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Abstract 

[Background] 

Prevention of falls is one of the major public health concerns in an aged society. It is 

suggested that an effective exercise intervention for preventing falls is a program consisting 

particularly of balance-challenging exercise, such as single-leg stance and forward postural 

leaning tasks. However, it is presumably unsafe and quite difficult for frail elderly adults to 

perform these high demanding tasks. The aim of this doctoral thesis was, therefore, to 

provide the foundational data that can be used to develop a safe and effective fall-prevention 

intervention for the frail elderly adults by examining the underlying neurophysiological 

mechanism of the age-related decline in those postural tasks. 

In this doctoral thesis, we attempted to clarify the effect of aging on coordination of the 

plantar flexor muscles during the single-leg stance and forward leaning tasks, as these 

muscles are one of the main controllers of standing balance and strongly contribute to 

postural displacements. Specifically, we used an electromyography (EMG)-EMG coherence 

analysis that quantifies the common oscillatory input to motor neuron pools, and focused on 

delta-band (<5 Hz) coherence that reflects a similarity in the low-frequency discharge times 

between motoneuron pools, and beta-band (15-35 Hz) coherence that is suggested to be an 

indirect measure of the beta-band corticomuscular coherence and to reflect the corticospinal 

activity.  

The delta-band coherence between the unilateral and bilateral homologous plantar flexor 

muscles can be observed during quiet standing and has been shown to be larger in the elderly 

than young adults. However, it is currently unknow how aging affects the coherence between 



these muscles during the balance-challenging unstable postural tasks, in which the voluntary 

cortical control of posture is increased. To maintain balance during these postural tasks, it is 

necessary to hold the body in a steady state by voluntarily maintaining a steady force. Given 

that the larger delta-band coherence and smaller beta-band corticomuscular coherence could 

lead to the larger variability of force and thus possibly postural displacements, aging was 

hypothesized to influence the delta- and beta-band coherences between the plantar flexor 

muscles. 

 

[Study 1: Single-leg stance] 

Objective 

The purpose was to investigate the effect of aging on the delta- and beta-band coherences 

between the unilateral plantar flexor muscles during single-leg stance. 

Methods 

Fourteen healthy young and seventeen healthy elderly adults performed bipedal and unipedal 

standing. We recorded center of pressure (COP) and EMGs unilaterally from the medial and 

lateral gastrocnemius (MG and LG) and soleus (SL) muscles. We analyzed variability of 

COP displacements and the EMG-EMG coherence for MG-LG, MG-SL, and LG-SL pairs in 

delta and beta bands. 

Results 

The delta-band coherence for the MG-SL pair and the beta-band coherences for all the pairs 

were larger during the unipedal than bipedal stance for both groups. The delta- and beta-band 

coherences for the MG-SL pair were larger for the elderly than young adults during the 

unipedal stance. The delta- and beta-band coherences were positively correlated to the 

variability of COP displacements in the elderly adults.  

 



Summary 

The coordination of the MG and SL muscles appears to be important for the control of single-

leg stance, and aging can increase the delta- and beta-band coherences between these muscles 

during the single-leg stance. An increase in the delta- and beta-band coherences could be 

detrimental to the postural performance in the elderly adults. Alternatively, the increased 

beta-coherence may indicate a compensation for age-related decline in sensorimotor function. 

 

 [Study 2: Forward postural lean] 

Objective 

The low-frequency (<5 Hz) common input to the bilateral homologous plantar flexor muscles 

is reduced when increasing the cortical control by voluntarily leaning the body in young 

adults. However, it is unclear whether such modulation occurs in elderly adults. The purpose 

was to investigate the effect of aging on the delta-band EMG-EMG coherence between the 

bilateral homologous plantar flexor muscles and on the beta-band EMG-EMG coherence 

between the unilateral plantar flexor muscles during forward postural lean. 

Methods 

Fourteen healthy young and nineteen healthy elderly adults performed quiet standing task and 

tasks that required the subjects to lean their body forward to 35% and 75% of the maximum 

lean distance. We recorded EMGs from the bilateral MG and SL muscles. We analyzed the 

delta-band EMG-EMG coherence between the bilateral homologous muscles (MG-MG and 

SL-SL pairs) and also the beta-band EMG-EMG coherence between the unilateral muscles 

(MG-SL pair). 

Results 

The bilateral delta-band coherence was greater in the elderly than young adults in all the 

tasks. Importantly, the bilateral delta-band coherence for the MG-MG pair was smaller in the 



75% forward lean than quiet standing and 35 % forward lean tasks for the young adults, and 

the bilateral delta-band coherence for the SL-SL pair was smaller in the 75% forward lean 

than 35% forward lean task for the young adults. Furthermore, the unilateral beta-band 

coherence was larger in the forward lean than quiet standing task for the young adults. 

Contrarily, significant changes were not observed in the elderly adults. 

Summary 

Aging may impair the ability to decrease the bilateral delta-band coherence and increase the 

unilateral beta-band coherence in the plantar flexor muscles during forward postural lean. 

 

[Conclusion] 

We found that aging influences the synchronous oscillations between the planar flexor 

muscles when attempting to maintain balance under unstable postural conditions. Although 

further investigations are necessary, it is possible that aging impairs the ability to functionally 

modulate the delta- and beta-band oscillations. Interventions that focus on these oscillations 

may, therefore, be effective in preventing the age-related decline in the ability to control 

posture under unstable conditions. This doctoral thesis provides the foundational data, 

potentially leading to future development of new fall-prevention intervention based on the 

neural oscillations.  
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1. General Introduction 

Owing to advances in medical care and improvements of living standards, the life 

expectancy has increased over the past decades, reaching a global average of 72 years in 

2015 1. As a consequence, the elderly population has increased significantly and will continue 

to increase during the coming years: the percentage of the elderly aged 60 years or more is 

expected to double from 11 to 22 % between the years 2000 and 2050, and the number will 

be about 2 billion 2. Although the increase in the life expectancy is desirable and a positive 

development, it is accompanied by increased risk of frailty and disability. Indeed, healthy life 

expectancy, which is defined as the period of life in good health, is reported to be a global 

average of 63 years 1, meaning that some sort of health care is needed for 9 years in average 

during life.  

Falls are one of the major public health concerns among elderly adults, not only 

decreasing their quality of life but also increasing the medical and health care costs. One-

third of community-dwelling elderly adults fall every year 3,4, and falls can be the cause of 

disability more often among the elderly aged 65 years 5,6. Particularly, more than 90% of hip 

fractures are caused by falls 7, and 20 to 60 % of elderly adults who have experienced hip 

fracture require assistance for daily tasks for as long as 2 years after fracture 8. This long-term 

care could also result in loss of independence and increased need of medical and health care. 

It is reported that fall-related injury in elderly adults are associated with admissions to 

nursing homes 9. Therefore, preventing falls among elderly adults appears to be a key to 

reduce the gap between life expectancy and healthy life expectancy.  

Interventions for preventing falls have been investigated in a number of previous studies. 

For example, vitamin D supplementation, with or without calcium, was suggested to reduce 

fall risk 10-12. Also, home safety intervention (e.g., modification of home hazard) 13,14 and 

education about falls 15 appeared to decrease the occurrence rate of fall. Recent systematic 
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reviews, however, concluded that these interventions do not decrease the fall risk 16,17, 

although the vitamin D supplementation and home safety intervention may be effective for 

elderly adults with low vitamin D level and visual impairments, respectively 17. At present, an 

exercise program consisting of multiple components, particularly strength training and 

exercise that challenges balance control, appears to most effectively reduce the fall risk 17-21. 

It is further concluded that the strength training alone does not prevent falls, and the balance-

challenging exercise has to be included 17-21. However, these studies involved relatively 

young and physically fit elderly subjects 20,21, and it is presumably unsafe and quite 

demanding for older and frail elderly adults to perform the balance-challenging exercise. 

Therefore, safe and effective fall-prevention interventions that can be used for the frail 

elderly population are required to be developed.  

In clinical and community settings, single-leg stance task and forward leaning task during 

which the center of gravity is moved forward toward and held near the limits of stability are 

frequently used to challenge balance control 22,23. Furthermore, impairments in performing 

these tasks are reported to be associated with future falls 24-27. Indeed, falls are more likely to 

occur in daily activities where these movements are utilized (e.g., putting on a pair of pants 

and reaching out for something farther away). Thus, safe and effective fall prevention 

interventions for the frail elderly adults may be developed based on the underlying 

neurophysiological mechanism of the performance decline in those tasks. However, previous 

studies on the balance-challenging postural tasks have mainly examined biomechanical 

parameters, such as body sway amplitude and velocity, and to date, how aging affects the 

neurophysiological control of posture during the single-leg stance and forward leaning tasks 

has yet to be fully elucidated. 

The plantar flexor muscles are one of the main controllers of standing balance and 

strongly contribute to postural displacements 28-30. In this doctoral thesis, therefore, we 
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attempted to clarify how aging affects coordination of these muscles during the single-leg 

stance and forward leaning tasks. Particularly, we focused on a coherence analysis of the 

electromyographic (EMG) signals recorded from these muscles. The EMG-EMG coherence 

analysis quantifies the common oscillatory input to two different parts of the same muscle 

(i.e., intramuscular coherence) or to two different muscles (i.e., intermuscular coherence) 31, 

and the synchronized oscillations in different motoneuron pools are suggested to originate 

from a common synaptic input to the spinal motoneurons 32. The coherence in different 

frequency bands can reflect different physiological mechanisms. For example, the delta-band 

coherence (< 5 Hz) reflects a similarity in the low-frequency discharge times between 

motoneuron pools (i.e., low-frequency common drive to motoneuron pools) 33,34. Alpha-band 

(5-15 Hz) coherence is associated with multiple factors (e.g., physiological tremor and spinal 

reflex) 35. Beta-band (15-35 Hz) coherence is proposed to be an indirect measure of 

synchronous oscillations between the motor cortex and contracting muscle (i.e., 

corticomuscular coherence) and to reflect the corticospinal activity 36-39.  

The coherence between the unilateral and bilateral homologous plantar flexor muscles has 

been consistently demonstrated in delta band in young and elderly adults during quiet 

standing 40,41. Furthermore, this delta-band coherence has been shown to be larger in the 

elderly than young adults 41. However, it is currently unknown how aging affects the 

coherence between these muscles during the unstable balance-challenging postural tasks, 

where the cortical control of posture is increased 42,43. To maintain balance during these 

postural tasks, it is necessary to hold the body by voluntarily maintaining a steady force. 

Given that the variability of force during steady isometric contraction is attributed to the low-

frequency (< 5Hz) oscillatory input to the motor neuron pool 44-46, it can be hypothesized that 

aging would increase the delta-band coherence between the plantar flexor muscles, 

consequently increasing the variability of postural displacements, even during the unstable 
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balance-challenging postural tasks. Moreover, the beta-band synchronous oscillations 

between the motor cortex and contracting muscle are proposed to be associated with a steady 

and precise force output 44,47-50. Thus, in addition to an increase in the beta-band coherence 

due to an increase in the cortical contribution, age-related change in the beta-band coherence 

would be expected as the variability of postural displacements is assumed to be larger in the 

elderly than young adults.  

The aim of this doctoral thesis was to provide the foundational neurophysiological data 

and information that can eventually be used to develop a safe and effective fall-prevention 

intervention for the frail elderly adults who would not be able to perform the balance-

challenging exercise. To this end, we examined the effect of aging on the delta- and beta-

band synchronous oscillations between the plantar flexor muscles during single-leg stance 

and forward postural lean using the EMG-EMG coherence analysis. Results of this study will 

add to our understanding of the impact of aging on voluntary neuromuscular control of 

posture under unstable conditions, and this doctoral thesis has the potential to contribute to 

development of new fall prevention intervention.  
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2. Study 1: Single-leg stance  

Main part of this study was published in Experimental Brain Research, entitled 

“Coordination of plantar flexor muscles during bipedal and unipedal stances in young and 

elderly adults” (2018, 236(5):1229-1239) 51. 

