigate LM morphology and function and 
explore the relationship between LM characteristics and low back pain in male and female circus artists.

Methods  31 college circus students were recruited. Participants completed an online survey to acquire demographic 
data and low back pain history. Body composition was measured using multi-frequency bio-impedance analysis. 
Ultrasound examinations at the fifth lumbar vertebrae in prone and standing positions were performed to assess LM 
cross-sectional area, echo-intensity, thickness. Independent and dependent t-test assessed the difference between 
sex and side, respectively. The relationships between measures were assessed with Pearson’s correlations. The LM 
characteristics’ difference between artists with and without low back pain (group binary variable) was assessed with 
Analysis of covariance using lean body mass, height and % body fat as continuous covariates.

Results  Males had significantly larger LM cross-sectional area, lower echo-intensity and greater thickness change 
from rest to contracted than females. LM cross-sectional area asymmetry in prone was greater in artists reporting low 
back pain in the previous 4-weeks (p = 0.029) and 3-months (p = 0.009). LM measures were correlated with lean body 
mass, height, and weight (r = 0.40–0.77, p ≤ 0.05).

Conclusion  This study provided novel insights into LM characteristics in circus artists. Greater LM asymmetry was 
observed in artists with a history of low back pain. In accordance with previous studies in athletes, LM morphology 
and function were highly correlated with body composition measurements.

Keywords  Multifidus muscle, Ultrasound imaging, Low back pain, Cross-sectional area

Background
Pain and injury are detrimental to a circus artist’s 
health and career.[1, 2] Student circus artists push their 
limits daily when loading, twisting and bending their 
vertebral column to achieve greater range.[1, 3–5] Spi-
nal injuries are reported as the second most injured 
body part in circus artists and the lumbar spine as the 
most affected spinal section in the sparse research on 
circus injuries.[5–7] A study with an Australian cir-
cus school reported that 14% of all injuries were to the 
lumbar spine and that such injuries required the most 
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initial and follow-up treatment.[5] Identifying the LBP 
profile of circus artists may lead to a more sustainable 
practice, decrease the risk of spinal injuries and assist 
with the screening of overuse injuries to the vertebral 
column.[5].

The lumbar multifidus muscle (LM) provides seg-
mental stabilization and proprioception to the lumbar 
spine,[8] and it is well-recognized that LM morphol-
ogy differs between male and female athletes; male 
athletes have a larger LM and greater percent thick-
ness change as compared to female athletes. [9, 11] 
Smaller LM and greater asymmetry between sides has 
also been linked to LBP in some athletic [9–12] and 
non-athletic populations.[13, 14] Ultrasonography is a 
common and reliable method to assess LM size, echo 
intensity and percent thickness change from a rested to 
contracted state.[15–18] To date, however, most stud-
ies assessing LM morphology were conducted with 
non-performing athletes, and only few artistic popula-
tions with demands similar to circus artists have been 
investigated. Professional ballet dancers with LBP were 
reported to have smaller LM size and elite gymnasts 
with sway-back posture have reduced LM contraction 
when compared to their asymptomatic counterparts.
[12, 19] LM asymmetry was also observed in elite ball-
room dancers, but it was not related to LBP.[20] While 
previous findings suggest that LM morphology may be 
unique to each artistic population and reflect sport spe-
cific demands, we are not aware of any previous studies 
that have assessed LM characteristics in circus artists.

As muscle morphology is influenced by age, sex, 
physical activity levels and body composition,[21, 22] 
adjusting for such anthropometric factors is critical 
when assessing the relation between LM morphology 
and LBP. Body mass index (BMI) is most frequently 
used to adjust for inter-subject variability; however, it 
remains a poor indicator of body composition, espe-
cially in athletic populations.[22] While dual energy 
X-ray absorptiometry is the gold standard to assess 
body composition, it is costly and not readily accessi-
ble. Multi-frequency Bioimpedance Analysis (MF-BIA) 
is an accurate, quick, non-invasive, portable and afford-
able alternative.[23].

Given the scarce research on circus artists, we inves-
tigated the relationship between LM characteristics and 
LBP in this unique population. The aims of this study 
were to 1) investigate LM morphology and function and 
their relations with body composition in male and female 
artists, and 2) to examine the relationship between LM 
characteristics and LBP status. We hypothesized that 
circus artists with LBP would have smaller LM, greater 
side-to-side asymmetry, and reduced percent thickness 
change.

Methods
Participants
31 students aged 21.06 ± 2.56 pursuing a three-year 
diploma of collegial studies in circus arts were recruited 
from the National Circus School (n = 25) and the Que-
bec Circus Arts School (n = 6). Exclusion criteria were 
any history of spinal fracture, spinal surgery, or visible 
spinal deformities (i.e., scoliosis > 10°). All data was col-
lected during a high intensity-training period in Fall 
2021 semester. Due to Covid-19, the training hours of 
the 2020–2021 school year had been cut down by 50%, 
and artists had a reduced training schedule (e.g., training 
an average of two to three hours/day). In Fall 2021 dur-
ing data collection for the current study, training hours 
were increased to five to six hours/day (75%). Informed 
consent was obtained from all participants. All methods 
were carried out in accordance with relevant guidelines 
and regulations. The study was approved by Concordia 
Ethics (CER: 30,014,948) and by National Circus School 
Ethics Committee (CER 2122-07C).

