
Trunk Muscle Attributes are Associated with Balance and Mobility
in Older Adults: A Pilot Study

Pradeep Suri, MD1,2,3,4, Dan K. Kiely, MPH, MA5, Suzanne G. Leveille, PhD RN6, Walter R.
Frontera, MD, PhD1,2,7, and Jonathan. F. Bean, MD, MS, MPH1,2
1Department of PM&R, Harvard Medical School, Boston, MA, USA
2Spaulding Rehabilitation Hospital, Boston, MA, USA
3New England Baptist Hospital, Boston, MA, USA
4VA Boston Healthcare System, Boston, MA, USA
5Hebrew SeniorLife, Boston, MA, USA
6Department of Medicine, Beth Israel Deaconess Medical Center, Harvard Medical School, Boston,
MA, USA
7University of Puerto Rico School of Medicine, San Juan, Puerto Rico, USA

Abstract
Objective—To determine if trunk muscle attributes are associated with balance and mobility
performance among mobility-limited older adults.

Design—Cross-sectional analysis of data from a randomized clinical trial.

Setting—Outpatient rehabilitation research center.

Participants—Community-dwelling older adults (N=70; mean age 75.9 y) with mobility
limitations as defined by the Short Physical Performance Battery (SPPB).

Methods—Independent variables included physiologic measures of trunk extension strength, trunk
flexion strength, trunk extension endurance, trunk extension endurance and leg press strength. All
measures were well tolerated by the study subjects without the occurrence of any associated injuries
or adverse events. The association of each physiologic measure with each outcome was examined,
using separate multivariate models to calculate the partial variance (R2) of each trunk and extremity
measure.

Main Outcome Measurements—Balance measured by the Berg Balance Scale (BBS) and
Unipedal Stance Test (UST), and mobility performance as measured by the SPPB.

Results—Trunk extension endurance (partial R2=.14, p=.02), and leg press strength (partial R2=.
14, p=.003) accounted for the greatest amount of the variance in SPPB performance. Trunk extension
endurance (partial R2=.17, p=.007), accounted for the greatest amount of the variance in BBS
performance. Trunk extension strength (R2=.09, p=.03), accounted for the greatest amount of the
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variance in UST performance. The variance explained by trunk extension endurance equaled or
exceeded the variance explained by limb strength across all three performance outcomes.

Conclusions—Trunk endurance and strength can be safely measured in mobility-limited older
adults, and are associated with both balance and mobility performance. Trunk endurance and trunk
strength are physiologic attributes worthy of targeting in the rehabilitative care of mobility-limited
older adults.
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Introduction
Mobility limitations affect over 25% of older adults, and are highly predictive of subsequent
institutionalization, disability, and mortality.1–4 Balance problems are associated with risk of
falls and fall related injury in older adults.5–7 The identification of impairments that are both
relevant to functional decline and correctible through rehabilitative care are important goals
of disability and falls research.8 Among older adults, associations between limb impairments
and both mobility and balance are well established9, 10. Limb impairments are commonly the
target of intervention studies for the treatment of balance and mobility problems.11 In contrast,
the importance of trunk impairments such as decreased trunk strength or endurance is less clear.
Therefore, it is not surprising that trunk muscle exercise is not prioritized by nationally
advocated exercise programs.12

However, some studies have suggested a unique link between trunk muscle composition and
both balance and mobility.13, 14 Among older adults, poor trunk muscle composition, as
manifested by a higher degree of fat infiltration, is associated with both balance and mobility
decline even after controlling for deficiencies in leg muscle composition13, 14. Impairments in
trunk muscle attributes, such as decreased trunk strength or endurance, are a likely pathway
by which these pathophysiologic changes influence balance and mobility status.

Among young adults, trunk impairments have been theorized to be closely linked to athletic
performance15, 16. The authors hypothesized that trunk muscle attributes would be closely
linked to both mobility and balance performance among older adults with poor mobility
performance. To test this hypothesis, a cross-sectional analysis of a cohort of mobility-limited
community-dwelling older adults participating in a clinical trial on the benefits of exercise
training was conducted.