 

2.1. Introduction 

Even though bipedal stance has been largely focused on in most previous studies of 

postural control, many daily activities, such as putting on a pair of pants and striding over a 

large obstacle, require an ability to stand on one leg. Transferring from bipedal to unipedal 

stance reduces the base of support and consequently requires complicated motor skills to 

keep the center of mass (COM) within the base of support 52. As the unipedal stance could 

sufficiently challenge postural control system, it may be more appropriate for assessment of 

balance function and a better predictor of future falls for the elderly 24, compared with the 

bipedal stance which has some limitations 53. In spite of the clinical usefulness, however, 

relatively few studies have investigated the effects of aging on the motor control and 

strategies utilized during the unipedal stance 52. 

Considering the human body as an inverted pendulum rotating at the ankle joint with the 

COM located in front of the joint 54, postural displacements during the bipedal stance occurs 

mainly in the anteroposterior (AP) direction, which is controlled primarily by the plantar 

flexor muscles 28,29. On the other hand, postural displacements during the unipedal stance 

occurs in both AP and mediolateral (ML) directions, and it has been reported that the plantar 

flexor muscles are all potentially involved in AP and ML postural displacements 52. To 

support this argument, several previous studies have identified moments in the direction other 

than plantar/dorsi flexion in these muscles: while medial gastrocnemius (MG), lateral 

gastrocnemius (LG), and SL muscles are all associated with inversion, the LG muscle also 
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produces an eversion moment when ankle is everted 55,56. Notwithstanding the importance of 

plantar flexors in postural control, however, aging has been reported not only to change their 

mechanical properties 57 but also to impair an ability to control force output using these 

muscles and increase the force variability 58, which could be related to deteriorated postural 

control 30. Given that coordination of the plantar flexor muscles would be crucial for 

successful control of AP and ML postural displacements during standing, therefore, whether 

aging influences a way in which these muscles are coordinated to control a posture during the 

bipedal and unipedal stances needs to be clarified.  

In the present study, we asked, using the EMG-EMG coherence analysis, how differently 

the unipedal stance is coordinated from the bipedal stance in terms of the shared neural inputs 

to the plantar flexor muscles and how aging affects the coordination strategy. We first 

identified how each of the plantar flexor muscles would be related to AP and ML postural 

displacements during bipedal and unipedal stances in young and elderly adults. Secondly, we 

calculated the coherence to evaluate the shared neural input between the plantar flexor 

muscles. Our hypothesis was that, considering the position of COM with respect to the base 

of support during the unipedal stance (i.e., anterolaterally located), the MG, LG, and SL 

muscles would all be involved in the ML postural displacements, but differently, in such a 

stance position. We also hypothesized that delta- and beta-band coherences would be larger 

during the unipedal than bipedal stance, as the greater variability of postural displacements 

and higher corticospinal drive would be expected during the unipedal stance. Considering the 

age effect on the variability of postural displacements, the delta-band coherence was further 

hypothesized to be larger in the elderly than young adults. Moreover, although the beta-band 

coherence is reported to be associated with the steadier force 49,50,59, we hypothesized that the 

beta-band coherence would be larger in the elderly than young adults based on a previous 
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study showing an age-related increase in the beta-band corticomuscular coherence during a 

high demanding force matching task 60. 

 

2.2. Methods 

2.2.1. Subjects 

Fourteen young (six females, mean age ± standard deviation (SD) = 22.7 ± 0.9, mean 

height ± SD = 163.1 ± 6.1) and seventeen elderly adults (eight females, mean age ± SD = 

70.2 ± 3.4, mean height ± SD = 157.6 ± 8.9) participated in the present study. The young 

subjects were recruited from Nagoya University, and elderly subjects were recruited from the 

local community. The inclusion criteria for the elderly subjects were the following: 1) 

physically active and independent, 2) no history of any neurological, orthopedic, cognitive, or 

psychiatric problems that interfere the postural balance. None of the young subjects had the 

problems. All subjects gave written informed consent before participating the experiment. 

The institutional review board of Nagoya University approved the study (approval number: 

16-518). 

 

2.2.2. Experimental protocol 

Each subject performed two tasks: bipedal and unipedal stance tasks. The order of the 

tasks was randomized among the subjects. In the bipedal stance task, the subjects were asked 

to stand quietly on a force plate for 40 s with their feet parallel and their arm along the sides. 

The feet were separated by 15 cm, and their positions were marked by a pen. In the unipedal 

stance task, the subjects stood on a force plate for 40 s with their dominant foot that was 

placed in the same position as the bipedal stance task. The foot was required to be kept on the 

same position during the whole task. The arms were along the sides, and the knee and hip 

angles were maintained as straight as possible. In both tasks, the subjects were asked to look 
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at a fixation 1 m in front of them, and the examiners stood close to the subject in order to 

prevent falls and injuries during the task. 40 s of recording was started after we confirmed 

that the subject was in a physically stable state. When the task duration of 40 s was not 

achieved for the unipedal stance task, the task was repeated after a short break. 

 

2.2.3. Recordings 

Surface EMGs were recorded unilaterally from the MG, LG, and SL muscles of the 

dominant side using wireless EMG sensors (Tringo EMG sensors, DELSYS, Boston, MA, 

USA). The sensors were placed, according to the SENIAM recommendations 

(http://www.seniam.org/), as far as anatomically possible from each other in order to 

minimize the potential risk of cross-talk between the EMG recordings 61. The subject’s skin 

was gently abrased and cleaned with alcohol before the sensor placements. The EMG signals 

were amplified and filtered (band pass filter of 20-450 Hz) using a bio-amplifier (Tringo 

Wireless System, DELSYS, Boston, MA, USA). The sampling rate was set at 2000 Hz. 

Along with the EMG signals, the force signals were recorded from the force plate (Tec 

Gihan, Kyoto, Japan) at a sampling rate of 1000 Hz, digitized with an A/D converter, and 

stored on a personal computer for offline analysis, using a customized LabVIEW program 

(National Instruments, Austin, TX, USA). The EMG and force signals were synchronized 

(Trigger Module, DELSYS, Boston, MA, USA). 

 

2.2.4. Data analysis 

We analyzed the data during the middle 30 s of the collection period using a customized 

Matlab script (MathWorks, Natick, MA, USA). The AP and ML center of pressure (COP) 

signals, calculated from the forces and moments, were low-pass filtered at 15 Hz with a 

fourth-order zero phase lag Butterworth filter. We then calculated the SD and mean speed of 
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AP and ML COP postural displacements. The SD reflects the variability of postural 

displacements.  

 Initially, we preprocessed the EMG signals with a fourth-order zero phase lag 

Butterworth band-pass filter at 10-500 Hz to remove electrical noise and motion artifacts. To 

investigate the relationship between COP displacements and EMG activity of each of the 

plantar flexor muscles in the frequency domain, we applied the coherence analysis 62. We 

further calculated the cumulant density that provides the time domain information analogous 

to cross correlation analysis 63. Moreover, the coherence analysis was performed between the 

EMG recordings of the plantar flexor muscles to investigate the shared neural input to these 

muscles. The phase was also calculated to provide the time domain information. 

Coherence analysis of the data was performed based on methods provided by 

Halliday and colleagues 64. For the calculation of coherence between the COP displacements 

and EMG activity, we down-sampled the surface EMG signals to 1000 Hz before further 

analysis and applied the filtered COP signals. The surface EMG signals were initially full-

wave rectified, as full-wave rectification has been shown to enhance the information about 

the temporal pattern of grouped firing motor units 64,65. For two signals x and y (i.e., either 

COP signal and EMG signal or EMG and EMG signals), the coherence function was 

calculated using the following equation 66: 

 

|"#$(&)|( =
|*#$(&)|(

*##(&) ∙ *$$(&)
	′ 

 

where Pxy (f) is the cross-spectra and Pxx (f) and Pyy (f) are the auto-spectra of the signals x and 

y, respectively, for a given frequency f, which were calculated with a discrete Fourier 

transform of non-overlapping segments of 1024 data points. The coherence function ranges 
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from zero to one, with zero indicating that two signals are completely independent, and one 

indicating that two signals are identical.  

In the present study, COP-EMG coherence was estimated between AP COP 

displacements and either MG, LG, or SL EMG activity, and between ML COP displacements 

and either MG, LG, or SL EMG activity. The EMG-EMG coherence was estimated in the 

following EMG pairs: MG-LG, MG-SL, and LG-SL.  

 To summarize and visualize the average differences in the coherence between tasks 

and age groups, we calculated the pooled coherence function (".//012) across k records (the 

number of subjects) at a given frequency f using the following equation 66:  

 

".//012 = 3∑ 56"#$6 (&)7
689
∑ 567
689

3
(
′ 

 

where "#$6  is the individual coherence function and L is the number of segments. 

 

2.2.5. Statistical analysis 

The effects of task and age on the SD and mean speed of AP and ML postural 

displacements were assessed with a two-way (task × age group) repeated measures analysis 

of variance (ANOVA). For each coherence analysis, 95% confidence limit was applied to 

identify the significance of coherence. Similar to previous studies 40,41,67, we averaged z 

transformed EMG-EMG coherence over the frequency ranges of 0-5 Hz (delta) and 15-35 Hz 

(beta) to quantitatively compare the EMG-EMG coherence among tasks, EMG pairs, and age 

groups, as these frequency ranges were of our interests. The effects of task, EMG pair (MG-

LG, MG-SL, and LG-SL), and age on the mean EMG-EMG coherence values were assessed 

with a three-way (task × EMG pair × age group) repeated measure ANOVA. We further 
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computed the correlation between each of the averaged EMG-EMG coherence value and 

postural performance (i.e., SD and mean speed of AP and ML COP displacements) using the 

Pearson’s correlation coefficients. A Greenhouse-Geisser correction was applied for 

sphericity, and post hoc comparisons were performed with Bonferroni’s correction. The 

statistical analyses were conducted using SPSS (IBM, Armonk, NY, USA), and the 

significant level was set at 0.05. 

 

2.3. Results 

2.3.1. COP parameters 

The SD and mean speed of AP and ML COP displacements for each group are given in 

Figure 2.1. A two-way repeated measure ANOVA on the SD of AP COP displacements 

revealed the main effects of task (F1,29 = 130.6, p < 0.001). Furthermore, the analysis on the 

SD of ML COP postural displacements indicated the main effects of task (F1,29 = 386.3, p < 

0.001) and group (F1,29 = 24.1, p < 0.001), as well as their interaction (F1,29 = 17.5, p < 

0.001). Post hoc analysis showed that the SD of ML COP displacements was greater for the 

elderly than young adults in the unipedal stance task (p < 0.001) but not in the bipedal stance 

task (p = 0.161). The SD was greater in the unipedal than bipedal stance task for both groups 

(p < 0.001).  

A two-way repeated measure ANOVA on the mean AP COP speed revealed the main 

effects of task (F1,29 = 161.1, p < 0.001) and group (F1,29 = 13.3, p = 0.001), as well as their 

interaction (F1,29 = 9.2, p = 0.005). The interaction can be explained by a finding that the 

magnitude of difference between tasks was greater in the elderly than young adults although 

the value was significantly larger in the unipedal than bipedal stance task for both groups (p < 

0.001). The analysis on the mean ML COP speed also demonstrated the main effects of task 

(F1,29 = 175.3, p < 0.001) and group (F1,29 = 15.7, p < 0.001), and their interaction (F1,29 = 
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15.9, p < 0.001). Post hoc analysis revealed that the mean ML COP speed was higher for the 

elderly than young adults in the unipedal stance task (p < 0.001) but not in the bipedal stance 

task (p = 0.701). The mean ML COP speed was higher in the unipedal than bipedal stance 

task for both groups (p < 0.001). 