Procedures
Participants completed a self-reported online survey on 
demographics, training, injury history and LBP. Injury 
was defined as any injury requiring medical attention. 
Participants were asked to answer “yes” or “no” to the 
presence of LBP in the past 4-weeks and 3-months prior 
the ultrasound assessment. If participants answered “yes” 
to the presence of LBP, they were asked to specify pain 
intensity using a numerical pain rating scale (0 = no pain; 
10 = worst possible pain), pain location (left, right, cen-
tered) and pain duration in weeks. In accordance with 
previous related studies,[9, 11, 33, 34] separate analyses 
were conducted for the presence of LBP at 4-weeks and 
3-months prior (refer to statistical analysis). Participants 
with a history of LBP also completed the Oswestry Dis-
ability Index (ODI)[24], the Athlete Disability Index 
(ADI),[25, 26] and the Pain Catastrophizing Scale (PCS)
[27] questionnaires.

Body composition
Height was recorded with a stadiometer (Doran Scales, 
DS5100). The measure was taken in the morning when-
ever possible to have minimal interference with the stu-
dents’ training schedule. Participants were also instructed 
to fast for two hours, drink minimal amounts of water 
and not exercise prior to the body composition meas-
urement.[28] Most students complied to this protocol, 
however, nine students ate and two students trained prior 
to acquiring body composition measurements. Dur-
ing the assessment, participants wore minimal clothing 
and removed all metal and footwear. Due to accessibility 
and transportability of the devices between study sites, 
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a MF-BIA Inbody 230 (InBody CANADA, Ottawa, ON, 
CA) was used at the Montreal site (n = 25) and an Imped-
imed SFB7 (ImpediMed Inc. Carlsbad, CA, USA) was 
used in Quebec City (n = 6). Body composition measure-
ments were obtained strictly following the equipment 
respective instructions and exported in a spreadsheet.

Ultrasound Imaging
LM was assessed using a LOGIC e ultrasound (GE 
Healthcare, Milwaukee, WI) with a 5-MHz curvilinear 
probe. The following imaging parameters were used: 
5  MHz frequency, 60 gain, 8.0  cm depth.[29] Reliability 
and validity of ultrasound imaging for LM size and thick-
ness has been established.[16, 18, 29] The examiner was 
blinded to the clinical symptoms of the participants.

LM measurements
Participants lay prone on a therapy table with a pillow 
under their abdomen to flatten the lumbar curve,[15, 29] 
and with their arms relaxed on each side at the shoulder 
level while relaxing the lumbar musculature. The spinous 
process of L5 was located by palpation and confirmed 
visually on the ultrasound. Gel was applied to the skin 
and the ultrasound probe was placed transversely over 
the spinous process of L5. Three transverse images were 
taken bilaterally to obtain LM CSA. For participants with 
larger LM, the left and right muscle sides were imaged 
separately.

LM thickness measurements were acquired in a par-
asagittal view. Three images were taken at rest and three 
images during contraction. Participants held a hand-
held weight overhead with a 90° flexion in the elbow 
based on their bodyweight (< 68.2  kg = 0.68  kg weight, 
68.2–90.9  kg = 0.9  kg weight, > 90.9  kg = 1.36  kg weight) 
[15] and performed a contralateral arm lift by lifting the 
weight 5 cm off the table for 3 s to obtain an image during 
contraction as shown in Fig. 1. Participants had 1 prac-
tice trial followed by 3 recorded arm lifts on each side.

All LM measurements were repeated in a standing 
position. Participants stood barefoot on the ground with 
their arms relaxed on each side. They were instructed 
to march on the spot and stop where their feet land in 
their normal upright resting position. The same proce-
dure as described above was used was used to acquire 
LM CSA and thickness at rest. For LM thickness meas-
urements during contraction, a contralateral arm lift was 
performed with the shoulder in 90° flexion and an elbow 
extension with the palm facing down.[30].

Image assessment
Ultrasound images were stored and analyzed offline. 
LM CSA was measured by tracing the muscle borders 
manually (Fig.  2). LM CSA asymmetry was calculated 

using the following formula: % asymmetry = [(larger 
side – smaller side)/larger side × 100]. LM function was 
assessed by tracing the muscle thickness (Fig. 3) and cal-
culating the % thickness change as follows: thickness % 
change = [(thickness contraction – thickness rest)/thick-
ness rest) × 100].[9] Echo intensity (EI) values were meas-
ured using a gray scale analysis and standard histogram 
function via the Horos DICOM viewer software (version 
4.0.0 RC5). Higher EI values reflect greater amounts of 
intramuscular fat and connective tissue.[29, 31] All meas-
urements were acquired on three different images, and 
the average was used in the analysis. One participant was 
recovering from a shoulder injury and unable to perform 
the right contracted thickness measure in prone; only the 
three images from contraction on the right side in prone 
were excluded from the analysis for this participant. 
From the 372 images, eight additional individual images 
were discarded due to lack of clarity.

Reliability
The reliability of the examiner to acquire the ultrasound 
measurements was assessed prior to this study, following 
a familiarization and training period with the equipment. 
Within-day intra-rater reliability (n = 10) was excellent 
for all measurements with intraclass correlation coeffi-
cient (ICC) ranging from 0.91–0.99.

