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ABSTRACT 

Objetive: The main objective of this study was to analyze whether there were 

differences in dynamic balance and postural stability in relation to the level of 

disability in patients with chronic low back pain. 

Methodss: This is an observational study in which 60 patients with nonspecific 

chronic low back pain were included. All patients received a sociodemographic 

questionnaire, the visual analogue scale (VAS) and a series of self-reported 

psychological scales. To complete the evaluation, physical tests were performed in 

which dynamic balance and postural stability were measured. 

Results: Student’s t-test revealed that there were significant differences between the 

groups in dynamic balance with the right leg and the left leg. In contrast, there were 

no significant differences between the groups for the reach functional test in 

forward direction, left direction and right direction. 

Conclusion: In conclusion, our study demonstrates that patients with chronic low 

back pain with high levels of disability present significantly poorer dynamic balance 

compared with those with low levels of disability. In contrast, no significant 

differences were found between the groups in terms of static stability.  

 

Keywords: Nonspecific chronic low back pain, Disability, Dynamic balance, 

Postural stability, Self-efficacy, Kinesiophobia, Catastrophism. 
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INTRODUCTION 

Lower back pain (LBP) is defined as pain located 

between the lower rib cage and upper limits of the 

gluteal muscles (Wadell, 2004). LBP is a complex 

multidimensional condition that is expected to affect 

a large percentage of the population at some point in 

their lives (Hoy et al., 2010; Starkweather et al., 

2016; Sadler et al., 2017). 

Studies have reported that LBP is the most 

prevalent musculoskeletal disorder, a condition that 

presents a high risk of chronification (Murray and 

Lopez, 2013; Starkweather et al., 2016; La Touche et 

al., 2019). Chronic LBP (CLBP) is defined as pain 

lasting longer than 3 months, with approximately 

90% of cases of a nonspecific nature (Woolf and 

Pfleger, 2003; Hoy et al., 2010; Herndon et al., 

2015). The prevalence of CLBP in the general 

population is approximately 38%, with a higher 

incidence among middle-aged women. CLBP is one 

of the most common causes of work absenteeism and 

disability, interfering significantly with daily life 

activities. CLBP can therefore be considered a 

primary health problem in Western society, one that 

is associated with high socioeconomic costs (Krismer 

et al., 2007; Rossignol et al., 2009; Hoy et al., 2012; 

Wajswelner et al., 2012). 

The chronification process can lead to 

maladaptive neuroplastic changes at the cortical and 

medullary level as a result of central sensitization 

processes (Hashmi et al., 2013), changes that can be 

aggravated by psychosocial factors (Zusman, 2002; 

Wideman and Sullivan, 2011; Hashmi et al., 2013). 

Factors such as low self-efficacy, catastrophism and 

kinesiophobia have been associated with an increased 

risk of developing disability in individuals with 

CLBP (Hartvigsen et al., 2018). 

Disability is one of the most common 

psychosocial variables in LBP (Anema et al., 2009; 

Incidence and Collaborators, 2017). A significant 

percentage of patients with LBP have 

biopsychosocial factors, as well as comorbidities and 

pain management mechanisms, which influence their 

experience of pain and their perception of their 

disability (Hartvigsen et al., 2018). A number of 

authors have also observed that greater physical 

disability and greater pain intensity in the lumbar 

region are correlated with poorer functional status 

(Brech et al., 2012). Among the physical and 

functional variables affected in this population are 

dynamic balance and postural stability (Tsigkanos et 

al., 2016). Specifically, balance is a complex process 

that involves the interaction of sensory organs that 

identify movements and the central nervous system, 

which communicates with the musculoskeletal 

system to execute the movements (Lee and Ahn, 

2018). Balance is an indispensable element in all 

activities of daily life and is a high-level integration 

process that includes adaptive and predictive 

mechanisms, musculoskeletal elements, 

proprioceptive senses, and the vestibular and visual 

organs (Yavuzer et al., 2006; Lee and Ahn, 2018). 