 

2.3.2. COP-EMG coherence 

The pooled COP-EMG coherence spectra are presented in Figure 2.2. For the bipedal 

stance task, a significant coherence between the AP COP displacements and EMG activity of 

each of plantar flexor muscles was found up to about 10 Hz in the elderly adults, while it was 

demonstrated up to about 2 to 3 Hz in the young adults. The time shifts between signals, as 

calculated with the cumulant density analysis, are also presented in the Figure 2.2. The 

positive peak was identified with a negative time shift in all AP COP-EMG pairs. The 

positivity of the peak indicates that COP moves forward/backward as EMG activity 

increase/decrease; a negative time shift indicates that EMG activity occurs in advance of 

COP displacements. There was no clear coherence between the ML COP displacements and 

EMG activity of each of plantar flexors.  

For the unipedal stance task, a significant coherence between the AP COP displacements 

and EMG activity of each of plantar flexor muscles was found up to about 10 Hz in the 

elderly adults, while it was revealed up to about 2 to 3 Hz for the MG and SL muscles and up 

to about 5 Hz for the LG muscle in the young adults. The cumulant density analysis further 

demonstrated a positive peak with a negative time shift in all AP COP-EMG pairs. Regarding 

the relationship between the ML COP displacements and EMG activity, a significant 

coherence was found up to about 5-10 Hz in all COP-EMG pairs in both groups. The 

cumulant density analysis indicated a positive peak with negative time shift in the MG and 

SL muscles. On the other hand, there was a negative peak with a negative time shift for the 
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LG muscle. The positivity of the peak indicates that COP moves lateral/medial as EMG 

activity increase/decrease; a negative time shift indicates that EMG activity occurs in 

advance of COP displacements.  

 

2.3.3. EMG-EMG coherence 

The pooled EMG-EMG coherence spectra are presented in Figure 2.3 to visualize the 

average differences, and the mean z-transformed delta- and beta-band coherence values are 

shown in Figure 2.4. A three-way repeated measure ANOVA on the delta-band coherence 

revealed the main effects of EMG pair (F1.4,40.3 = 70.0, p < 0.001) and group (F1,29 = 14.2, p = 

0.001). There were also interactions between task and EMG pair (F1.5,43.4 = 28.7, p < 0.001) 

and between EMG pair and group (F1.4,40.3 = 4.0, p = 0.040). Post hoc analysis demonstrated 

that the delta-band coherence for the MG-SL pair was larger in the unipedal than bipedal 

stance task for both young (p = 0.002) and elderly (p = 0.001) adults. Furthermore, the delta-

band coherence for the MG-SL pair was larger than the other two EMG pairs (MG-LG and 

LG-SL) in both tasks for the elderly adults (p < 0.05) and in the unipedal stance task for the 

young adults (p < 0.001). The delta-band coherences for all the pairs were larger for the 

elderly than young adults (p < 0.05) in the bipedal stance task. In the unipedal stance task, the 

coherence for the MG-SL pair was revealed to be larger for the elderly than young adults (p = 

0.025), but not for the other two EMG pairs. 

A three-way repeated measure ANOVA on the beta-band coherence revealed the main 

effects of task (F1,29 = 69.1, p < 0.001) and EMG pair (F2,57.4 = 10.5, p < 0.001). There was 

also significant interaction between task and EMG pair (F1.7,50.7 = 13.8, p < 0.001). Post hoc 

analysis showed that the beta-band coherences for all the EMG pairs were larger in the 

unipedal than bipedal stance task for both groups (p < 0.05), except for the LG-SL pair for 

the young adults (p = 0.058). Furthermore, the beta-band coherence for the LG-SL pair was 
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larger than the MG-LG pair in the bipedal stance task for the young adults (p = 0.017), and 

the beta-band coherence for the MG-SL pair was larger than the MG-LG pair in the bipeadal 

stance task (p = 0.009), and was larger than the other two EMG pairs in the unipedal stance 

task for the elderly adults (p = 0.002 for MG-LG and p < 0.001 for LG-SL). Moreover, the 

beta-band coherence for the MG-SL pair was marginally larger for the elderly than young 

adults in the unipedal stance task (p = 0.063). There were no other differences between age 

groups.  

Results of correlations between the mean coherence value and postural performance 

parameters were summarized in Table 2.1. 

 

2.4. Discussion 

The present study investigated how plantar flexor muscles were coordinated during 

bipedal and unipedal stances in young and elderly adults. The main findings were as follows. 

All the plantar flexor muscles contributed, but differently, to the ML COP displacements 

during the unipedal stance. Furthermore, the beta-band coherences for most of the EMG pairs 

were larger in the unipedal than bipedal stance task in both age groups. Interestingly, there 

was a feature specific to the MG-SL pair: the delta-band coherence for this pair was larger in 

the unipedal than bipedal stance task for both age groups and was also larger for the elderly 

than young adults in the unipedal stance task, and the beta-band coherence for this pair was 

larger than the other pairs in the unipedal stance task for the elderly adults. It appears that the 

oscillatory activity between the MG and SL muscles was strongly involved in the control of 

unipedal stance, and that aging selectively increased the delta- and beta-band oscillatory 

inputs to these muscles.  

An analysis of a relationship between the COP displacements and EMG activity of each 

of plantar flexor muscles revealed that the MG, LG, and SL muscles were all involved in the 
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AP COP displacements during the bipedal and unipedal stances, and also in the ML COP 

displacements during the unipedal stance. In agreement with previous studies 28,29, the muscle 

activity was found to precede the forward COP displacement. Furthermore, it was 

demonstrated that the muscle activity precedes the ML COP displacement during the 

unipedal stance. Anticipatory activity of plantar flexor muscles 68 with reference to COP 

position appears to be necessitated in not only AP but also ML COP displacement. It is 

interesting to note here that the LG muscle was shown to precede the medial COP 

displacement, while the MG and SL muscles preceded the lateral COP displacement (Fig. 

2.2). The MG and LG muscles, that are innervated by different nerves 7, could, thus, have 

distinct actions in the frontal plane 56, similarly to other muscles with multiple heads that 

generate asymmetrical activities 69.  

The relationship revealed between the ML COP displacements and activity of plantar 

flexor muscles might also explain the significant increase in the delta-band coherence for the 

MG-SL pair and not for the MG-LG and LG-SL pairs when transferring from bipedal to 

unipedal stance. Given the differences in postural displacement direction that each muscle 

works for, the MG and SL muscles have likely worked cooperatively to produce force, while 

the LG muscle has worked less cooperatively and somewhat independently from the other 

two muscles. Furthermore, the transfer to the unipedal stance that assumedly requires the 

higher cortical demands than bipedal stance appears to have increased the corticospinal drive, 

reflected by the larger beta-band coherence 36. As the beta-band coherence has been shown to 

potentially reflect not only descending but also ascending pathways 70, it is also possible that 

the sensory information from the peripheral has been integrated more extensively during the 

unipedal than bipedal stance. More importantly, it has been suggested that the ratio of the 

low-frequency (< 5Hz) common input that creates noisy force oscillations to the common 

input that is important for force control, possibly carried through the beta-band oscillations, 
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could determine the force variability 45,46,71. To strengthen this view, the beta-band oscillation 

or coherence has been reported to be associated with maintenance of a constant motor state or 

force output 48,72. Considering the amount of increase in each of the delta- and beta-band 

coherences, it appears, therefore, that the common inputs to the cooperatively working MG 

and SL muscles consisting of a relatively greater amount of low-frequency noisy inputs have 

led to an increase in the variability of COP displacements during the unipedal stance.  

The findings regarding the differences in the delta- and beta-band coherences between 

age groups are consistent with previous studies in which motor unit coherence and 

corticomuscular coherences were demonstrated to be larger in elderly adults during a force-

matching task 60,73. Although the greater beta-band coherence has been reported to result in 

the steadier force 49,50,59, an increase in the beta-band coherence has been shown to not 

necessarily lead to better force-matching performance in the elderly adults 60. Their greater 

beta-band coherence during the unipedal stance may, thus, indicate a compensatory increase 

in the brain activity. They could have increased the corticospinal drive to the MG and SL 

muscles and/or have tried to integrate the sensory information from these muscles more 

extensively, to cope with the noisy forces generated cooperatively by these muscles, but the 

increase might have been dysfunctional (unsuccessful compensation 74). Alternatively, the 

elderly adults could have been unable to disinhibit the corticospinal drive, given that smaller 

intracortical inhibition is associated with poorer performance in the elderly adults during a 

challenging postural task 75. On the other hand, Jaiser and colleagues 76 have recently 

reported an insignificant difference in beta-band coherence between young and older adults 

using a task that required subjects to perform weak phasic voluntary contraction. Because the 

age-related difference in beta-band corticomuscular coherence has been observed 

predominantly during the force-matching task performed concurrently with a cognitive task 

60, the types of task seem to play a role here. It may be likely that the age-related difference in 
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the beta-band oscillation can be evident only during tasks imposing heavy demands, 

including the unipedal standing. This needs to be, however, clarified in future studies. 

Considering the presumed contribution of motor unit and corticomuscular coherences to 

force variability 45,46, it was expected that the coherence would correlate with the variability 

of COP displacements. Interestingly, however, they were found to be correlated with each 

other primarily in the elderly adults (Table 2.1). It appears that the association of delta-band 

coherence with the variability has depended on the postural displacement direction. Also, the 

elderly adults with the greater variability have shown the larger beta-band coherence. As 

mentioned previously, the poor performance may have forced the elderly adults to increase 

the cortical activity, or they could have been unable to disinhibit the cortical activity that 

could cause unnecessary force production. The effect of aging on the beta-band coherence in 

relation to postural control seems not to be straightforward 60, and thus the additional 

investigation will be necessary. An important and interesting question here is why the 

correlation was present primarily in the elderly. One of the reasons would be ascribed to the 

overall generally smaller coherence and postural performance parameters in the young adults; 

the small variability could have made the correlation unlikely, given that the correlation was 

revealed in the analysis with two age groups combined. It is also possible that posture is 

controlled more passively by tissues around the ankle joint in young adults, as passive 

stiffness is reported to account for about 90 % of the ankle stabilization, although active 

control is certainly necessary 77. The delta- and beta-band coherences, that supposedly reflect 

active cortical control of movement, therefore, were less directly associated with the postural 

performance parameters in the healthy young adults. A finding of apparently smaller 

coherence between the COP and EMG activity in the young adults would support this view 

(Fig 2.2).  
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There are some limitations to be mentioned. When analyzing EMG-EMG coherence, it is 

important to recognize a potential risk of cross-talk. There is one previous study proposing a 

novel method to mitigate the cross-talk 78, but it was based on an incorrect assumption that 

the cross-talk always enlarges the correlation between EMG signals (refer to Lowery et al. 

2003 79). As stated by Farina and colleagues 80,81, no procedures to eliminate the cross-talk 

are currently available. In this study, we confirmed the absence of extremely high coherence 

over a wide frequency range (0-400Hz), that would be expected when cross-talk exists 61; 

thus, we believe that the cross-talk was not significant. The study using the indwelling EMG, 

however, reported the absence of the LG muscle involvement in the control of bipedal stance 

82, unlike the present study and the others using the surface EMG28,29, which indicates the 

potential need for further studies. Moreover, we focused on the plantar flexor muscles in spite 

of a fact that more distal and proximal muscles also contribute to the postural control, 

especially during the unipedal stance. Similarly, we did not measure the angle of knee or hip. 

Although we asked the subjects to keep the knee and hip as straight as possible and 

confirmed that the subjects were physically stable without large body sways, the small 

angular movements at these joints as well as foot deformities 83 could have affected the 

postural performance parameters. In addition, given that Hoffman reflex is reduced during 

unstable posture 43, potentially through the Ia presynaptic inhibition controlled by descending 

commands, assessment of spinal circuitry may have strengthened our discussion about 

peripheral factors. Finally, the soleus muscle can be divided into several compartments; thus, 

the finding of the present study may be specific to the compartment that we have chosen to 

analyze.  