Statistical analysis
Descriptive tables for participants’ characteristics, LBP 
status and LM measures were generated. Paired t-tests 
were used to compare LM size and function between 
the left and right sides, with the exception of LM CSA 
asymmetry for females, where the Wilcoxon signed-
rank test was used as this measure was not normally 

Fig. 1  Position to acquire LM thickness measurement during 
contraction via contralateral arm lift
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distributed. Comparisons between sexes were assessed 
using unpaired t-tests, except for LM CSA asymme-
try where the Mann–Whitney U test was used as this 
measure was not normally distributed in females. 
Pearson’s correlations were used to assess the relation-
ship between body composition and LM characteris-
tics. Analyses of covariance (ANCOVA) were used to 

assess the difference in LM characteristics between art-
ists with and without LBP, and separate analysis were 
conducted for the presence of LBP at 4-weeks and 
3-months prior to data collection. Height, % body fat 
and lean body mass were used as covariates. All tests 
were performed using SPSS (version 26.0.0.0) with sig-
nificance level set at < 0.05.

Fig. 2  Transverse image of the lumbar multifidus muscle at L5 showing the cross-sectional area (CSA), in prone (left) and in standing (right) 
positions

Fig. 3  Parasagittal image of the lumbar multifidus muscle at L5 illustrating LM thickness at rest and during contraction, in prone (top row) and 
standing (bottom row) positions
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Results
The artists’ demographic and LBP characteristics are pre-
sented in Table 1 and 2. The average years of circus train-
ing was 7.97 ± 4.26  years. 18 students (58.1%) reported 
the presence LBP.

LM characteristics
LM characteristics for males (n = 13) and females (n = 18) 
are presented in Table 3. In prone, the right LM CSA was 
significantly greater in males (p < 0.01). EI was signifi-
cantly greater in females (p < 0.01), and larger on the right 
side within females (p = 0.01). LM thickness at rest (left 
side), contracted (both sides), and % thickness change 
(right side) were significantly larger in males (p < 0.05). 
There was no difference in LM CSA asymmetry between 
sexes.

In standing, LM CSA, thickness at rest and contracted 
on both sides were larger in males (p < 0.05). Female art-
ists had greater right LM thickness at rest (p = 0.036). 
There was no difference in LM CSA asymmetry between 
sexes.

Associations between LM characteristics and body 
composition
LM CSA was significantly correlated with height (prone: 
r = 0.55, p < 0.01; standing: r = 0.66, p < 0.001), weight 
(prone: r = 0.73, p < 0.001; standing: r = 0.74, p < 0.001), 
total lean mass (prone: r = 0.73, p < 0.001; standing: 
r = 0.77, p < 0.001) and % body fat (prone: r = -0.43, 
p = 0.02; standing: r = -0.51, p < 0.01). LM thickness at 
rest and contraction in prone and standing had similar 
significant correlations. LM EI was only correlated to 
% body fat (r = 0.48, p = 0.01). The EI was significantly 

Table 1  Participants’ Characteristics ((mean + SD) or n)

All (n = 31) Male (n = 13) Female (n = 18)

Age (yrs.) 21.06 ± 2.56 21.46 ± 2.30 20.78 ± 2.76

Height (cm) 168.39 ± 8.63 175.12 ± 5.72 163.53 ± 6.98

Weight (kg) 63.37 ± 8.67 68.77 ± 8.14 59.48 ± 6.90

Total lean mass (kg) 54.06 ± 9.57 61.77 ± 8.31 48.50 ± 5.91

Total body fat % 14.94 ± 5.64 10.22 ± 4.40 18.35 ± 3.63

Body mass index 22.28 ± 2.09 22.39 ± 2.28 22.20 ± 2.02

Program Year (n)

 Preparatory year 7 3 4

  First year 7 1 6

  Second year 9 4 5

  Third year 8 5 3

Years of circus training (yrs.) 7.97 ± 4.26 9.85 ± 4.02 6.61 ± 4.00

Type of artists (n)

 Specialists 24 7 17

  Generalists 7 6 1

Main Discipline (n)

 Floor Acrobatics 11 8 3

  Aerial Acrobatics 14 2 12

  Balancing 5 3 2

  Juggling 1 0 1

Time training main discipline (yrs.) 4.74 ± 2.58 5.46 ± 1.98 4.22 ± 2.88

Time training main discipline (Hr / week) 7.94 ± 2.78 8.15 ± 4.00 7.78 ± 1.52

Hand Grip Preference (n)

 Left 3 1 2

  Right 22 8 14

  No Preference 6 4 2

Medical History in previous 12 months (n)

Students who reported injuries 22 10 12

  Injuries to the head, neck, trunk 8 1 7

  Injuries to the arms 12 7 5

  Injuries to the legs 10 3 7
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and negatively correlated with percent thickness change 
in prone (r = -0.40, p = 0.03); however, this correla-
tion was not significant in standing (p = 0.24). LM CSA 
(prone: r = -0.43, p = 0.02; standing: r = -0.51, p < 0.01), 
contracted thickness in prone (r = -0.43, p = 0.02) and 
thickness measures in standing (rest: r = -0.37, p = 0.04; 
contracted: r = -0.36, p < 0.05) were correlated with total 
% body fat. BMI was significantly correlated with CSA 
in prone (r = 0.44, p = 0.01); however, BMI was not sig-
nificantly correlated with CSA in standing (r = 0.35, 
p = 0.06). All thickness measures in prone and standing 
were significantly correlated with BMI (r = 0.50–0.57, 
p < 0.01). The correlation coefficients for BMI were 
smaller than other body composition measures.