When discussing balance, we also need to 

consider dynamic balance and static balance. Static 

balance (or postural stability) has been studied in 

situations where the vision is blocked and in 

demanding static body positions. In these situations, 

patients with CLBP present greater body oscillations 

and more impaired static balance than individuals 

without CLBP (Tsigkanos et al., 2016; Berenshteyn 

et al., 2019). Good dynamic balance is critical to the 

functional capacity in activities of daily living, and 

dynamic balance is typically reduced in patients with 

CLBP (Hooper et al., 2016). The maintenance of 

postural balance in static and dynamic conditions is 

essential for any functional activity (Brech et al., 

2012). In individuals with CLBP, the degree of 

control varies, such that daily tasks are compromised 

and pain recurs (della Volpe et al., 2006; Brumagne 

et al., 2008). 

The main objective of this study was to analyze 

whether there were differences in dynamic balance 

and postural stability in relation to the level of 

disability in patients with CLBP. The secondary 

objective was to determine whether there were 

differences in psychosocial variables according to the 

degree of disability in patients with CLBP. 
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METHODS 

Study design 

A cross-sectional study with a nonprobabilistic 

sample was conducted to assess static stability and 

dynamic equilibrium according to the degree of 

lumbopelvic disability among patients with 

nonspecific CLBP (NSCLBP). The study was 

conducted in accordance with the Strengthening the 

Reporting of Observational Studies in Epidemiology 

(STROBE) statement (von Elm et al., 2008). The 

study also followed the principles of the Declaration 

of Helsinki and was approved by the La Salle 

University Ethics Committee (CSEULS-PI-

126/2016). Written informed consent was obtained 

from all participants. 

 

Patients 

The consecutive nonprobabilistic convenience 

sample consisted of 60 patients with NSCLBP. 

Patients were classified as having “high” or “low” 

lumbopelvic disability based on a median score split 

on the Roland Morris Questionnaire. Group 1 

consisted of 30 patients who registered a low level of 

lumbopelvic disability, and group 2 was composed of 

30 patients who registered a high level of 

lumbopelvic disability. The sample was recruited 

from the La Salle Functional Rehabilitation Institute, 

the local community through flyers, posters, and 

social media and from outpatients of a primary health 

care center in Alcobendas, Madrid, Spain. 

 

- Inclusion criteria 

Patients were selected if they met all of the 

following inclusion criteria: a) low back pain for at 

least 6 months; b) low back pain of a nonspecific 

nature; c) not having undergone back surgery; d) no 

specific spinal disease (e.g., malignancy, 

inflammatory joint and bone diseases); and e) 18 to 

65 years of age. The participants were also asked not 

to take any medication 24–48 h before the evaluation. 

 

- Exclusion criteria 

Patients were excluded if they met any of the 

following exclusion criteria: a) presence of 

neurological signs (e.g., perceived weakness in the 

lower limbs); b) a diagnosed psychiatric disorder or 

severe cognitive impairment; c) illiteracy; d) 

difficulties understanding or communicating; and e) 

insufficient Spanish language comprehension to 

follow the measurement instructions. 

 

Procedures 

After providing written informed consent, all 

participants underwent an initial assessment by 

completing a sociodemographic questionnaire that 

collected data on sex, date of birth, marital status, 

educational level, medication intake, and professional 

activity. The participants were also asked a series of 

questions regarding pain: pain intensity on a visual 

analog scale (VAS) and the duration and frequency 

of pain in the last 30 days. The participants then 

completed a series of self-administered 

questionnaires on fear of movement, pain 

catastrophizing, chronic pain self-efficacy, and 

patient-perceived disability. This phase lasted 

approximately 30 min. 