In conclusion, we confirm the strong involvement of the oscillatory activity between the 

MG and SL muscles in the control of unipedal stance. Elderly adults increase the beta-band 

oscillatory input to these muscles, possibly to handle the postural sway that could be affected 
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by forces generated cooperatively by them, or they have a reduced capability to disinhibit the 

beta-band oscillatory input. It is suggested that effective coordination of those two muscles is 

one of the keys for successful control of unipedal stance. We believe that this study would 

advance the understanding of the neuromuscular coordination strategies used during bipedal 

and unipedal stances and the effects of aging on the postural control. 
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2.5. Figures 
2.5.1. Figure 2.1 
 
 
 
 
 
 
 
 
 
 
 

                        
 
Fig. 2.1. Effects of stance and age group on center of pressure (COP) parameters. Data are 
shown separately for bipedal and unipedal stances and for each age group. The standard 
deviations (SDs) of anteroposterior (AP) and mediolateral (ML) COP displacements are 
presented on the top. The mean speeds of the AP and ML COP displacements are presented 
on the bottom. Small circles indicate outliners. 
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2.5.2. Figure 2.2 
 
 
 
 
 
 
 

 
Fig. 2.2. Pooled coherence and cumulant density computed between center of pressure (COP) 
and electromyogram (EMG) of plantar flexor muscles. Data are presented separately for 
bipedal and unipedal stances and for each age group (a: young, and b: elderly). In the 
coherence spectra, black lines indicate the coherence between anteroposterior (AP) COP and 
EMG of either medical gastrocnemius (MG), lateral gastrocnemius (LG), or soleus (SL) 
muscle, and grey lines represent the coherence between mediolateral (ML) COP and EMG of 
either MG, LG, or SL muscle. Horizontal dashed lines indicate the 95% confidence limit. The 
cumulant density is presented next to the corresponding coherence spectrum separately for 
the AP and ML data. The numbers shown in brackets indicate lag times. Horizontal dashed 
lines represent the 95% confidence limit. 
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2.5.3. Figure 2.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Fig. 2.3. Pooled coherence spectra during bipedal and unipedal stances. Data are presented 
separately for each age group (a: young, and b: elderly) and each electromyogram pair 
(medical gastrocnemius (MG) and lateral gastrocnemius (LG), MG and soleus (SL), and LG 
and SL). Black lines indicate the data for bipedal stance, and grey lines represent the data for 
unipedal stance. Horizontal dashed lines indicate the 95% confidence limit. The phase in 
radian was calculated to show the time domain information between the signals and 
illustrated next to the coherence spectrum. 
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2.5.4. Figure 2.4 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Fig. 2.4. Effects of stance and age group on mean z-transformed coherence values in delta 
and beta frequency bands. Data are shown separately for bipedal (a) and unipedal stances (b), 
for each age group, and for each electromyogram pair (from left to right: medical 
gastrocnemius (MG) and lateral gastrocnemius (LG), MG and soleus (SL), and LG and SL). 
Small circles indicate outliners. 
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2.6. Table 
2.6.1. Table 2.1 
 

 

 

 

 

Correlation coefficient (r) between EMG-EMG coherence and postural performance 
bipedal 

  young  elderly 
  AP  ML  AP  ML 
  SD  speed  SD  speed  SD  speed  SD  speed 

de
lta

  MG-LG -0.44    -0.10  -0.38   -0.11   0.73*    0.39  -0.14    0.12 
MG-SL  0.09   -0.57*  -0.48   -0.27   0.84*    0.61*  -0.25    0.29 
LG-SL -0.21   -0.10  -0.65*   -0.35   0.72*    0.31  -0.14    0.15                  

be
ta

 MG-LG  0.09   -0.12  -0.51   -0.11   0.71*    0.51*  -0.24    0.26 
MG-SL  0.23   -0.32  -0.55*   -0.31   0.75*    0.56*  -0.22    0.26 
LG-SL  0.12   -0.10  -0.65*   -0.26   0.63*    0.59*  -0.36    0.54* 

                 
unipedal 

  young  elderly 
  AP  ML  AP  ML 
  SD  speed  SD  speed  SD  speed  SD  speed 

de
lta

  MG-LG  0.35    0.52   0.10    0.66*   0.50*    0.55*   0.53*    0.71* 
MG-SL -0.45   -0.14   0.16    0.24   0.68*    0.53*   0.56*    0.47 
LG-SL  0.37    0.50  -0.08    0.71*   0.75*    0.63*   0.56*    0.69*                  

be
ta

 MG-LG  0.07    0.19   0.67*    0.41   0.42    0.53*   0.53*    0.46 
MG-SL  0.13   -0.29   0.48   -0.18   0.33    0.32   0.40    0.16 
LG-SL  0.24    0.08  -0.20   -0.16   0.45    0.52*   0.61*    0.50* 

 
young and elderly combined 

  bipedal  unipedal 
  AP  ML  AP  ML 
  SD  speed  SD  speed  SD  speed  SD  speed 

de
lta

  MG-LG  0.19     0.43*  -0.10    0.06   0.45*    0.60*   0.53*    0.71* 
MG-SL  0.44*    0.63*  -0.09    0.17   0.31    0.49*   0.59*    0.54* 
LG-SL  0.33    0.43*  -0.11    0.05   0.63*    0.65*   0.53*    0.71*                  

be
ta

 MG-LG  0.45*    0.42*  -0.27    0.16   0.32*    0.49*   0.54*    0.48* 
MG-SL  0.51*    0.49*  -0.22    0.11   0.24    0.32   0.51*    0.28 
LG-SL  0.40*    0.37*  -0.46*    0.23   0.39    0.42*   0.41*    0.38* 

                 
* significant correlation (p < 0.05). 
AP: anteroposterior; ML: mediolateral; MG: medial gastrocnemius; SL: soleus; LG: lateral 
gastrocnemius.  
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3. Study 2: Forward postural lean 

Main part of this study was published in Frontiers in Human Neuroscience, entitled “Age-

related declines in the ability to modulate common input to bilateral and unilateral plantar 

flexors during forward postural lean” (2018, 12:254) 84. 

 

3.1. Introduction 

Functional tasks in daily activities, such as reaching out for an item, often times require 

shifting of the weight toward the edge of the base of support. Leaning of the body imposes 

higher demands on the postural control system, and age-related general declines in physical 

function commonly lead to difficulty in performing tasks involving weight shifting. It has 

been reported that elderly adults show less controlled lean path and greater sway at the 

maximal lean position, when compared to young adults 85. Furthermore, falls frequently 

occur during leaning or reaching 86, and a reduced ability to lean the body forward is 

associated with a future fall risk 25. Despite the widespread use of the leaning task as an 

assessment tool of balance dysfunction in clinical and community settings 25,26, the 

underlying neurophysiological mechanism of the age-related impairments has not been fully 

elucidated yet.  

 Control of posture is a complicated neuromuscular mechanism requiring effective and 

efficient activation of postural muscles, and a number of previous studies have explored how 

plantar flexor muscles are coordinated during standing as the COM locates in front of the 

ankle joint 54. It has been reported that the bilateral SL muscles receive greater common input 

during standing than voluntary contraction 87,88. Furthermore, recent studies have 

demonstrated coherence of the EMG signals between bilateral homologous plantar flexor 

muscles in delta band (0-5 Hz) during quiet standing 40,41. The delta-band coherence can 

reflect comodulation of muscle activity 33,34, and the origin of this bilateral comodulation 
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during standing is suggested to be the subcortical system 40,87. In contrast to quiet standing 

that requires relatively little cortical control 89, challenging postural tasks can induce the 

cortical activity 42. Indeed, cortical control of posture is greater during standing on a foam 

than rigid surface 90 and also during unsupported than supported forward postural lean 91. 

Moreover, increasing the cortical contribution to postural control by voluntarily swaying the 

body forward and backward can result in a reduction in the comodulation of bilateral plantar 

flexor muscles 87. It can be, therefore, expected that increasing the cortical contribution by 

leaning the body forward would similarly decrease the bilateral comodulation. Although it is 

well-recognized that elderly adults have impairments in reducing the synchronous bilateral 

activation of limb muscles 92,93, how aging impacts a way in which bilateral plantar flexor 

muscles are coordinated during the forward postural lean has not been examined previously. 

 Accordingly, the purpose of the present study was to investigate the effect of aging on 

the modulation of common input to the bilateral and unilateral plantar flexor muscles when 

changing the postural position between quiet standing and forward leaning, using the 

coherence analysis. More specifically, we examined the previously identified delta-band 

coherence between the bilateral homologous plantar flexor muscles (bilateral coherence) 40,41, 

and also assessed the beta-band (15-35 Hz) coherence within the unilateral plantar flexor 

muscles (unilateral coherence), that reflects the corticospinal drive to the contracting muscles 

36. We hypothesized the bilateral delta-band coherence to be smaller and the unilateral beta-

band coherence to be larger during the forward postural lean than quiet standing, and that the 

modulation would be smaller in the elderly than young adults. 
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3.2. Methods 

3.2.1. Subjects 

Fourteen young (six females, mean age ± SD = 22.6 ± 0.9) and nineteen elderly adults 

(eight females, mean age ± SD = 70.1 ± 3.3) participated in the present study. We recruited 

the young adults from Nagoya University and the elderly adults from the local community. 

None of the subjects had neurological, orthopedic, cognitive, or psychiatric problems that 

influence the postural balance. They also had normal or corrected-to-normal vision, and were 

all right-foot dominant, which was determined by asking the predominant foot used for 

kicking a ball. The ethics committee of Nagoya University approved this study (approval 

number: 16-518), and all subjects gave written informed consent before participating the 

experiment. The experiment was conducted in accordance with the Declaration of Helsinki. 

 

3.2.2. Tasks 

Figure 3.1 depicts an illustration of the experimental setup and a flow chart of this 

experiment. There were three tasks to be performed for each subject: quiet standing and two 

tasks requiring the subjects to lean their body forward to 35% and 75% of the maximum lean 

distance (35% and 75% forward lean tasks). Before beginning the tasks, we assessed the 

maximum forward lean distance. The subjects were asked to stand on a force plate with their 

feet parallel to each other (heel-to-heel distance of 15 cm), and the feet positions were 

marked and kept constant during the whole experiment. They were further instructed to lean 

their body forward by dorsiflexing the ankle joints while maintaining the rest of their body 

straight. The greatest lean distance, that was determined based on the COP displacement, out 

of three trials was adopted as the maximum lean distance and used to calculate a distance to 

lean in the 35% and 75% forward lean tasks. In the quiet standing task, the subjects were 

asked to stand quietly and look at a fixation sign on a PC monitor set 1 m in front of them. In 
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the 35% and 75% forward lean tasks, the subjects were instructed to lean as when the 

maximum lean distance was determined. A green horizontal target line representing a 35% or 

75% of the maximum forward lean and two yellow horizontal lines at +5 % and -5% of the 

target line were displayed on the PC monitor. The subject’s COP position was also presented 

on the PC monitor as a red line progressing from left to right, which moved 

upward/downward as the subject leaned forward/backward. The subjects were asked to keep 

their COP on the green target line as accurately and consistently as possible. The task 

duration was 40 s, and the order of the tasks was randomized among the subjects. Two 

practice trials were performed before each forward lean task to familiarize the subjects with 

the tasks. 