LBP comparisons
Comparisons of LM characteristics between artists with 
and without LBP in the past 4- weeks and 3-months are 

presented in Table  4 and 5, respectively. LM asymme-
try in prone was significantly greater in artists report-
ing LBP in the previous 4-weeks (p = 0.022, η2 = 0.180) 
or 3-months (p = 0.010, η2 = 0.224). There were no other 
significant differences in LM characteristics between art-
ists with and without LBP.

Discussion
Few studies have assessed LM characteristics in artistic 
and athletic populations with LBP. We are not aware of 
any studies assessing LBP profile and LM measures in 
circus artists. This study provides novel insights with 
regards to LM morphology and function in male and 
female circus artists, with and without a LBP history. 
Overall, 18 artists (58%) reported LBP, out of which 
45% and 52% reported LBP in the previous 4-weeks and 
3-months, respectively. Other studies investigating per-
forming arts reported higher LBP prevalence, with 74% 
of professional ballet dancers reporting chronic LBP and 

Table 2  LBP Characteristics ((mean + SD) or n)

All (n = 18) Male (n = 7) Female (n = 11)

Total LBP reports 18 7 11

 in previous 4 weeks (answered “yes”) 14 6 8

 in previous 3 months (answered “yes”) 16 6 10

LBP in previous 4 weeks

 Duration (weeks) 2.35 ± 0.44 1.48 ± 1.36 3.01 ± 1.57

 Location (n)

  Centered 7 4 3

  Left 3 0 3

  Right 4 2 2

 Intensity (0–10 scale) 4.36 ± 2.21 4.25 ± 1.13 4.44 ± 2.85

LBP in previous 3 months

 Duration (weeks) 17.65 ± 8.82 6.00 ± 6.06 24.00 ± 44.42

 Location (n)

  Centered 10 5 5

  Left 3 0 3

  Right 3 1 2

 Intensity (0–10 scale) 4.63 ± 2.29 4.50 ± 1.67 4.70 ± 2.68

Questionnaires on LBP

 ODI scores % 9.33 ± 7.67 9.14 ± 6.82 9.45 ± 8.49

 ADI scores % 16.20 ± 11.36 14.29 ± 7.25 17.42 ± 13.56

 PCS score (/52) 10.63 ± 8.23 9.00 ± 7.70 11.58 ± 8.70

ODI interpretation results, No

 Minimal disability 17 7 10

 Moderate disability 1 0 1

 Severe disability 0 0 0

ADI interpretation results, No

 Minimal disability 12 5 7

 Moderate disability 5 2 3

 Severe disability 1 0 1
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Table 3  LM characteristics in circus artists

* Indicates difference (p < 0.05) between left and right within sex
† Indicates a Wilcoxon signed-rank test was used to compare measure within same sex
‡ Indicates a Mann–Whitney U test was used to compare a measure between sexes

Bold indicates difference (p < 0.05) between sex

Female (n = 18) Male (n = 13)

Right Left Right Left

Prone

 CSA (cm2) 6.83 ± 1.13 6.86 ± 1.11 8.01 ± 1.19 7.88 ± 1.10

 CSA asymmetry (%) 2.91 ± 3.89 † 2.21 ± 2.33 ‡

 Echo intensity (arbitrary units 51.76 ± 10.74* 47.02 ± 13.13 37.23 ± 7.11 36.40 ± 5.95
Thickness (cm)

 Rest 2.65 ± 0.26 2.70 ± 0.27 2.87 ± 0.39 2.96 ± 0.31
 Contracted 2.80 ± 0.27 2.87 ± 0.28 3.20 ± 0.43 3.24 ± 0.31
 Percentage change (%) 5.71 ± 5.04 6.46 ± 4.20 11.78 ± 4.71 9.52 ± 5.31

Standing

 CSA (cm2) 7.70 ± 1.23 7.79 ± 1.16 9.44 ± 1.25 9.48 ± 1.14
 CSA asymmetry (%) 2.17 ± 2.42 † 3.07 ± 2.91 ‡

Thickness (cm)

 Rest 3.06 ± 0.35* 3.19 ± 0.30 3.45 ± 0.45 3.52 ± 0.39
 Contracted 3.25 ± 0.34 3.31 ± 0.30 3.57 ± 0.43 3.66 ± 0.36
 Percentage change (%) 6.47 ± 5.39 3.99 ± 2.57 3.61 ± 2.78 4.10 ± 2.73

Table 4  Adjusted meansa (mean (SE)) of LM measurements in prone and standing for artists with and without LBP in past 4-weeks

a Adjusted means for lean body mass and height
b Adjusted means for lean body mass, height and total body fat %

bold = P < 0.05

p-values η2

No LBP (n = 17) LBP (n = 14)

Prone

 CSA (cm2)b 7.25 (0.23) 7.38 (0.25) 0.713 0.005
 CSA asymmetry (%) b 1.32 (0.79) 4.19 (0.88) 0.029 0.171
 Echo intensity (arbitrary units) b 45.65 (2.69) 42.26 (2.99) 0.431 0.024

Thickness (cm)

 Rest 2.76 (0.06) 2.79 (0.06) 0.780 0.003
 Rest  Asymmetry (%) 6.28 (1.25) 5.77 (1.40) 0.797 0.002
 Contracted b 3.00 (0.07) 3.01 (0.07) 0.910 0.001
 Contracted Asymmetry (%) 7.79 (1.18) 6.80 (1.27) 0.593 0.011
 Percentage change (%) 8.55 (1.14) 8.04 (1.23) 0.773 0.003
 Percentage change Asymmetry (%) 3.57 (0.88) 5.17 (0.95) 0.251 0.050