Before starting the functional tests, the length of 

each leg was measured from the anterior superior 

iliac spine to the internal malleolus with the patient in 

the supine position. Once a patient was included in 

the study, the first measurement was performed, 

which consisted of performing the dynamic balance 

test (Y-Balance Test) in 3 directions: anterior, 

posteromedial, and posterolateral. Three 

measurements were made with each leg and for each 

direction, obtaining the mean values for the statistical 

analysis. The test was performed to an accuracy of 

0.5 cm. To express the reach distance as a percentage 

of limb length, the normalized value was calculated 

as the sum of the 3 directions of reach divided by 3 

times the limb length, then multiplied by 100 (Plisky 

et al., 2009). 

Lastly, the postural stability test was performed 

using the Functional Reach Test, in which postural 

stability was evaluated in 3 directions: anterior, 

lateral-right, and lateral-left. Three measurements 

were taken in each direction to obtain the arithmetic 

mean for each patient. 

For both tests, the physiotherapist performed a 

demonstration for the participant. During the 

performance of the tests, a physiotherapist assisted 
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and supervised the correct performance of the tests, 

while another recorded the measurements. 

 

Variables 

- Main variables 

Lumbar disability. Physical disability due to LBP 

was assessed using the Spanish version of the Roland 

Morris Disability Questionnaire, which has been 

shown to have acceptable psychometric properties 

(Cronbach 0.9140) (Kovacs et al., 2002). This self-

administered questionnaire consists of 24 items with 

a total score ranging from 0 to 24, with higher scores 

indicating higher levels of disability (Kovacs et al., 

2002). The participant responds by considering their 

current situation (over the past 24 h). 

 

Postural stability. Postural stability was assessed 

using the Multidirectional Functional Reach test, 

which has demonstrated good intrarater, inter-rater 

and test-retest reliability (Newton, 2001). Static 

stability was measured in 3 directions (forward, right 

lateral and left lateral) through movements performed 

by the participant (in cm) by shifting the center of 

gravity to the limits of the base of support, while the 

feet remained stationary (Newton, 2001). 

A measuring device consisting of a tripod with a 

rigid tape measure, parallel to the ground, was placed 

at the level of each patient’s acromion. The patients 

placed both arms at 90° flexion, with the elbows and 

hands fully extended. They then reached as far as 

possible while holding the posture for 2 to 3 s 

without lifting their feet off the ground (Newton, 

2001). 

 

Dynamic balance. Dynamic balance was assessed 

using the Y Balance Test KitTM, which has been 

shown to have excellent inter-rater and intrarater 

reliability (intraclass correlation coefficient [ICC], 

0.91 intrarater; 0.99 inter-rater) (Plisky et al., 2009). 

The device consists of a support platform on 

which 3 tube-shaped pieces are attached in the 

anterior, posteromedial, and posterolateral directions 

of reach. The posterior tubes was placed at 135° to 

the anterior tube, with 45° between the posterior 

tubes. Each tube is marked at 5 mm increments for 

measurement purposes. The participant pushes a 

target (range indicator) along the tube, which 

indicates how far the foot is from the indicator. The 

target remains on the tape measure after the test is 

performed, indicating the most accurate range 

distance (Plisky et al., 2009). Participants stand on 

the central footrest supporting themselves on one leg 

and were asked to reach the maximum distance 

possible in the anterior, posteromedial, and 

posterolateral directions with the free leg. The 

maximum distance is measured by reading the tape 

measure at the edge of the range indicator, at the 

point where the most distal part of the foot reached. 

The test was repeated if the participant 1) could not 

maintain a unipedal posture on the platform (i.e., if 

they touched the ground with the foot or fell off the 

platform), 2) could not maintain foot contact with the 

indicator range in the target area while in motion 

(e.g., kicking the range indicator), 3) used the range 

indicator for posture support (e.g., placing the foot on 

the range indicator), or 4) did not return the range 

foot to the home position under control (Powden et 

al., 2019). 

 

- Secondary variables 

Pain intensity. Self-reported pain intensity was 

assessed using the Spanish version of the VAS, 

which consisted of a 10-cm line with two ends 

representing the extreme states of “no pain” and 

“pain as severe as possible”. The VAS has 

demonstrated good retest reliability (r = 0.94; ICC, 

0.97) (Bijur et al., 2001). 