 

3.2.3. Data acquisition 

Wireless EMG sensors (Trigno EMG sensors, DELSYS, Boston, MA, USA) were 

placed on the bilateral MG and SL muscles according to the SENIAM recommendations 

(http://www.seniam.org/), after the skin was gently abrased and cleaned with alcohol, as 

these two muscles are mainly involved in postural control 29,82. The sensors were placed as 

far as anatomically possible from each other to minimize the potential risk of cross-talk 

between the EMG recordings 61. EMG signals were amplified and filtered (band pass filter of 

20-450 Hz) using a bio-amplifier (Trigno Wireless System, DELSYS, Boston, MA, USA), 

and sampled at 2000 Hz. Force signals were also recorded using a force plate (Tec Gihan, 

Kyoto, Japan) at a sampling rate of 1000 Hz to compute the COP position. A customized 

LabVIEW program (National Instruments, Austin, TX, USA) was used to display the 

horizontal lines and COP position on the PC monitor. 
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3.2.4. Data analysis 

Examples of the anteroposterior COP displacement data are shown in Figure 3.2. The 

data during the middle 30 s of the collection period were analyzed using a customized Matlab 

script (MathWorks, Natick, MA, USA). After low-pass filtering the anteroposterior COP 

signals at 15 Hz with a fourth-order zero phase lag Butterworth filter, we calculated the SD 

and mean speed of anteroposterior COP displacement. The SD reflects the variability of 

postural displacement. For the forward lean tasks, we additionally calculated the average of 

absolute difference between the COP position and the target line to quantify the error from 

the target.  

Coherence between the EMG recordings was computed based on methods provided 

by Halliday and colleagues 64 to quantify common input to the plantar flexor muscles. 

Reproducibility of coherence analysis was investigated in several studies 94,95, and the 

analysis was found to be quite reliable; however, large changes are needed to demonstrate a 

real difference 95. We initially rectified the EMG signals, because rectification of EMG 

signals can increase the information about temporal firing pattern of motor unit pools 64,65,96. 

We them computed the coherence function using the following equation. 

|"#$(&)|( =
|*#$(&)|(

*##(&) ∙ *$$(&)
	 

Pxx (f) and Pyy (f) are the auto-spectra of the signals x and y, and Pxy (f) is the cross-spectra 

at the frequency f. They were calculated with a discrete Fourier transform of non-overlapping 

segments of 1024 data points. The coherence function is a number ranging from zero to one: 

zero indicates that two signals are completely independent, and one indicates that two signals 

are identical. For each analysis, 95% confidence limit was applied to identify the significant 

coherence. In the present study, the coherence was estimated in the following muscle pairs: 

right MG and left MG (MG-MG), right SL and left SL (SL-SL), and right MG and right SL 

(MG-SL). We analyzed the unilateral coherence in the dominant right leg because it was 
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expected to be used more for the control of forward lean posture than the non-dominant left 

leg. 

We also calculated the pooled coherence function to summarize and visualize the average 

difference among tasks and age groups using the following equation 64,97. 

".//012 = 3∑ 56"#$6 (&)7
689
∑ 567
689

3
(
 

"#$6  is the coherence at the frequency f from individual subject, Li is the number of 

segments, and k is the number of subjects. 

 

3.2.5. Statistical analysis 

The effects of task and age on the COP parameters (SD and mean speed of COP 

displacement and error from the target) were assessed with a two-way (task × age) repeated 

measures analysis of variance (ANOVA). Similar to previous studies 40,41,67, we averaged z-

transformed coherence over the frequency ranges of 0-5 Hz (delta) for the bilateral coherence 

and 15-35 Hz (beta) for the unilateral coherence, to quantitatively compare the coherence 

among the tasks and age group. The effects of task and age on each of the coherence values 

were assessed with a two-way (task × age) repeated measure ANOVA. A Greenhouse-

Geisser correction was applied for sphericity, and post hoc analysis and planned comparison 

analysis between the tasks within each group were performed with Bonferroni’s correction. 

We additionally analyzed correlation between either the SD or mean speed of COP 

displacement and each of the averaged coherence values using the Pearson’s correlation 

coefficients. The statistical analyses were conducted using R (R Development Core Team, 

Vienna, Austria) at the significant level of 0.05. 
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3.3. Results 

3.3.1. COP parameters  

Results of the COP parameters are presented in Figure 3.3. A two-way repeated measure 

ANOVA on the SD of COP displacement revealed main effects of task (F1.2,38.4 = 5.60, p = 

0.017) and age (F1,31 = 6.0, p = 0.020) as well as their interaction (F1.2,38.4 = 8.1, p = 0.0044). 

Post hoc analysis indicated that the SD was significantly smaller in the 35% (p = 0.039) and 

75% (p = 0.0012) forward lean tasks than quiet standing task for the young adults. There 

were significant differences between age groups in the 35% (p < 0.001) and 75% (p = 

0.0024) forward lean tasks. An analysis on the mean speed of anteroposterior COP 

displacement demonstrated main effects of task (F1.2,37.1 = 76.5, p < 0.001) and age (F1,31 = 

9.3, p = 0.0047). Post hoc analysis showed that the mean speed was significantly higher in 

the 75% forward lean task than 35% forward lean and quiet standing tasks for both groups (p 

< 0.001). Also, it was significantly higher in the 35% forward lean than quiet standing task 

for both groups (p < 0.001). An analysis on the error from the target line revealed main 

effects of task (F1,31 = 28.7, p < 0.001) and age (F1,31 = 28.8, p < 0.001). 

 

3.3.2. EMG-EMG coherence 

The pooled coherence spectra for the bilateral and unilateral coherences are shown in 

Figure 3.4 to visualize the difference among tasks and age groups. The mean z-transformed 

delta- and beta-band coherence values are presented in Figure 3.5. A two-way repeated 

measure ANOVA on the delta-band coherence for the MG-MG pair revealed main effects of 

task (F1.5,45.6 = 6.3, p = 0.008) and age (F1,31 = 13.4, p < 0.001). Planned comparison analysis 

demonstrated that the delta-band coherence for the MG-MG pair was significantly smaller in 

the 75% forward lean task than 35% forward lean (p = 0.0011) and quiet standing tasks (p = 

0.036) for the young adults. An analysis on the delta-band coherence for the SL-SL pair also 
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revealed main effects of task (F1.5,47.5 = 6.3, p = 0.008) and age (F1,31 = 11.5, p = 0.002). 

Planned comparison analysis showed that the delta-band coherence for the SL-SL pair was 

significantly smaller in the 75% forward lean than 35% forward lean task (p = 0.027) for the 

young adults. A two-way repeated measure ANOVA on the beta-band coherence for the MG-

SL pair indicated a main effect of task (F1.7,51.9 = 17.1, p < 0.001) and an interaction between 

task and age (F1.7,51.9 = 4.9, p = 0.016). Post-hoc analysis demonstrated that the beta-band 

coherence for the MG-SL pair was larger in the 35% and 75% forward lean than quiet 

standing task (35%: p < 0.001; 75%: p = 0.029) for the young adults. There was no 

statistically significant difference between the tasks for the elderly adults. Thus, we 

performed post hoc power analysis for detecting difference between the quiet standing and 

75% forward lean task in the elderly adults using GPower 98 and found post hoc power 

estimates of 0.55 for the delta-band coherence for the MG-MG pair, 0.66 for the delta-band 

coherence for the SL-SL pair, and 0.61 for the beta-band coherence for the MG-SL pair. 

There was positive correlation between the SD of COP displacement and the delta-band 

coherence for the SL-SL pair (r = 0.56, p = 0.038) in the 75% forward lean task for the young 

adults. For the elderly adults, the SD and speed of COP displacement were both positively 

correlated with the delta-band coherence for the SL-SL pair in the quiet standing task (SD: r 

= 0.51, p = 0.027; speed: r = 0.51, p = 0.025). The speed of COP displacement was also 

correlated positively with the beta-band coherence for the MG-SL pair in the 35% (r = 0.53, 

p = 0.019) and 75% forward lean tasks (r = 0.54, p = 0.018) for the elderly adults. 

 

3.4. Discussion 

The present study investigated, using the coherence analysis, the common input to the 

bilateral and unilateral plantar flexor muscles during quiet standing and forward postural lean 

in young and elderly adults. Main results indicated that the bilateral delta-band coherence 
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was significantly smaller in the 75% forward lean task as compared to the other tasks for the 

young adults. Also, the unilateral beta-band coherence was found to be significantly larger in 

the 35% and 75% forward lean than quiet standing task for the young adults. Contrarily, such 

changes were not significant in the elderly adults. It is likely that elderly adults have 

difficulty in modulating the common inputs to bilateral and unilateral plantar flexor muscles 

when leaning the body forward.  

 Because corticomuscular coherence has been reported mainly in the beta band 36,99, 

intermuscular coherence within one limb in this frequency range has been suggested to reflect 

the corticospinal drive 37. Furthermore, it was recently demonstrated that the intermuscular 

beta-band coherence could reflect not merely the corticospinal drive but cortical control over 

synergistically working muscles (i.e., muscle coordination) 67,100. As leaning the body 

forward supposedly requires higher cortical demands, it was expected that the unilateral beta-

band coherence would be larger during the forward lean than quiet standing task. It appears 

that the young adults increased cortical control of the MG and SL muscles during the forward 

lean tasks, and the increase consequently resulted in a decrease in the SD of COP 

displacement, as greater beta-band oscillation and coherence are associated with steadier 

force output 48,72. On the other hand, the modulation by the elderly adults was not significant. 

In a study by Papegaaij and colleagues 91, they suggested that intracortical inhibitory activity 

could be lower during unsupported than supported forward leaning in both age groups. In 

addition, the thread/fear of losing balance was suggested to be an important factor 

modulating the cortical activity because the modulation was greater as the center of mass 

moved closer to the edge of the base of support 91. Thus, it can be proposed from the present 

and previous findings that, although an increase in difficulty of postural task and the 

associated fear of falling can modulate the cortical activity in elderly adults, they have a 

reduced ability to cortically coordinate the synergistically working muscles as a functional 



 34 

unit 67,100. Because aging has been reported to increase the beta-band corticomuscular 

coherences 60, this study’s findings may be specific to tasks that involve the bilateral 

activation. The capability to increase the beta-band coherence may, hence, depend on the 

magnitude of bilateral comodulation of plantar flexor muscles, as described below. 

In agreement with previous observations 40,41, we found the delta-band coherence 

between the bilateral homologous plantar flexor muscles during quiet standing, and this 

bilateral comodulation was greater in the elderly than young adults in all tasks. An important 

and interesting finding was the smaller delta-band coherence for the MG-MG and SL-SL 

pairs in the 75% forward lean task for the young adults. It appears that the young adults 

decreased the bilateral comodulation while increasing the cortical control of the plantar flexor 

muscles when leaning the body forward close to the edge of the base of support. The decrease 

in the bilateral comodulation could also indicate that the planter flexors were controlled more 

(or relatively) unilaterally. On the other hand, the elderly adults might have had difficulty in 

operating such a switch from bilateral to unilateral control, as evidenced by an age-related 

impairment in the ability to reduce in-phase coordination during a bilateral task 93,101. Indeed, 

the bilateral coherence is larger during in-phase than antiphase coordination 102. Similar to 

when performing tasks involving upper and lower limb coordination 103,104, the present age-

related decline in the modulatory ability might be ascribed to inhibitory dysfunction. It is also 

possible that their relatively larger delta-band coherence made it harder to modulate the 

bilateral and unilateral coherences.  

Correlation analysis between the COP parameter and the strength of coherence 

revealed different patterns of correlation among the age groups. The positive correlation for 

the bilateral delta-band coherence during quiet standing in the elderly adults may indicate that 

the bilateral low-frequency oscillations influenced the force output variability 46 and thus 

variability of postural displacements. More importantly, in the 75% forward lean task, there 
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was positive correlation between the SD of COP displacement and the bilateral delta-band 

coherence for the SL-SL pair in the young adults. In a recent study by de Vries and 

colleagues 105, the bilateral coherence was reported to depend on the degree of bilateral 

coordination required for the task and become smaller with the slighter bilateral coordination. 