Methods
This study was an analysis of data collected as part of the InVEST (Increased Velocity Exercise
Specific to Task) study, a single-blinded randomized controlled trial evaluating the benefits of
two forms of exercise among community-dwelling, mobility limited older adults.17 The
InVEST study was conducted at two outpatient rehabilitation centers in the greater Boston area
(Hebrew SeniorLife, Roslindale, MA; Spaulding Cambridge Outpatient Center, Cambridge
MA). The trunk measures utilized in this study were collected as part of an ancillary
investigation conducted at the Cambridge site. Therefore, only the 70 individuals recruited at
the Cambridge site were included in this investigation. The Institutional Review Board of
Spaulding Rehabilitation Hospital approved the conduct of this study. The study methods have
been detailed elsewhere9, but relevant aspects of the study will be summarized below.
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Conceptual Model of Disablement
The conceptual model used in this study was characterized by Verbrugge and Jette18. This
model of the disablement process describes a pathway proceeding from ‘pathology’ (diagnoses
of disease, injury, or congenital/developmental condition) to ‘impairment’ (dysfunctions or
structural abnormalities in specific body systems, including the musculoskeletal system) to
‘functional limitations’ (restrictions in basic physical or mental actions) to
‘disability’ (difficulty doing activities of daily life, or fulfilling societal roles). The Verbrugge
model of disablement is based on the Nagi model19, which describes a closely related pathway
proceeding from ‘active pathology’ (interruption or interference with normal processes) to
‘impairment’ (anatomical, physiological, mental, or emotional abnormality) to ‘functional
limitation’ (limitation in performance at the level of the whole organism) to
‘disability’ (limitation in performance of socially defined roles and tasks within a sociocultural
and physical environment). Within the conceptual framework of the disablement process,
increased trunk muscle fat infiltration would constitute a pathophysiologic change, poor trunk
muscle strength or endurance would constitute an impairment, and mobility limitations would
constitute a functional limitation. The analyses performed in this study are concerned solely
with the associations between trunk and limb impairments and functional limitations in older
adults. Since accepted thresholds of normal for trunk and limb muscle strength and endurance
do not exist, we will use the term trunk muscle attributes to refer to the range of strength and
endurance over which impairment may occur.

Recruitment and Screening Process
Initially, 590 inquiries were solicited via advertising in newspapers, direct mailings, referrals
from primary care providers and telephone screenings. These inquiries identified 260
potentially eligible subjects, who attended an initial screening assessment. Participants
included in the study were community-dwelling older adults (age ≥ 65) with Short Physical
Performance Battery (SPPB) scores between 4 and 10 who were able to climb a flight of stairs
independently or while using an assistive device (e.g., cane). We used an upper threshold of
10 on the SPPB to ensure that our study subjects did indeed manifest mobility limitations, but
also utilized a lower threshold of 4 to ensure they were not disabled and were physically able
to undergo our extensive physical performance testing.

Exclusion criteria were unstable acute or chronic disease (e.g., abdominal aortic aneurysm,
exertional angina, history of ventricular fibrillation, symptomatic valvular heart disease or
uncontrolled diabetes), a score of less than 23 on the Folstein Mini-Mental State
Examination20, a neuromuscular impairment limiting participation in further performance
testing or participation in a resistance training program, and a submaximal treadmill exercise
tolerance test (ETT) with positive findings for unstable cardiovascular disease.

After providing informed consent, participants underwent a comprehensive history and
physical examination conducted by the study principal investigator (JFB), who is physiatrist
with expertise in geriatric care. Of the 260 potentially eligible participants who attended an
initial screening, 92 (35%) people could not participate in the study due to exclusion criteria,
and 30 (11%) chose not to commit to the study, leaving 138 subjects. The first 68 subjects were
recruited at the Roslindale site and completed the parent study before this ancillary
investigation was initiated. Therefore, they were not included in this analysis. Testing was
completed over 1–2 subsequent visits, depending on subject availability. If two visits were
required, they were scheduled within one week of each other.

Limb and Trunk Attribute Measures
All 70 participants underwent baseline testing for leg press strength. Due to delays in equipment
availability, trunk attribute testing was initiated after inception of the study. Therefore, 63 and
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62 subjects underwent trunk extension and flexion endurance testing respectively, while 48
and 46 subjects underwent trunk extension and flexion strength testing respectively. No subject
developed low back pain (LBP) or any other musculoskeletal injury as a result of testing.

Lower extremity strength was measured as the double leg press one repetition maximum (1RM)
on customized leg press machines (Keiser Pneumatic Leg Press; Fresno, CA) as previously
described9. The 1RM is a reliable and valid measurement of strength21. The 1RM is measured
by progressively increasing resistance for successive repetitions until the subject can no longer
move the lever arm through the full range of motion while maintaining proper form22. The
highest resistance at which a full repetition could be completed is measured as the 1RM and
recorded in Newtons.