 

Self-efficacy in chronic pain. Self-efficacy in 

chronic pain was assessed using the Spanish version 

of the Chronic Pain Self-Efficacy Scale, which has 

good internal consistency (Cronbach’s  0.91) 

(Martín-Aragón et al., 1999). The scale was 

developed to measure perceived self-efficacy and the 

ability to deal with the consequences of pain among 

patients with chronic pain. The Spanish version of 

this scale, consisting of 19 items, is a self-

administered instrument with 3 domains that assess 

self-efficacy for pain management, physical 

functioning, and symptom management (Martín-

Aragón et al., 1999). The total scores on this scale are 

obtained by summing the participants’ responses to 
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each item, with higher scores indicating greater self-

efficacy to control pain (Martín-Aragón et al., 1999). 

 

Catastrophism in the presence of pain. The 

Spanish version of the Pain Catastrophizing Scale is a 

reliable and valid measure of pain catastrophizing 

(Cronbach’s , 0.79; ICC, 0.84) (García Campayo et 

al., 2008). The scale consists of 13 items and 3 

factors: rumination (constant worry and inability to 

inhibit pain-related thoughts, 4 items), desperation 

(loss of hope for achieving something or for the 

disappearance of some physical and/or psychological 

aspect detrimental to health, 6 items) and 

magnification (exaggeration of the unpleasantness of 

pain, 3 items). Items are answered using a numerical 

value between 0 (none) and 4 (all the time), resulting 

in a maximum score of 52 points, with higher scores 

indicating greater pain catastrophizing (García 

Campayo et al., 2008). 

 

Kinesiophobia (fear of movement). Fear of 

movement or kinesiophobia was assessed using the 

11-item Spanish version of the Tampa Kinesiophobia 

Scale, whose reliability and validity have been 

demonstrated (Cronbach’s , 0.81) (Gómez-Pérez et 

al., 2011). The scale is composed of 2 subscales, one 

related to fear of physical activity and the other 

related to fear of injury. The final score can range 

from 11 to 44 points, with higher scores indicating a 

higher perception of kinesiophobia (Gómez-Pérez et 

al., 2011). 

 

Statistical analysis 

An analysis of the sociodemographic and clinical 

data was performed and summarized using 

frequencies, descriptive statistics and tables. The data 

analysis was performed using SPSS Version 27.0 

(IBM Corporation, Armonk, NY). Categorical 

variables are shown as frequencies and percentages. 

The quantitative results of the study are 

represented by descriptive statistics (confidence 

interval, mean and standard deviation [SD]). For all 

variables, the z-score was assumed to be normal 

according to the central limit theorem because all 

groups had at least 30 patients. Student’s t-test was 

used for group comparisons for all variables. 

We calculated the effect size using Cohen’s 

method for multiple comparisons of the study 

variables. According to Cohen’s method, the 

magnitude of the effect was classified as small (0.20–

0.49), medium (0.50–0.79), or large (0.80) (Cohen, 

1973). 

The associations between the psychological 

variables and the physical variables were examined 

using Pearson’s correlation coefficients. A Pearson 

correlation coefficient >0.60 indicates a strong 

correlation, a coefficient between 0.30 and 0.60 

indicates a moderate correlation, and a coefficient 

<0.30 indicates a low or very low correlation (Mouri, 

2013). 

 

RESULTS 

The sample consisted of 60 patients with 

nonspecific CLBP (26 women and 34 men). Table 1 

shows the participants’ sociodemographic 

characteristics, with no significant differences in any 

variable between the two groups. 

 

Main variables 

Student’s t-test revealed that there were 

significant differences between the groups in 

dynamic balance with the right leg (t = 2.43; P = 

0.01; d = 0.59) and the left leg (t =3.60; P=<0.001; d 

= 0.93). In contrast, there were no significant 

differences between the groups for the reach 

functional test in forward direction (t = 1.07; P = 0.8; 

d = 0.26), left direction (t = 0.98; P = 0.32; d = 0.25) 

and right direction (t = 1.26; P = 0.21; d = 0.33). 