Furthermore, they demonstrated the larger beta-band corticomuscular coherence with the 

slighter bilateral coordination 105, suggesting an inverse relationship between the bilateral and 

unilateral coherences. The present results including the larger beta-band coherence in the 

forward lean than quiet standing task, thus, likely propose that the young adults employed a 

strategy shifting from the synchronous bilateral activation to unilateral cortical control of 

plantar flexor muscles during the 75 % forward lean task, in order to realize the better 

performance, supporting the above-mentioned argument. On the other hand, the mean COP 

speed was correlated positively with the unilateral beta-band coherence in the forward lean 

tasks for the elderly adults. As the larger beta-band coherence has been reported not to 

necessarily lead to the better force-matching performance in the elderly adults 60, their 

increase in the corticospinal drive to cope with difficult tasks might have been dysfunctional. 

The role of the beta-band oscillation during a bilateral coordination appears to differ between 

young and elderly adults but should be clarified in future studies with more sophisticated 

experimental manipulations 105. 

Significant differences in the mean COP speed and the error from the target line 

between two forward lean tasks expectedly indicate that the difficulty of the task became 

greater as the lean distance became larger. With respect to the coherence values, the 

significant decrease in the delta-band coherence was observed primarily in the 75% forward 

lean task. In contrast, the magnitude of increase in the beta-band coherence was not different 

between two forward lean tasks. These two observations may imply that the modulation of 

cortical activity is a primary strategy employed during a slight body leaning, and the 
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magnitude of bilateral comodulation becomes an important factor as the body moves close to 

the edge of the base of support. Not merely the task difficulty but the fear of falling, 

therefore, are likely associated with the bilateral comodultion of plantar flexor muscles. 

This study has several limitations. First, this study included planned comparisons and 

was slightly underpowered to examine a difference in the coherence between the postural 

tasks in the elderly adults. Further studies with a larger sample are needed to confirm this 

study’s findings. Second, we did not measure the angle of the hip, knee, or ankle joint, or 

activity of upper-leg or back muscles that could be involved in maintaining a forward 

postural lean position. As aging can reduce muscle strengths and cause joint degeneration, 

consideration of these factors would have strengthened our discussion. Third, visual feedback 

of the COP position that was provided in the forward lean tasks to keep the lean distance 

constant might have had some influence on the present results, although its effect on postural 

control still remains under debate 106,107. How the visual feedback affects the common input 

to postural muscles should be confirmed in future research. Fourth, there is a possibility that 

the modulation of beta-band coherence would be smaller in the non-dominant than dominant 

leg. Finally, we estimated the corticospinal activity using the coherence analysis of surface 

EMG. Although there are numerous studies evaluating the corticospinal activity using this 

method 31,61,108-111, inclusion of intramuscular single-unit and electroencephalography 

recordings would have enhanced the study’s conclusion. 

 In summary, this study demonstrates the importance of decreasing the delta-band 

coherence between bilateral homologous plantar flexor muscles and increasing the beta-band 

coherence among unilateral plantar flexor muscles when maintaining a forward postural lean 

position. Aging further appears to impair such a modulatory ability. High-quality forward 

leaning performance likely requires a smooth shift from more synchronous bilateral 

activation to more unilateral cortical control of plantar flexor muscles. Therefore, 
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interventions focusing on this factor may be beneficial for improving voluntary control of 

forward lean posture. 
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3.5. Figures 
3.5.1. Figure 3.1 
 
 
 
 
 
 
 
 
 
 

 
 
Fig. 3.1. Illustration of the experimental setup (A) and flow chart of the experiment (B). In 
forward lean tasks the subject stood on a force plate and was instructed to lean the body 
forward by dorsiflexing the ankle joint and keep the center of pressure (COP: red line) on the 
target line (green line) as accurately and consistently as possible. We recorded 
electromyograms (EMGs) from the bilateral medial gastrocnemius and soleus muscles using 
wireless sensors. 
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3.5.2. Figure 3.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

        
 
Fig. 3.2. Example data of anteroposterior center of pressure (COP) displacement from an 
individual young adult and an individual elderly adult. 
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3.5.3. Figure 3.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     
 
Fig. 3.3. Effects of task and age on center of pressure (COP) parameters. Data for standard 
deviation (SD) of COP displacement, mean COP speed, and error from target line were 
separately presented from left to right. Tasks were quiet standing (Quiet), 35% forward lean 
(35F), and 75% forward lean (75F). Small circles indicate outliners. 
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3.5.4. Figure 3.4 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Fig. 3.4. Pooled coherence spectra for young (A) and elderly (B) adults. Data are presented 
separately for each task and muscle pair. Horizontal dashed line indicates the 95% confidence 
limit. MG: medial gastrocnemius; and SL: soleus. 
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3.5.5. Figure 3.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Fig. 3.5. Effects of task and age on z-transformed coherence. Tasks were quiet standing 
(Quiet), 35% forward lean (35F), and 75% forward lean (75F). Data are presented separately 
for each muscle pair. Small circles indicate outliners. MG: medial gastrocnemius; and SL: 
soleus. 
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4. General Discussion  

The effective exercise intervention for preventing falls among the elderly population is a 

program composing strength training and exercise that challenges balance control 17-21. 

However, this conclusion was made based on studies with younger, physically fit elderly 

adults 20,21, and it is presumably unsafe and, in some case, extremely difficult for older, frail 

elderly adults to perform especially the balance-challenging exercise. The aim of this doctoral 

thesis was to provide the foundational data that will eventually contribute to the development 

of an alternative, safe and effective fall-prevention intervention by investigating the 

underlying neurophysiological mechanism of age-related decline in voluntary control of 

unstable postures. We examined how aging affects delta- (<5 Hz) and beta-band (15-35 Hz) 

coherences between the plantar flexor muscles during single-leg stance and forward postural 

lean. We found that aging can increase these coherences during single-leg stance, and also 

impair the ability to modulate these coherences during forward postural lean. 

The delta-band coherence between the plantar flexor muscles has been demonstrated to 

be larger in the elderly than young adults during quiet standing 41. This doctoral thesis 

revealed that it was greater in the elderly than young adults during the quiet stance, single-leg 

stance, and forward postural lean tasks. The greater delta-band coherence was further related 

to the greater variability of postural displacements during quiet and single-leg stances 

particularly in the elderly adults. It appears that an increase in the low-frequency common 

input to the plantar flexor muscles increased the variability of force 44-47 and resultantly 

postural displacements particularly in the elderly adults. We also found the age-induced 

reduction in the ability to decrease the delta-band coherence between the bilateral 

homologous plantar flexor muscles during the forward postural lean. Therefore, it is likely 

that aging not only increase the delta-band coherence but also impairs the ability to decrease 

it, consequently affecting the postural performance.  
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During the steady isometric contractions, the beta-band synchronous oscillations are 

evident between the sensorimotor cortex and the contracting muscle (i.e., corticomuscular 

coherence) 36,99, and also between motoneuron pools within the same muscle or of synergistic 

muscles 39,111,112. Although the role of these beta-band oscillations is not understood fully, 

they are reported to reflect the corticospinal activity and contribute to the steady and precise 

force output 49,50,60,113. This doctoral thesis revealed that the beta-band coherence was evident 

between the unilateral plantar flexor muscles during the unstable balance-challenging 

postural tasks. Interestingly, aging was found to increase the beta-band coherence during the 

single-leg stance. Furthermore, the beta-band coherence positively correlated with the 

variability of postural displacements particularly in the elderly adults. These results may be 

ascribed to (unsuccessful 74) compensation for the age-related general decline in sensorimotor 

function 114-116 to cope with the difficult postural task, or an impairment in the cortical 

inhibitory system interfering with accurate force production 75. On the other hand, the elderly 

adults exhibited the reduced ability to increase the beta-band coherence during the forward 

postural lean. It appears that the effect of aging on the beta-band coherence depends on type 

of the postural task, unilateral or bilateral, and that the relation between the beta-band 

coherence and postural performance is not straightforward. It is possible that aging impairs 

the ability to effectively and functionally modulate the beta-band oscillations. Additional 

works are, however, needed to further explore the possibility and the underlying mechanisms.  

Although more detailed investigations on the neural oscillations during the postural tasks 

are required, here we propose the potential interventions that might reduce the fall risks. 

Combining the results from previous studies on force control and this doctoral thesis, there 

are two possible ways to prevent or reduce the age-related decline in the ability to voluntarily 

control posture under unstable conditions: 1) decrease the delta-band oscillations in the 

muscle activity; 2) increase the ability to functionally modulate the beta-band oscillations. In 
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a recent study, effect of visual guidelines on the variability of force output was investigated 

during a seated isometric contraction task in healthy young adults 117. These visual guidelines 

were placed ±1 SDs of force output around the target line, and the low-frequency force and 

EMG burst oscillations were revealed to be smaller with than without the visual guidelines 

117. Furthermore, it has been reported that the cortical beta-band oscillations can be 

modulated by self-regulation of brain oscillation. For example, providing real-time feedback 

of the cortical beta-band oscillations could facilitate the ability to modulate the beta-band 

oscillations 118,119. Although further studies are needed, such as to examine whether these 

improvements will persist over the long term and whether the physiological changes in the 

neural oscillations are accompanied by improvement in postural control, the techniques and 

tools mentioned here can be applied to the development of a new fall-prevention intervention 

based on the neural oscillations. 

If this new intervention is developed, it may be integrated in a fall-prevention program in 

community and clinical settings. For example, frail elderly adults who are physically too 

weak to perform balance-challenging exercise may start with a simple brain and muscle 

activity modulation exercise. Like a video game, one may sit on a chair with simple portable 

EMG and electroencephalogram devices and try to control the brain and muscle activities 

shown on a monitor. Virtual reality technology may further provide an option for performing 

this type of exercise in simulated three-dimensional environments. As supervision of 

therapists or caregivers would not be needed, this intervention may also be used as home 

exercise and for home-based care. Moreover, tailor-made interventions may be designed 

based on the neural oscillations of each individual. Recent and future advances in technology 

will help to facilitate the implementation of this new intervention.  

In conclusion, we demonstrated that aging influences the synchronous oscillations 

between the plantar flexor muscles during single-leg stance and forward postural lean. This 
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doctoral thesis enhances our understanding of the effect of aging on voluntary neuromuscular 

control of posture under unstable conditions. By providing a link between the voluntary 

controls of steady-state force and posture, this work has the potential to advance the 

prevention approaches for falls. 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 47 

Acknowledgements 

We would like to thank all the participants for their willingness and time devoted to the 

studies in this doctoral thesis. This work was supported by grants from the Japan Society for 

the Promotion of Science (15H03044, 17H04748, and a Grant-in-Aid for JSPS fellows [29-

700]). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 48 

References 

1. GBD 2015 DALYs and HALE Collaborators. Global, regional, and national 

disability-adjusted life-years (DALYs) for 315 diseases and injuries and healthy life 

expectancy (HALE), 1990-2015: a systematic analysis for the Global Burden of Disease 

Study 2015. Lancet 2016;388:1603-58. 

2. World Health Organization. Facts about ageing 2014 [Available from: 

http://www.who.int/ageing/about/facts/en/]. 

3. Tinetti ME. Clinical practice. Preventing falls in elderly persons. N Engl J Med 

2003;348:42-9. 

4. Moyer VA. Prevention of falls in community-dwelling older adults: U.S. Preventive 

Services Task Force recommendation statement. Ann Intern Med 2012;157:197-204. 

5. Moulias R, Meaume S, Raynaud-Simon A. Sarcopenia, hypermetabolism, and aging. 

Z Gerontol Geriatr 1999;32:425-32. 

6. Gill TM, Murphy TE, Gahbauer EA, Allore HG. Association of injurious falls with 

disability outcomes and nursing home admissions in community-living older persons. Am J 

Epidemiol 2013;178:418-25. 

7. Young A, Getty J, Jackson A, Kirwan E, Sullivan M, Parry CW. Variations in the 

pattern of muscle innervation by the L5 and S1 nerve roots. Spine (Phila Pa 1976) 

1983;8:616-24. 