Standing

 CSA (cm2) b 8.38 (0.25) 8.56 (0.28) 0.664 0.007
 CSA asymmetry (%) b 2.58 (0.69) 2.51 (0.77) 0.948 0.000
 Thickness (cm) 3.28 (0.07) 3.28 (0.08)

 Rest b 0.994 0.000
 Rest Asymmetry (%) 5.66 (1.27) 5.93 (1.42) 0.894 0.001
 Contractedb 3.42 (0.07) 3.43 (0.08) 0.944 0.000
 Contracted Asymmetry (%) 6.14 (1.04) 4.43 (1.20) 0.314 0.039
 Percentage change (%) 4.78 (0.72) 4.55 (0.84) 0.845 0.001
 Percentage change  Asymmetry (%) 2.42 (0.83) 3.90 (0.96) 0.279 0.045



Page 8 of 11Rossini et al. BMC Sports Science, Medicine and Rehabilitation           (2023) 15:53 

63% of ballroom dancers experiencing LBP from months 
to years.[19, 20].

Our findings revealed that LM CSA in circus artists 
was comparable to elite dancers [19, 20] and greater than 
non-athletic healthy subjects of similar age and higher 
% body fat.[32] Other studies in athletic populations 
with larger stature (e.g., hockey, rugby, American foot-
ball, soccer) reported greater LM CSA at the same level.
[9–11, 33] LM morphology varies in different athletic 
populations as each sport requires different physicality 
and physical profile. For example, the right/dominant 
LM CSA was reported to be larger in all ballet dancers 
which was attributed to the dominance and lateral train-
ing bias.[19] Similar lateral bias results were reported 
in elite ballroom dancers and in varsity football players, 
which had a larger LM CSA on their dominant side due 
to the nature of the art or sport.[20, 34] In contrast, cir-
cus training favors symmetrical training, especially circus 
schools. This could partly explain the very small asymme-
try values observed in our sample. Furthermore, circus 
artists tend to be very lean with small stature and have 
unique demands to stabilize their vertebral column with-
out having to react to unexpected hits or loss of stability 

such as in football or hockey.[9–11, 33, 34] In accordance 
with previous studies,[9, 11, 33, 34] we also observed 
significant difference in LM morphology characteristics 
between male and female circus artists. Our sample of 
males were taller, heavier, and had lower percent body fat 
then the females, which likely explains the larger CSA, 
lower EI and larger thickness measures prior to adjusting 
for anthropometric differences.

Few studies have examined LM morphology and func-
tion in standing.[9, 11, 33, 34] Assessing LM charac-
teristics in a functional upright position may result in 
better implications for performance and injury preven-
tion.[9] LM CSA is expected to increase from a prone 
to standing position as the muscle contracts in an active 
and supportive role. On the contrary, thickness change 
is greater in prone than standing, as the LM muscle is 
already contracted in a stabilizing role while standing.
[29, 35] Our results corroborate with previous studies in 
athletes and showed greater LM CSA and smaller thick-
ness change in standing,[9, 11, 33, 34] except for the right 
side in female artists where larger thickness change was 
observed in standing. This could be an adaptation related 
to the demands of the art; however, another explanation 

Table 5  Adjusted meansa (mean (SE)) of LM measurements in prone and standing for artists with and without LBP in past 3-months

a Adjusted means for lean body mass and height
b Adjusted means for lean body mass, height and total body fat %

bold = P < 0.05

p-values η2

No LBP (n = 15) LBP (n = 16)

Prone

 CSA (cm2) b 7.27 (0.25) 7.35 (0.24) 0.822 0.002
 CSA asymmetry (%) b 0.82 (0.83) 4.30 (0.80) 0.009 0.232
 Echo intensity (arbitrary units) b 44.62 (2.99) 43.65 (2.88) 0.830 0.002

Thickness (cm)

 Rest 2.75 (0.06) 2.80 (0.06) 0.544 0.014
 Rest Asymmetry (%) 7.55 (1.30) 4.64 (1.25) 0.137 0.080
 Contracted b 3.00 (0.07) 3.01 (0.07) 0.940 0.000
 Contracted Asymmetry (%) 7.96 (1.22) 6.69 (1.22) 0.493 0.018
 Percentage change (%) 8.68 (1.19) 7.95 (1.19) 0.684 0.006
 Percentage change Asymmetry (%) 4.46 (0.95) 4.18 (0.95) 0.845 0.001

Standing

 CSA (cm2) b 8.56 (0.28) 8.37 (0.27) 0.638 .009
 CSA asymmetry (%) b 2.67 (0.76) 2.43 (0.73) 0.831 0.002
 Thickness (cm) 3.28 (0.08) 3.27 (0.08)

 Rest b 0.934 0.000
 Rest Asymmetry (%) 4.90 (1.35) 6.60 (1.31) 0.398 0.027
 Contracted b 3.42 (0.08) 3.43 (0.07) 0.946 0.000
 Contracted Asymmetry (%) 5.78 (1.13) 5.04 (1.13) 0.675 0.007
 Percentage change (%) 4.65 (0.78) 4.71 (0.78) 0.957 0.000
 Percentage change Asymmetry (%) 3.18 (0.91) 2.94 (0.91) 0.863 0.001
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revolves around the choice of handheld weight. Most 
female artists weighted less than 150 pounds, hence, used 
the smallest handheld weight (e.g., 0.68 kg).[15] Indeed, 
the original study that determined the required hand-
held weight to elicit a 20–30% LM involuntary contrac-
tion was developed in a general non-athletic population.
[15] Circus artists are leaner and have stronger and more 
flexible shoulders than the general population.[36] While 
this protocol has been used for other athletic and artistic 
populations such as rhythmic gymnastics,[9, 11, 12, 33, 
34] it is possible the smallest handheld weight was too 
small to elicit the expected involuntary LM contraction 
in circus artists due to their increased shoulder control, 
strength and flexibility. Additional aspects of LM neuro-
muscular control should be investigated in circus artists.