Table 2 shows the comparisons between groups for 

the physical variables. 

 

Secondary variables 

The high disability group showed higher levels of 

kinesiophobia (t = -2.41; P = 0.01; d = -0.63) and 

lower levels of self-efficacy (t = 2.56; P = 0.01; d = 

0.66), differences that were statistically significant on 

the basis of Student’s t-test. There were no significant 

differences in the level of catastrophism (t = -1.85; P 

= 0.06; d = -0.47), in the desperation subscale (t = -

1.48; P = 0.14; d=-0.37) or in the rumination subscale 

(t = -1.33; P = 0.18; d = -0.35). However, there were 
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significant differences in the magnification subscale 

(t = -2.33; P = 0.02; d = -0.62), with higher scores for 

those with a high level of disability. Table 3 shows 

the group comparisons for the psychological 

variables. 

Correlation analysis 

Table 4 shows the results of the correlation 

analysis, which examined the bivariate relationships 

between the psychological variables and the physical 

variables. For the high disability group, the analysis 

revealed no correlation between the study variables. 

For the low disability group, in contrast, the strongest 

correlations were between the catastrophism level 

and the previous functional scope (r = -.457; P <0.01) 

and between the degree of self-efficacy in the 

presence of chronic pain and the reach distance with 

the right leg (r = .483; P <0.01) and the left leg (r = 

.461; P <0.05) (Table 4). 

 

DISCUSSION 

The main objective of this study was to evaluate 

postural stability and dynamic balance in patients 

with nonspecific CLBP based on their level of 

disability. The results of this study showed no 

statistically significant differences between the 

groups in postural stability, but there were significant 

differences in dynamic balance, with the group with a 

higher disability index showing poorer dynamic 

balance. Previous studies have shown that patients 

with CLBP have balance disorders, and it has been 

observed that a history of LBP episodes can be 

considered a risk factor for balance problems. Hooper 

et al. evaluated dynamic balance in patients with 

CLBP, patients with acute LBP, and asymptomatic 

participants and concluded that presenting symptoms 

in the lumbopelvic region significantly alters the 

dynamic balance compared with the asymptomatic 

group, regardless of symptom chronicity (Hooper et 

al., 2016). These dynamic balance disorders might 

also be due to fear of movement in certain directions 

due to the possibility of pain, given that patients with 

CLBP have a greater activation of the amygdala than 

asymptomatic participants when making certain 

movements (Meier et al., 2016; Hartvigsen et al., 

2018). 

Table 1. Descriptive analysis of clinical and sociodemographic 

data. 

Measures 
Low level of 

diability 
(n=30) 

High level of 
disability 

(n=30) 

P value, T-test 
(independent 

samples) or chi-
square test 

Age a 40.80 ±15.35 40.77 ±14.14 .99 

Genderb     1.00 

male 17 (56.7) 17 (56.7)   

female 13 (43.3) 13 (43.3)   

BMIa 24.6 ±4.2 25.5±4.9 .47 

Marital Statusb     .71 

Single 10 (33.3) 11 (36.7)   

Stable partner 7 (23.3) 5 (16.7)   

Married 8 (26.7) 10 (33.3)   

Divorced 5 (16.7) 3 (10)  

Widowed 0 (0) 1 (3.3)  

Education Levelb     .67 

Primary 
education 

3 (10) 5 (16.7)   

Secondary 
education 

8 (26.7) 6 (20)   

University 
studies 

19 (63.3) 19 (63.3)   

Medcation Intakeb     .22 

Yes 5 (15.7) 9 (30)   

No 25 (83.3) 21 (70)   