8. Dyer SM, Crotty M, Fairhall N, Magaziner J, Beaupre LA, Cameron ID, et al. A 

critical review of the long-term disability outcomes following hip fracture. BMC Geriatr 

2016;16:158. 

9. Blank WA, Freiberger E, Siegrist M, Landendoerfer P, Linde K, Schuster T, et al. An 

interdisciplinary intervention to prevent falls in community-dwelling elderly persons: 

protocol of a cluster-randomized trial [PreFalls]. BMC Geriatr 2011;11:7. 



 49 

10. Bischoff-Ferrari HA, Orav EJ, Dawson-Hughes B. Additive benefit of higher 

testosterone levels and vitamin D plus calcium supplementation in regard to fall risk 

reduction among older men and women. Osteoporos Int 2008;19:1307-14. 

11. Dukas L, Bischoff HA, Lindpaintner LS, Schacht E, Birkner-Binder D, Damm TN, et 

al. Alfacalcidol reduces the number of fallers in a community-dwelling elderly population 

with a minimum calcium intake of more than 500 mg daily. J Am Geriatr Soc 2004;52:230-6. 

12. Prince RL, Austin N, Devine A, Dick IM, Bruce D, Zhu K. Effects of ergocalciferol 

added to calcium on the risk of falls in elderly high-risk women. Arch Intern Med 

2008;168:103-8. 

13. Cumming RG, Ivers R, Clemson L, Cullen J, Hayes MF, Tanzer M, et al. Improving 

vision to prevent falls in frail older people: a randomized trial. J Am Geriatr Soc 

2007;55:175-81. 

14. Day L, Fildes B, Gordon I, Fitzharris M, Flamer H, Lord S. Randomised factorial trial 

of falls prevention among older people living in their own homes. Bmj 2002;325:128. 

15. Robson E, Edwards J. Steady As You Ho (SAYGO): A falls-prevention program for 

seniors living in the community. Canadian Journal on Aging-Revue Canadienne Du 

Vieillissement 2003;22:207-16. 

16. Jackson C, Gaugris S, Sen SS, Hosking D. The effect of cholecalciferol (vitamin D3) 

on the risk of fall and fracture: a meta-analysis. Qjm 2007;100:185-92. 

17. Gillespie LD, Robertson MC, Gillespie WJ, Sherrington C, Gates S, Clemson LM, et 

al. Interventions for preventing falls in older people living in the community. Cochrane 

Database Syst Rev 2012:Cd007146. 

18. Gillespie LD, Gillespie WJ, Robertson MC, Lamb SE, Cumming RG, Rowe BH. 

Interventions for preventing falls in elderly people. Cochrane Database Syst Rev 

2003:Cd000340. 



 50 

19. Sherrington C, Whitney JC, Lord SR, Herbert RD, Cumming RG, Close JC. Effective 

exercise for the prevention of falls: a systematic review and meta-analysis. J Am Geriatr Soc 

2008;56:2234-43. 

20. Campbell AJ, Robertson MC, Gardner MM, Norton RN, Tilyard MW, Buchner DM. 

Randomised controlled trial of a general practice programme of home based exercise to 

prevent falls in elderly women. Bmj 1997;315:1065-9. 

21. Robertson MC, Devlin N, Gardner MM, Campbell AJ. Effectiveness and economic 

evaluation of a nurse delivered home exercise programme to prevent falls. 1: Randomised 

controlled trial. Bmj 2001;322:697-701. 

22. Rugelj D. The effect of functional balance training in frail nursing home residents. 

Arch Gerontol Geriatr 2010;50:192-7. 

23. Sakamoto K, Nakamura T, Hagino H, Endo N, Mori S, Muto Y, et al. Effects of 

unipedal standing balance exercise on the prevention of falls and hip fracture among 

clinically defined high-risk elderly individuals: a randomized controlled trial. J Orthop Sci 

2006;11:467-72. 

24. Vellas BJ, Wayne SJ, Romero L, Baumgartner RN, Rubenstein LZ, Garry PJ. One-leg 

balance is an important predictor of injurious falls in older persons. J Am Geriatr Soc 

1997;45:735-8. 

25. Duncan PW, Studenski S, Chandler J, Prescott B. Functional reach: predictive validity 

in a sample of elderly male veterans. J Gerontol 1992;47:M93-8. 

26. Clark S, Rose DJ. Evaluation of dynamic balance among community-dwelling older 

adult fallers: a generalizability study of the limits of stability test. Arch Phys Med Rehabil 

2001;82:468-74. 



 51 

27. Shimada H, Suzukawa M, Tiedemann A, Kobayashi K, Yoshida H, Suzuki T. Which 

neuromuscular or cognitive test is the optimal screening tool to predict falls in frail 

community-dwelling older people? Gerontology 2009;55:532-8. 

28. Gatev P, Thomas S, Kepple T, Hallett M. Feedforward ankle strategy of balance 

during quiet stance in adults. J Physiol 1999;514 ( Pt 3):915-28. 

29. Masani K, Popovic MR, Nakazawa K, Kouzaki M, Nozaki D. Importance of body 

sway velocity information in controlling ankle extensor activities during quiet stance. J 

Neurophysiol 2003;90:3774-82. 

30. Kouzaki M, Shinohara M. Steadiness in plantar flexor muscles and its relation to 

postural sway in young and elderly adults. Muscle Nerve 2010;42:78-87. 

31. Halliday DM, Conway BA, Christensen LO, Hansen NL, Petersen NP, Nielsen JB. 

Functional coupling of motor units is modulated during walking in human subjects. J 

Neurophysiol 2003;89:960-8. 

32. Keen DA, Chou LW, Nordstrom MA, Fuglevand AJ. Short-term synchrony in diverse 

motor nuclei presumed to receive different extents of direct cortical input. J Neurophysiol 

2012;108:3264-75. 

33. De Luca CJ, Erim Z. Common drive in motor units of a synergistic muscle pair. J 

Neurophysiol 2002;87:2200-4. 

34. Lowery MM, Myers LJ, Erim Z. Coherence between motor unit discharges in 

response to shared neural inputs. J Neurosci Methods 2007;163:384-91. 

35. Grosse P, Cassidy MJ, Brown P. EEG-EMG, MEG-EMG and EMG-EMG frequency 

analysis: physiological principles and clinical applications. Clin Neurophysiol 

2002;113:1523-31. 



 52 

36. Conway BA, Halliday DM, Farmer SF, Shahani U, Maas P, Weir AI, et al. 

Synchronization between motor cortex and spinal motoneuronal pool during the performance 

of a maintained motor task in man. J Physiol 1995;489(Pt 3):917-24. 

37. Farmer SF. Rhythmicity, synchronization and binding in human and primate motor 

systems. J Physiol 1998;509 ( Pt 1):3-14. 

38. Power HA, Norton JA, Porter CL, Doyle Z, Hui I, Chan KM. Transcranial direct 

current stimulation of the primary motor cortex affects cortical drive to human musculature 

as assessed by intermuscular coherence. J Physiol 2006;577:795-803. 

39. Farmer SF, Bremner FD, Halliday DM, Rosenberg JR, Stephens JA. The frequency 

content of common synaptic inputs to motoneurones studied during voluntary isometric 

contraction in man. J Physiol 1993;470:127-55. 

40. Boonstra TW, Roerdink M, Daffertshofer A, van Vugt B, van Werven G, Beek PJ. 

Low-alcohol doses reduce common 10- to 15-Hz input to bilateral leg muscles during quiet 

standing. J Neurophysiol 2008;100:2158-64. 

41. Obata H, Abe MO, Masani K, Nakazawa K. Modulation between bilateral legs and 

within unilateral muscle synergists of postural muscle activity changes with development and 

aging. Exp Brain Res 2014;232:1-11. 

42. McIlroy WE, Bishop DC, Staines WR, Nelson AJ, Maki BE, Brooke JD. Modulation 

of afferent inflow during the control of balancing tasks using the lower limbs. Brain Res 

2003;961:73-80. 

43. Solopova IA, Kazennikov OV, Deniskina NB, Levik YS, Ivanenko YP. Postural 

instability enhances motor responses to transcranial magnetic stimulation in humans. 

Neurosci Lett 2003;337:25-8. 

44. Moon H, Kim C, Kwon M, Chen YT, Onushko T, Lodha N, et al. Force control is 

related to low-frequency oscillations in force and surface EMG. PLoS One 2014;9:e109202. 



 53 

45. Farina D, Negro F. Common synaptic input to motor neurons, motor unit 

synchronization, and force control. Exerc Sport Sci Rev 2015;43:23-33. 

46. Negro F, Holobar A, Farina D. Fluctuations in isometric muscle force can be 

described by one linear projection of low-frequency components of motor unit discharge 

rates. J Physiol 2009;587:5925-38. 

47. Lodha N, Christou EA. Low-Frequency Oscillations and Control of the Motor Output. 

Front Physiol 2017;8:78. 

48. Engel AK, Fries P. Beta-band oscillations--signalling the status quo? Curr Opin 

Neurobiol 2010;20:156-65. 

49. Kristeva R, Patino L, Omlor W. Beta-range cortical motor spectral power and 

corticomuscular coherence as a mechanism for effective corticospinal interaction during 

steady-state motor output. Neuroimage 2007;36:785-92. 

50. Graziadio S, Basu A, Tomasevic L, Zappasodi F, Tecchio F, Eyre JA. Developmental 

tuning and decay in senescence of oscillations linking the corticospinal system. J Neurosci 

2010;30:3663-74. 

51. Watanabe T, Saito K, Ishida K, Tanabe S, Nojima I. Coordination of plantar flexor 

muscles during bipedal and unipedal stances in young and elderly adults. Exp Brain Res 

2018;236:1229-39. 

52. Suponitsky Y, Verbitsky O, Peled E, Mizrahi J. Effect of selective fatiguing of the 

shank muscles on single-leg-standing sway. J Electromyogr Kinesiol 2008;18:682-9. 

53. Clifford AM, Holder-Powell H. Postural control in healthy individuals. Clin Biomech 

(Bristol, Avon) 2010;25:546-51. 

54. Winter DA. Human balance and posture control during standing and walking. Gait & 

Posture 1995;3:193-214. 



 54 

55. Arndt A, Bruggemann GP, Koebke J, Segesser B. Asymmetrical loading of the 

human triceps surae: I. Mediolateral force differences in the Achilles tendon. Foot Ankle Int 

1999;20:444-9. 

56. Lee SS, Piazza SJ. Inversion-eversion moment arms of gastrocnemius and tibialis 

anterior measured in vivo. J Biomech 2008;41:3366-70. 

57. Ochala J, Lambertz D, Pousson M, Goubel F, Hoecke JV. Changes in mechanical 

properties of human plantar flexor muscles in ageing. Exp Gerontol 2004;39:349-58. 

58. Tracy BL. Force control is impaired in the ankle plantarflexors of elderly adults. Eur J 

Appl Physiol 2007;101:629-36. 

59. Kristeva-Feige R, Fritsch C, Timmer J, Lucking CH. Effects of attention and 

precision of exerted force on beta range EEG-EMG synchronization during a maintained 

motor contraction task. Clin Neurophysiol 2002;113:124-31. 

60. Johnson AN, Shinohara M. Corticomuscular coherence with and without additional 

task in the elderly. J Appl Physiol (1985) 2012;112:970-81. 

61. Hansen NL, Conway BA, Halliday DM, Hansen S, Pyndt HS, Biering-Sorensen F, et 

al. Reduction of common synaptic drive to ankle dorsiflexor motoneurons during walking in 

patients with spinal cord lesion. J Neurophysiol 2005;94:934-42. 

62. Dalton BH, Blouin JS, Allen MD, Rice CL, Inglis JT. The altered vestibular-evoked 

myogenic and whole-body postural responses in old men during standing. Exp Gerontol 

2014;60:120-8. 