In accordance with previous studies in varsity ath-
letes,[9, 11, 33, 34] LM CSA was positively correlated 
with lean body mass, weight, and height; these correla-
tions were stronger in circus artists. LM CSA was neg-
atively correlated with % body fat as was reported in 
soccer players (r =  − 0.41),[9] contrary to other varsity 
athletes where it was positively correlated.[11, 33, 34] 
Percent body fat was positively associated with EI as in 
varsity athletes (r = 0.76),[11, 34] and negatively associ-
ated with LM CSA as in varsity soccer players.[9] The 
negative correlation between total percent body fat and 
thickness change in prone was also reported in football 
athletes.[34] This finding is in accordance with Schryver 
et al. and provide additional evidence that body composi-
tion may negatively affect muscle function.[34] Contrary 
to studies in varsity athletes,[9, 11, 33] BMI was corre-
lated with LM CSA in our sample. In comparison to pre-
vious study with athletes of bigger statures, our sample of 
circus artists had lower percent body fat and large devel-
oped muscles.[9, 11, 33, 34, 37] Of note, lean body mass 
was the best predictor of LM CSA in circus athletes. 
Thus, body composition predictors for LM size may vary 
between populations.

Contrary to our hypothesis, circus artists with a history 
of LBP did not have smaller LM. This finding was also 
reported in ballroom dancers and other elite athletic pop-
ulations.[20, 38, 39] However, professional ballet danc-
ers with hip or back pain had a smaller LM than dancers 
without pain at the lower lumbar levels (L3 to L5).[15] 
These inconsistent findings may relate to the specificity 
of each art. LM EI in circus artists was not associated 
with LBP status but highly correlated with body compo-
sition. While we are not aware of any previous studies 
that investigated LM EI in performing arts, this findings 
corroborates with previous studies in varsity athletes.[9, 
11, 19, 20] Furthermore, we found no significant differ-
ences in LM thickness change between artists with and 
without LBP. While elite female artistic gymnasts with 

sway back posture had a decrease in thickness,[13] litera-
ture findings with regards to LM dysfunction in athletic 
populations with LBP are mixed.[9, 33].

Our results, however, revealed that circus artists with 
LBP had greater CSA asymmetry in prone, a finding 
also reported in professional ballet dancers.[19] Previ-
ous studies in non-athletic populations suggested side-
to-side asymmetry above 8–10% as a probable threshold 
related to pathology and LBP.[29, 32] However, circus 
artists rarely fall within the normative data due to the 
unique demands of circus. Despite a low-level asymme-
try in our sample, the association between LBP and LM 
asymmetry suggest that a lower threshold value (below 
8%) may be problematic and possibly led to LM dysfunc-
tion in circus artists. As this was a cross-sectional study, 
whether LM asymmetry happened prior to pain onset or 
as result of pain remains unclear. Furthermore, in accord-
ance with ballet dancers, smaller LM was not associated 
with the side of pain identified.[15] Further investigations 
are required to confirm and expand our findings and 
determine if LM asymmetry could be an indicator or pre-
dictor of LBP in circus artists.

Limitations of this study include the small sample size 
which may have effected some analyses; however, it was 
comparable to other studies in elite athletes and profes-
sional performing artists.[9, 11, 19, 20, 33] The decreased 
number of training hours due to COVID and may have 
affected our overall results. While a few artists did not 
fully comply with the body composition protocol, this 
did not have a major impact on our measurements. We 
ran sub-analyses to compare the LM EI measures and 
pain levels between the 9 participants that did not com-
ply with the body composition protocol and the rest of 
the group and found no difference in LM characteristics 
or pain outcomes. LM measurements were only obtained 
at a single spinal level. Further investigations in circus 
should examine LM characteristics at other spinal levels 
and other trunk muscles that contribute to segmental 
control and spinal stability.

Conclusion
Student circus artists presented differences in LM mor-
phology between males and females in prone and stand-
ing. Artists with LBP had larger side-to-side asymmetry 
in the LM CSA at fifth lumbar vertebrae imaged in prone. 
Our results suggest the importance to evaluate muscle 
characteristics at rest as well as in movement. Future 
research should explore clinically significant asymmetry 
threshold specific to circus and evaluate the effects of LM 
exercise intervention targeting LM muscle on reducing 
and preventing LBP in athletic and artistic populations.



Page 10 of 11Rossini et al. BMC Sports Science, Medicine and Rehabilitation           (2023) 15:53 

Abbreviations
LBP	� Low back pain
LM	� Lumbar multifidus
CSA	� Cross sectional area
BMI	� Body mass index
EI	� Echo-intensity
ODI	� Oswestry disability index
ADI	� Athlete disability index
PCS	� Pain catastrophizing scale
MF-BIA	� Multi-frequency bio-impedance analysis

Acknowledgements
This study was possible with the help of PERFORM Centre, Concordia Univer-
sity, CRITAC and the members of the National Circus School in Montreal and 
the École de Cirque de Québec in Quebec City.