Pain intensity a 43.8 ±14.5 47.2 ±15.1 .37 

Chronicity a 23.9±25.8 42.3±69.5 .18 

Frequency of paina 15.3±9.3 19.2±9.7 .11 

Frequency of 
medication a 

2.1±6 6.2±11.4 .08 

Values presented in mean ± standard deviation, median and 

interquartile range or number (%); *P < .05; ** P < .01; a T-Student, 
b frequency statistics. Bmi: Body mass index 
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Tsigkanos et al. determined that patients with this 

clinical problem have a greater number of hip 

strategies than ankle strategies to maintain balance, 

and this difference could lead to poorer dynamic 

balance (Tsigkanos et al., 2016). However, there is a 

lack of evidence regarding the determinants of 

dynamic balance, such as the disability index. Thus, 

numerous authors have hypothesized that greater 

intensity and duration of pain and greater physical 

disability might correlate with a decrease in 

functional performance in terms of static and 

dynamic posture, in addition to producing alterations 

in the proprioceptive mechanism (Brech et al., 2012; 

Laird et al., 2014; Tsigkanos et al., 2016; Sadler et 

al., 2017; Tong et al., 2017). 

Regarding postural and static stability, our study 

found no intergroup differences; however, we found 

several studies whose results contrast to ours. The 

authors of these studies concluded that patients with 

chronic musculoskeletal pain present less static 

stability compared with asymptomatic participants, in 

addition to associating this variable with decreased 

movement, increased disability, and other 

psychological variables such as decreased self-

efficacy and catastrophism (Sánchez-Herán et al., 

2016; Gomes et al., 2018; La Touche et al., 2019). In 

their study, Brech et al. suggested that individuals 

with CLBP have impaired postural stability 

compared with those who do not have a history of 

pain, especially in conditions with higher postural 

demands (Brech et al., 2012). Another study by da 

Silva et al. found significant differences between 

participants with CLBP and asymptomatic 

participants when performing 5 static balance tests, 

while incorporating variables such as the use or not 

of the visual system or the positioning of the feet in 

Table 2. Descriptive and comparative analysis between groups for physical variables. 

Measures 
Low level of diability 

(n=30) 
High level of disability 

(n=30) 
Difference of means (95% CI); Effect size 

(d) 

Forward functional reach 25.3±5.3 23.8±6 1.58 (-1.4 a 4.51); d=.26 

Right lateral Functional range 22.4±5.5 20.4±6.5 2 (-1.1 a 5.1); d=.33 

Left lateral Functional range 22.2±5.8 20.8±5.2 1.4 (-1.5 a 4.3); d=.25 

Reach distance right leg (YBT) 91.9±18.1 80.8±19.7 11.9 (2.1 a 21.6)*; d=.59 

Reach distance left leg (YBT) 94.6±14.6 79.2±18.2 15.35 (6.8 a 23.9)**; d=.93 

Values presented in mean ± standard deviation; * P < .05; ** P < .01. YBT: Y Balance Test. 

Table 3. Descriptive and comparative analysis between groups for psychological variables. 

Measures Low level of diability 
 (n=30) 

High level of disability 
 (n=30) 

Difference of means (95% CI); Effect 
size (d) 

Disability 6.3±1.4 10.5±2.8 -6.3 (-8.5 a -4) **; d=-1.89 

Catastrophism  13.4±8.8 18±10.5 -4.6 (-9.6 a 0.4); d=-.47 

Rumination  4.9±3.5 6.2±4 -1.3 (-3.2 a 0.65); d=-.35 

Magnification  3±2.1 4.6±3 -1.6 (-2.9 a -0.2)*; d=-.62 

Hopelessness  5.5±4.1 7.2±5 -1.8 (-4.1 a 0.6); d=-.37 

Kinesiophobia 24±6 27.7±5.8 -3.7 (-6.8 a -.63) *; d= -.63 

Chronic pain self-efficacy 150.7±25.3 132±30.9 18.66 (4.1 a 33.3) *; d=.66 

Values presented in mean ± standard deviation; * P < .05; ** P < .01.  
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parallel or in tandem (da Silva et al., 2018). However, 

there is disagreement on these variables, given that 

other authors found no remarkable abnormalities in 

postural stability between individuals with CLBP and 

asymptomatic participants under normal conditions in 

the anteroposterior and mid-lateral direction. 