63. Conway BA, Farmer SF, Halliday DM, Rosenberg JR. On the relation between 

motor-unit discharge and physiological tremor. In: Taylor A, Gladden MH, Durbaba R, 

editors. Alpha and Gamma Motor Systems. Alpha and Gamma Motor Systems ed. Boston, 

MA: Springer US; 1995. p. 596-8. 



 55 

64. Halliday DM, Rosenberg JR, Amjad AM, Breeze P, Conway BA, Farmer SF. A 

framework for the analysis of mixed time series/point process data--theory and application to 

the study of physiological tremor, single motor unit discharges and electromyograms. Prog 

Biophys Mol Biol 1995;64:237-78. 

65. Myers LJ, Lowery M, O'Malley M, Vaughan CL, Heneghan C, St Clair Gibson A, et 

al. Rectification and non-linear pre-processing of EMG signals for cortico-muscular analysis. 

J Neurosci Methods 2003;124:157-65. 

66. Farmer SF, Gibbs J, Halliday DM, Harrison LM, James LM, Mayston MJ, et al. 

Changes in EMG coherence between long and short thumb abductor muscles during human 

development. J Physiol 2007;579:389-402. 

67. Laine CM, Valero-Cuevas FJ. Intermuscular coherence reflects functional 

coordination. J Neurophysiol 2017;118:1775-83. 

68. Fitzpatrick R, Burke D, Gandevia SC. Loop gain of reflexes controlling human 

standing measured with the use of postural and vestibular disturbances. J Neurophysiol 

1996;76:3994-4008. 

69. van Groeningen CJ, Erkelens CJ. Task-dependent differences between mono- and bi-

articular heads of the triceps brachii muscle. Exp Brain Res 1994;100:345-52. 

70. Witham CL, Riddle CN, Baker MR, Baker SN. Contributions of descending and 

ascending pathways to corticomuscular coherence in humans. J Physiol 2011;589:3789-800. 

71. Farina D, Negro F, Dideriksen JL. The effective neural drive to muscles is the 

common synaptic input to motor neurons. J Physiol 2014;592:3427-41. 

72. Kilner JM, Baker SN, Salenius S, Hari R, Lemon RN. Human cortical muscle 

coherence is directly related to specific motor parameters. J Neurosci 2000;20:8838-45. 

73. Semmler JG, Kornatz KW, Enoka RM. Motor-unit coherence during isometric 

contractions is greater in a hand muscle of older adults. J Neurophysiol 2003;90:1346-9. 



 56 

74. Cabeza R, Dennis NA. Frontal lobes and aging: Deterioration and compensation. In: 

Stuss DT, Knight RT, editors. Principles of Frontal Lobe Function, 2nd Edition. New York: 

Oxford University Press; 2013. p. 628-52. 

75. Papegaaij S, Taube W, Hogenhout M, Baudry S, Hortobagyi T. Age-related decrease 

in motor cortical inhibition during standing under different sensory conditions. Front Aging 

Neurosci 2014;6:126. 

76. Jaiser SR, Baker MR, Baker SN. Intermuscular Coherence in Normal Adults: 

Variability and Changes with Age. PLoS One 2016;11:e0149029. 

77. Loram ID, Lakie M. Direct measurement of human ankle stiffness during quiet 

standing: the intrinsic mechanical stiffness is insufficient for stability. J Physiol 

2002;545:1041-53. 

78. Kilner JM, Baker SN, Lemon RN. A novel algorithm to remove electrical cross-talk 

between surface EMG recordings and its application to the measurement of short-term 

synchronisation in humans. J Physiol 2002;538:919-30. 

79. Lowery MM, Stoykov NS, Kuiken TA. A simulation study to examine the use of 

cross-correlation as an estimate of surface EMG cross talk. J Appl Physiol (1985) 

2003;94:1324-34. 

80. Farina D, Merletti R, Enoka RM. The extraction of neural strategies from the surface 

EMG: an update. J Appl Physiol (1985) 2014;117:1215-30. 

81. Farina D, Merletti R, Enoka RM. The extraction of neural strategies from the surface 

EMG. J Appl Physiol (1985) 2004;96:1486-95. 

82. Heroux ME, Dakin CJ, Luu BL, Inglis JT, Blouin JS. Absence of lateral 

gastrocnemius activity and differential motor unit behavior in soleus and medial 

gastrocnemius during standing balance. J Appl Physiol (1985) 2014;116:140-8. 



 57 

83. Wright WG, Ivanenko YP, Gurfinkel VS. Foot anatomy specialization for postural 

sensation and control. J Neurophysiol 2012;107:1513-21. 

84. Watanabe T, Saito K, Ishida K, Tanabe S, Nojima I. Age-related declines in the 

ability to modulate common input to bilateral and unilateral plantar flexors during forward 

postural lean. Frontiers in Human Neuroscience 2018;12. 

85. Blaszczyk JW, Lowe DL, Hansen PD. Ranges of postural stability and their changes 

in the elderly. Gait & Posture 1994;2:11-7. 

86. Nachreiner NM, Findorff MJ, Wyman JF, McCarthy TC. Circumstances and 

consequences of falls in community-dwelling older women. J Womens Health (Larchmt) 

2007;16:1437-46. 

87. Mochizuki G, Ivanova TD, Garland SJ. Factors affecting the common modulation of 

bilateral motor unit discharge in human soleus muscles. J Neurophysiol 2007;97:3917-25. 

88. Mochizuki G, Semmler JG, Ivanova TD, Garland SJ. Low-frequency common 

modulation of soleus motor unit discharge is enhanced during postural control in humans. 

Exp Brain Res 2006;175:584-95. 

89. Murnaghan CD, Squair JW, Chua R, Inglis JT, Carpenter MG. Cortical contributions 

to control of posture during unrestricted and restricted stance. J Neurophysiol 

2014;111:1920-6. 

90. Baudry S, Duchateau J. Age-related influence of vision and proprioception on Ia 

presynaptic inhibition in soleus muscle during upright stance. J Physiol 2012;590:5541-54. 

91. Papegaaij S, Taube W, van Keeken HG, Otten E, Baudry S, Hortobagyi T. Postural 

challenge affects motor cortical activity in young and old adults. Exp Gerontol 2016;73:78-

85. 

92. Przybyla A, Haaland KY, Bagesteiro LB, Sainburg RL. Motor asymmetry reduction 

in older adults. Neurosci Lett 2011;489:99-104. 



 58 

93. Lin CH, Chou LW, Wei SH, Lieu FK, Chiang SL, Sung WH. Influence of aging on 

bimanual coordination control. Exp Gerontol 2014;53:40-7. 

94. Pohja M, Salenius S, Hari R. Reproducibility of cortex-muscle coherence. 

Neuroimage 2005;26:764-70. 

95. van Asseldonk EH, Campfens SF, Verwer SJ, van Putten MJ, Stegeman DF. 

Reliability and agreement of intramuscular coherence in tibialis anterior muscle. PLoS One 

2014;9:e88428. 

96. Negro F, Keenan K, Farina D. Power spectrum of the rectified EMG: when and why 

is rectification beneficial for identifying neural connectivity? J Neural Eng 2015;12:036008. 

97. Amjad AM, Halliday DM, Rosenberg JR, Conway BA. An extended difference of 

coherence test for comparing and combining several independent coherence estimates: theory 

and application to the study of motor units and physiological tremor. J Neurosci Methods 

1997;73:69-79. 

98. Faul F, Erdfelder E. GPower: A priori, post-hoc, and compromise power analyses for 

MS-DOS. Bonn, Germany: Bonn University, Department of Psychology; 1992. 

99. Mima T, Hallett M. Corticomuscular coherence: a review. J Clin Neurophysiol 

1999;16:501-11. 

100. Reyes A, Laine CM, Kutch JJ, Valero-Cuevas FJ. Beta Band Corticomuscular Drive 

Reflects Muscle Coordination Strategies. Front Comput Neurosci 2017;11:17. 

101. Temprado JJ, Vercruysse S, Salesse R, Berton E. A dynamic systems approach to the 

effects of aging on bimanual coordination. Gerontology 2010;56:335-44. 

102. Evans CM, Baker SN. Task-dependent intermanual coupling of 8-Hz discontinuities 

during slow finger movements. Eur J Neurosci 2003;18:453-6. 



 59 

103. Fling BW, Seidler RD. Fundamental differences in callosal structure, 

neurophysiologic function, and bimanual control in young and older adults. Cereb Cortex 

2012;22:2643-52. 

104. Fujiyama H, Hinder MR, Schmidt MW, Garry MI, Summers JJ. Age-related 

differences in corticospinal excitability and inhibition during coordination of upper and lower 

limbs. Neurobiol Aging 2012;33:1484 e1-14. 

105. de Vries IE, Daffertshofer A, Stegeman DF, Boonstra TW. Functional connectivity in 

the neuromuscular system underlying bimanual coordination. J Neurophysiol 2016;116:2576-

85. 

106. Dault MC, de Haart M, Geurts AC, Arts IM, Nienhuis B. Effects of visual center of 

pressure feedback on postural control in young and elderly healthy adults and in stroke 

patients. Hum Mov Sci 2003;22:221-36. 

107. Boudrahem S, Rougier PR. Relation between postural control assessment with eyes 

open and centre of pressure visual feedback effects in healthy individuals. Exp Brain Res 

2009;195:145-52. 

108. Norton JA, Gorassini MA. Changes in cortically related intermuscular coherence 

accompanying improvements in locomotor skills in incomplete spinal cord injury. J 

Neurophysiol 2006;95:2580-9. 

109. Barthelemy D, Willerslev-Olsen M, Lundell H, Conway BA, Knudsen H, Biering-

Sorensen F, et al. Impaired transmission in the corticospinal tract and gait disability in spinal 

cord injured persons. J Neurophysiol 2010;104:1167-76. 

110. Petersen TH, Farmer SF, Kliim-Due M, Nielsen JB. Failure of normal development of 

central drive to ankle dorsiflexors relates to gait deficits in children with cerebral palsy. J 

Neurophysiol 2013;109:625-39. 



 60 

111. Petersen TH, Kliim-Due M, Farmer SF, Nielsen JB. Childhood development of 

common drive to a human leg muscle during ankle dorsiflexion and gait. J Physiol 

2010;588:4387-400. 

112. Kilner JM, Baker SN, Salenius S, Jousmaki V, Hari R, Lemon RN. Task-dependent 

modulation of 15-30 Hz coherence between rectified EMGs from human hand and forearm 

muscles. J Physiol 1999;516 ( Pt 2):559-70. 

113. Perez MA, Lundbye-Jensen J, Nielsen JB. Changes in corticospinal drive to spinal 

motoneurones following visuo-motor skill learning in humans. J Physiol 2006;573:843-55. 

114. Du Y, Buchsbaum BR, Grady CL, Alain C. Increased activity in frontal motor cortex 

compensates impaired speech perception in older adults. Nat Commun 2016;7:12241. 

115. Grady CL, Maisog JM, Horwitz B, Ungerleider LG, Mentis MJ, Salerno JA, et al. 

Age-related changes in cortical blood flow activation during visual processing of faces and 

location. J Neurosci 1994;14:1450-62. 

116. Cabeza R, Anderson ND, Locantore JK, McIntosh AR. Aging gracefully: 

compensatory brain activity in high-performing older adults. Neuroimage 2002;17:1394-402. 

117. Park SH, Casamento-Moran A, Yacoubi B, Christou EA. Voluntary reduction of force 

variability via modulation of low-frequency oscillations. Exp Brain Res 2017;235:2717-27. 

118. Bai O, Huang D, Fei DY, Kunz R. Effect of real-time cortical feedback in motor 

imagery-based mental practice training. NeuroRehabilitation 2014;34:355-63. 

119. Vukelic M, Gharabaghi A. Oscillatory entrainment of the motor cortical network 

during motor imagery is modulated by the feedback modality. Neuroimage 2015;111:1-11. 

 

 