Author contributions
BR obtained and analyzed most of the data and was a major contributor in 
writing the manuscript. MA was present and contributed to obtain the data 
throughout data collection. DW help obtain part of the body composition 
data in Montreal. MF supervised the study and data collection. MF was a 
major contributor to writing and editing the manuscript. All authors read and 
approved the final manuscript.

Funding
This project was funded internally with the help of PERFORM Centre and 
Concordia University. MF is supported by the Fond de la Recherche en Santé 
du Québec (FRSQ – Chercheur boursier Junior 1).

Availability of data and materials
The datasets generated during and analyzed during the current study are 
available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All participants signed a consent form prior to enrolling in the study. Ethics 
approval was obtained from Concordia Ethics (CER: 30014948) and by National 
Circus School Ethics Committee (CER 2122-07C). The authors confirmed that 
all methods were carried out in accordance with relevant guidelines and 
regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 16 November 2022   Accepted: 27 March 2023

References
	1.	 Long AS, Ambegaonkar JP, Fahringer PM. Injury reporting rates and injury 

concealment patterns differ between high-school cirque performers and 
basketball players. Med Probl Perform Art. 2011;26(4):200–5.

	2.	 Wanke EM, McCormack M, Koch F, Wanke A, Groneberg DA. Acute injuries 
in student circus artists with regard to gender specific differences. Asian J 
Sports Med. 2012;3(3):153–60.

	3.	 Scherb E. Applied anatomy of aerial arts: an illustrated guide to strength, 
flexibility, training, and injury prevention. Berkeley: North Atlantic Books; 
2018. p. 208.

	4.	 Shrier I, Hallé M. Psychological predictors of injuries in circus artists: an 
exploratory study. Br J Sports Med. 2011;45(5):433–6.

	5.	 Munro D. Injury patterns and rates amongst students at the national 
institute of circus arts an observational study. Med Probl Perform Art. 
2014;1(29):235–40.

	6.	 Stubbe J, Richardson A, van Rijn R. Prospective cohort study on injuries 
and health problems among circus arts students. BMJ Open Sport Exerc 
Med. 2018;1(4):e000327.

	7.	 Wolfenden H, Angioi M. Musculoskeletal injury profile of circus art-
ists: a systematic review of the literature. Med Probl Perform Art. 
2017;1(32):51–9.

	8.	 Freeman MD, Woodham MA, Woodham AW. The role of the lumbar 
multifidus in chronic low back pain: a review. PM R. 2010;2(2):142–6.

	9.	 Nandlall N, Rivaz H, Rizk A, Frenette S, Boily M, Fortin M. The effect of low 
back pain and lower limb injury on lumbar multifidus muscle morphol-
ogy and function in university soccer players. BMC Musculoskelet Disord. 
2020;21(1):96.

	10.	 Hides JA, Stanton WR, Mendis MD, Franettovich Smith MM, Sexton MJ. 
Small multifidus muscle size predicts football injuries. Orthop J Sports 
Med. 2014;2(6):148.

	11.	 Fortin M, Rizk A, Frenette S, Boily M, Rivaz H. Ultrasonography of multi-
fidus muscle morphology and function in ice hockey players with and 
without low back pain. Phys Ther Sport. 2019;1(37):77–85.

	12.	 Mahdavie E, Rezasoltani A, Simorgh L. The comparison of the lumbar 
multifidus muscles function between gymnastic athletes with sway-back 
posture and normal posture. Int J Sports Phys Ther. 2017;12(4):607–15.

	13.	 Hildebrandt M, Fankhauser G, Meichtry A, Luomajoki H. Correlation 
between lumbar dysfunction and fat infiltration in lumbar multifidus 
muscles in patients with low back pain. BMC Musculoskelet Disord. 2017. 
https://​doi.​org/​10.​1186/​s12891-​016-​1376-1.

	14.	 Fortin M, Macedo LG. Multifidus and paraspinal muscle group cross-
sectional areas of patients with low back pain and control patients: a 
systematic review with a focus on blinding. Phys Ther. 2013;93(7):873–88.

	15.	 Kiesel KB, Uhl TL, Underwood FB, Rodd DW, Nitz AJ. Measurement of lum-
bar multifidus muscle contraction with rehabilitative ultrasound imaging. 
Man Ther. 2007;12(2):161–6.

	16.	 Sions JM, Velasco TO, Teyhen DS, Hicks GE. Ultrasound imaging: intra- and 
inter-examiner reliability for multifidus muscle thickness assessment in 
adults aged 60–85 years versus younger adults. J Orthop Sports Phys 
Ther. 2014;44(6):425–34.

	17.	 Koppenhaver SL, Hebert JJ, Fritz JM, Parent EC, Teyhen DS, Magel JS. Reli-
ability of rehabilitative ultrasound imaging of the transversus abdominis 
and lumbar multifidus muscles. Arch Phys Med Rehabil. 2009;90(1):87–94.

	18.	 Wallwork TL, Hides JA, Stanton WR. Intrarater and interrater reliability of 
assessment of lumbar multifidus muscle thickness using rehabilitative 
ultrasound imaging. J Orthop Sports Phys Ther. 2007;37(10):608–12.