However, there were significant differences when 

including unstable surfaces or when overriding the 

visual system (Mientjes and Frank, 1999; della Volpe 

et al., 2006). 

Regarding the secondary objective, our study 

revealed that patients with CLBP with a higher level 

of disability presented a significantly lower level of 

self-efficacy and a higher level of kinesiophobia. 

With respect to the influence of psychosocial factors 

on individuals with CLBP, there is significant 

evidence in the literature that negative psychosocial 

factors are associated with a greater perception of 

pain and disability (Meyer et al., 2009). A study on 

patients with CLBP showed that the degree of self-

efficacy presented a moderate negative correlation 

with the disability index, in addition to the fact that 

patients with low self-efficacy showed greater 

disability and higher scores in terms of catastrophism 

and kinesiophobia (La Touche et al., 2019). Based on 

the evidence and our results, we suggest that self-

efficacy is a determinant in terms of the disability 

perceived by these patients (Woby et al., 2007; de 

Moraes Vieira et al., 2014). In terms of 

kinesiophobia, studies have shown that fear of 

movement is one of the most influential 

psychological factors in terms of disability in patients 

with chronic pain (Sullivan et al., 2009; Grande-

Alonso et al., 2020; Nieto-García et al., 2019). In 

support of our results, Sullivan et al. reported that 

patients with CLBP who have greater kinesiophobia 

have a greater perception of pain than patients with 

CLBP who do not have kinesiophobia (Sullivan et 

al., 2009). In addition, fear of movement is strongly 

related to perceived disability in these patients, 

which, together with catastrophic thoughts, are 

considered predictors of chronic pain (Grotle et al., 

2010). 

This study has certain limitations. First, the results 

should be interpreted with caution because this was 

an observational study, and therefore causal 

Table 4. Correlation analysis examining the bivariate relationships between the psychological variables and the physical variables. 

   Forward 
functional 

reach 

Left lateral 
Functional 

range 

Right lateral 
Functional 

range 

Reach 
distance 
right leg 

(YBT) 

Reach 
distance left 

leg  

(YBT) 
Catastrophism Low level of disability  -.457* -.268 -.339 -.168 -.163 

High level of disability  -.007 .107 .166 .109 .225 

Rumination   Low level of disability  -.515** -.332 -.434* -.182 -.194 

High level of disability  .011 .148 .120 .028 .153 

Magnification Low level of disability  -.433* -.219 -.239 -.053 -.070 

High level of disability  -.041 .104 .071 .082 .179 

Hopelessness Low level of disability  -.329 -.184 -.241 -.180 -.151 

High level of disability  .002 .042 .208 .155 .240 

Kinesiophobia Low level of disability  -.296 -.165 -.148 -.073 -.209 

High level of disability  -.004 .201 .028 -.132 -.011 

 
Chronic pain self-
efficacy 

Low level of disability  -.420* .170 .287 .483** .461* 

High level of disability  .259 .050 .245 .256 .162 

*P < .05; ** P < .01. 
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relationships cannot be established. Another 

important limitation is the lack of assessment of the 

participants’ physical activity levels, which could 

have influenced the perceived difficulty and their 

ability to perform the motor tasks (La Touche et al., 

2019). Lastly, there was a significant limitation in the 

implementation of this study due to the state of alarm 

in Spain with the Covid-19 pandemic, which 

prevented us from enrolling the entire planned 

sample. 

 

CONCLUSION 

In conclusion, our study demonstrates that 

patients with CLBP with high levels of disability 

present significantly poorer dynamic balance 

compared with those with low levels of disability. In 

contrast, no significant differences were found 

between the groups in terms of static stability.  

This study shows that patients with CLBP and 

high levels of disability have significantly higher 

levels of kinesiophobia and lower levels of self-

efficacy in managing their pain compared with 

patients with CLBP with low levels of disability. 
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