Trunk extension and flexion strength have been validated previously as measures for evaluating
strength-function relationships among older adults 23, 24. Measures of trunk strength testing
are illustrated in Figure 1. Trunk strength was measured as the 1RM on customized flexion
and trunk extension machines (Keiser Sports Health Equipment Inc.; Fresno, CA), using
similar methods to those used for leg strength. Each participant’s 1RM was determined within
6–12 repetitions in which resistance is incrementally progressed until the participant could no
longer move the lever arm through the full range of motion. Trunk strength was recorded in
Newtons. Subjects sat on both trunk strength testing machines in an upright position with 90
degrees of hip flexion and the knees also flexed and locked in place by a padded knee support.
Trunk extension strength is measured by extending the spine against a lever arm positioned at
the lumbar spine and trunk flexor strength is measured by a lever arm that is positioned over
the shoulders and held down with the arms. For both methods of testing and safety, the testing
range was limited to only 15 degrees of motion, centered on the initial resting position. For
both flexion and extension, the participant initiated motion at 5 degrees behind the neutral
position, and ended motion at a maximum excursion of 10 degrees beyond neutral.

Trunk muscle endurance measures have been previously validated by McGill and colleagues,
and have excellent reliability (r=.93–.99)25. To ensure safety of testing among older adults, a
modified version of trunk extension testing from that which McGill originally described was
used. Our test-retest reliability of trunk endurance testing among mobility limited older adults
is excellent (r= .88–.91). Reliability was determined prior to initiating this ancillary study.
Measures of trunk endurance testing are illustrated in Figure 2.

To measure trunk flexion endurance, each subject was seated in a semi-reclined position, on a
horizontal exam table. Hips and knees were flexed to 90 degrees, and feet were supported and
fixed in place on the table surface by a strap fixed to the table. The subject’s back rested against
a 5 cm-deep firm pad that was positioned between the back and the exam table’s back support,
which was positioned 30 degrees from vertical. Arms were held across the chest, with hands
on opposite shoulders. When the subject was ready, the pad was slid out, while the subject was
asked to maintain the position, unsupported, for as long as possible. Subjects were cued to
maintain the original spine position. The test was terminated if the subject could no longer
maintain the unsupported position, and this time was recorded in seconds up to 240 seconds,
or 4 minutes.

To measure trunk extension endurance, each subject lay prone on a specialized plinth
positioned 45 degrees from vertical. The subject’s feet were supported on a footplate, which
was positioned such that the hips were even with the hinged portion of the table. A cushioned
belt strap attached to the table was fastened around the subject’s pelvis. Subjects began testing
with the torso portion of the table fixed at a horizontal position and the lower body portion of
the table fixed at 45 degrees from horizontal. At rest, subjects were instructed to rest their arms
on the torso portion of the table. When the subjects were ready, they were asked to raise their
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arms and fold them across their chest while maintaining their head and trunk position in line
with their lower body. In this way when viewed from the side, the subject’s head, trunk and
legs are in a straight line positioned 45 degrees from vertical. Subjects were asked to maintain
this position, unsupported, for as long as possible. The test was terminated when the subject
could no longer maintain the unsupported position, and this time was recorded in seconds. For
both modes of trunk endurance testing subjects were encouraged during testing to avoid flexing
or extending beyond a neutral alignment between the head, trunk and pelvis.

Outcome measures
Mobility performance and balance was measured for all 70 participants. Mobility was
measured using the Short Physical Performance Battery (SPPB)26. The SPPB involves a timed
assessment of standing balance, usual 4.0-m walk pace, and five repetitions of rising from a
chair and sitting down. All times are measured to the nearest 0.01 second by using a stopwatch.
Each test is scored between 0 and 4 and summed, for a total score ranging from 0 (low
performance) to 12 (high performance). The SPPB is a reliable measure that captures a wide
range of functional abilities. Summary scores are predictive of both activities of daily living
(ADL) and mobility related disability, as well as mortality among both healthy and disabled
older adults 3, 26. The SPPB was measured on two occasions during the baseline assessment,
and the average of the two scores was used in this analysis.

Two measures of balance were performed, including the Berg Balance Scale (BBS) and the
Unipedal Stance Time (UST). The BBS has demonstrated reliability and validity as a measure
of dynamic balance5, 27–29. This commonly used composite balance test requires the patient
to complete 14 tasks that are scored on a scale of 0 (unable to perform) to 4 (normal
performance), with a maximum score of 56. The BBS includes normal functional activities
such as sitting, standing, and leaning over5. The UST is a reliable and valid test of static balance
that is a predictor of falls in older adults6, 7, 30. The UST measures the length of time that a
person is able to maintain balance while standing on one leg. The single leg support time is
measured to the nearest 0.01 second by using a stopwatch. The BBS was included because it
is perhaps the most well-established fall-related balance scale in the literature. The UST was
included because it is a component of the BBS which on its own represents a simple, clinically
feasible balance test that is associated with falls.