	19.	 Gildea JE, Hides JA, Hodges PW. Size and symmetry of trunk muscles in 
ballet dancers with and without low back pain. J Orthop Sports Phys 
Ther. 2013;43(8):525–33.

	20.	 Smyers Evanson A, Myrer JW, Eggett DL, Mitchell UH, Johnson AW. Mul-
tifidus muscle size and symmetry in ballroom dancers with and without 
low back pain. Int J Sports Med. 2018;39(8):630–5.

	21.	 Crawford RJ, Volken T, Valentin S, Melloh M, Elliott JM. Rate of lumbar 
paravertebral muscle fat infiltration versus spinal degeneration in asymp-
tomatic populations: an age-aggregated cross-sectional simulation study. 
Scoliosis Spinal Disord. 2016;5(11):21.

	22.	 Sutherlin MA, Mangum LC, Hertel J, Saliba SA, Hart JM. Correlations 
between anthropometric measures and muscle thickness using ultra-
sound imaging. Int J Athl Ther Train. 2019;24(5):207–12.

	23.	 Karelis A, Chamberland G, Aubertin-Leheudre M, Duval C. Validation 
of a portable bioelectrical impedance analyzer for the assessment of 
body composition. Appl Physiol Nutr Metab Physiol Appl Nutr Metab. 
2013;1(38):27–32.

	24.	 Fairbank JCT, Pynsent PB. The oswestry disability index. Spine. 
2000;25(22):2940–53.

	25.	 Noormohammadpour P, Hosseini Khezri A, Farahbakhsh F, Mansournia 
MA, Smuck M, Kordi R. Reliability and validity of athletes disability index 
questionnaire. Clin J Sport Med. 2018;28(2):159–67.

	26.	 Zamani E, Kordi R, Nourian R, Noorian N, Memari AH, Shariati M. Low 
back pain functional disability in athletes; conceptualization and initial 
development of a questionnaire. Asian J Sports Med. 2014;5(4):415.

	27.	 Sullivan MJL. The Pain Catastrophizing Scale: Development and 
validation. [Internet]. Vol. 7, Psychological Assessment. US: American 
Psychological Association; 1996040. p. 524. Available from: /full-
text/1996-10094-001.html

https://doi.org/10.1186/s12891-016-1376-1


Page 11 of 11Rossini et al. BMC Sports Science, Medicine and Rehabilitation           (2023) 15:53 	

•
 
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: 

	28.	 Decker A. Longitudinal assessment of physical, physiological and psycho-
logical characteristics of elite circus student-artists, pp 150

	29.	 Stokes M, Hides J, Elliott J, Kiesel K, Hodges P. Rehabilitative ultrasound 
imaging of the posterior paraspinal muscles. J Orthop Sports Phys Ther. 
2007;37(10):581–95.

	30.	 Sweeney N, O’Sullivan C, Kelly G. Multifidus muscle size and percent-
age thickness changes among patients with unilateral chronic low 
back pain (CLBP) and healthy controls in prone and standing. Man Ther. 
2014;19(5):433–9.

	31.	 Rummens S, Robben E, Groef AD, Wambeke PV, Janssens L, Brumagne S, 
et al. Factors associated with the ultrasound characteristics of the lumbar 
multifidus: a systematic review. PM&R. 2020;12(1):82–100.

	32.	 Watson T, McPherson S, Starr K. The association of nutritional status and 
gender with cross-sectional area of the multifidus muscle in establishing 
normative data. J Man Manip Ther. 2008;16(4):E93–8.

	33.	 Lévesque J, Rivaz H, Rizk A, Frenette S, Boily M, Fortin M. Lumbar multi-
fidus muscle characteristics, body composition, and injury in university 
rugby players. J Athl Train. 2020;55(10):1116–23.

	34.	 Schryver A, Rivaz H, Rizk A, Frenette S, Boily M, Fortin M. Ultrasonography 
of lumbar multifidus muscle in University American football players. Med 
Sci Sports Exerc. 2020;52(7):1495–501.

	35.	 Macintosh JE, Valencia F, Bogduk N, Munro RR. The morphology of the 
human lumbar multifidus. Clin Biomech Bristol Avon. 1986;1(4):196–204.

	36.	 Huberman C, Scales M, Vallabhajosula S. Shoulder range of motion 
and strength characteristics in circus acrobats. Med Probl Perform Art. 
2020;35(3):145–52.

	37.	 Decker A, Aubertin P, Kriellaars D. Body composition adaptations 
throughout an elite circus student-artist training season. J Dance Med 
Sci. 2021;25(1):46–54.

	38.	 Sitilertpisan P, Hides J, Stanton W, Paungmali A, Pirunsan U. Multifidus 
muscle size and symmetry among elite weightlifters. Phys Ther Sport. 
2012;13(1):11–5.

	39.	 McGregor AH, Anderton L, Gedroyc WMW. The trunk muscles of elite 
oarsmen. Br J Sports Med. 2002;36(3):214–6.

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


	Ultrasonography of the multifidus muscle in student circus artists with and without low back pain: a cross-sectional study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Participants
	Procedures
	Body composition
	Ultrasound Imaging
	LM measurements

	Image assessment
	Reliability

	Statistical analysis

	Results
	LM characteristics
	Associations between LM characteristics and body composition
	LBP comparisons

	Discussion
	Conclusion
	Acknowledgements
	References