Adjustment variables
Adjustment variables which were considered for inclusion in the final multivariate models
included age, gender, height, weight, body mass index (BMI) and the number of active medical
conditions. Standing height was measured in centimeters using a stadiometer. Weight was
measured in kilograms using a calibrated scale. BMI was calculated by the formula: weight
(kg)/height (m2). The examining physician recorded the total number of active medical
conditions for each subject at the completion of the physical examination. Active medical
conditions were defined as: (1) any condition for which a participant was currently receiving
treatment, or (2) a condition requiring medical treatment within the past year. Medical records
were requested from participants’ primary care physicians to corroborate these findings. The
total number of active medical conditions at baseline was recorded for each subject.

Statistical Analysis
The following calculations were used to characterize the sample: means and standard
deviations for continuous variables, and frequencies and proportions for categorical variables.
Each variable was examined using descriptive statistics and graphic plots, applying log
transformations for continuous predictors that were highly skewed. Both trunk endurance
measures had skewed distributions and were therefore log transformed for statistical modeling.
Simple correlations were determined between the limb and trunk attributes and the outcomes
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using Pearson correlation coefficients. Next, 15 separate multivariate linear regression models
were created including each of the five limb and trunk attributes with each of the 3 outcome
variables. Recognizing the limited sample size and the desire to use the same adjustment
variables for all 15 models, adjustment variables for the final models were determined through
an iterative process. For each outcome, successive models were evaluated using a maximum
of 3 adjustment variables due to sample size limitations. The 3 adjustment variables chosen
for the final models were those that were most consistently statistically significant among the
respective models, had the least amount of covariance with each other and had the most
meaningful influence on the total variance described by the resulting model. This method of
selection of variables to be used in multivariate analyses has been well described.31 Statistical
significance was determined if p-levels were <.05. All analyses were performed using SAS
software, version 9.0 (SAS Institute., Cary, NC).

Results
Baseline characteristics, trunk and limb measures, and physical performance measures are
presented in Table 1. The study population was predominantly female and mildly overweight.
Subjects had a mean age ± standard deviation (SD) of 75.9 ± 7.3 years (range 65–94). Average
height was 166.1 ± 10.5 cm, average weight was 76.3 ± 16.8 kg, and average body mass index
(BMI) was 27.6 ± 5.1. Health status was characterized by a mean of 6.1 ± 2.6 active medical
conditions. The mean SPPB was 8.8 ± 1.6. Baseline characteristics of the study sample were
not materially different from those of individuals recruited at the Roslindale site of the InVEST
study (data not shown), suggesting the absence of bias due to recruitment location.

Correlations between physical performance measures are presented in Table 2. Significant
(p<0.05) moderate to strong correlations were found for the association of trunk extension
strength with leg press strength (r=.72), the association of trunk extension strength with trunk
flexion strength (r=.52), and the association of trunk flexion strength with leg press strength
(r=.37)32.

In examining bivariate associations between trunk and limb measures and physical
performance measures, moderate correlations were found for the association of trunk extension
strength with UST (r=.30). Trunk extension endurance was moderately correlated with SPPB
(r=.37) and BBS (r=.41). Leg press strength was moderately correlated with SPBB (r=.36) and
somewhat correlated with BBS (r=.28). In examining associations between performance
outcomes, strong associations were found between BBS and both SPBB (r=.74) and UST (r=.
64). Moderate associations were found between SPPB and UST (r=.52)

Table 3 presents the final multivariate models evaluating the association between each trunk
or limb measure and the outcomes. All final models were statistically significant predictors of
the outcomes (p≤.01). Age, gender, and BMI met criteria for inclusion as the adjustment
variables for our final models. Height, weight, and number of active medical conditions were
not found to be significant adjustment variables, and were excluded from the final multivariate
models. Trunk extension strength (partial R2=.07, p=.01), trunk extension endurance (partial
R2=.14, p=.02), and leg press strength (partial R2=.14, p=.003) were individual predictors
significantly associated with SPPB performance. Trunk extension strength (partial R2=.07, p=.
03), trunk extension endurance (partial R2=.17, p=.007), and leg press strength (R2=.10, p=.
01) were also significantly associated with BBS score. Trunk extension strength was the only
impairment which was significantly associated with performance on the UST (R2=.09, p=.03).
Trunk extension endurance (R2=.06, p=.24) and leg press strength (R2=.05, p=.13) showed
nonsignificant associations with performance on the UST.
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Discussion
The most important finding of the present study is that trunk extension endurance and strength
are associated with mobility and balance in older adults. Variance (R2) is a statistical term
which may be used to describe the amount of variation in an outcome explained by a statistical
model or independent variable. Model R2 values reflect the amount of variation described by
all trunk or limb measures and covariates within a multivariate model. Partial R2 values are a
reflection of the amount of variation attributed to a variable within the larger model. By
observing the partial R2, the reader can better understand the portion of variation described by
a trunk or limb measure in the context of the larger multivariate model. Prior studies examining
the effects of physiologic attributes on performance have considered partial variances ranging
from .05–.20 as statistically meaningful33. In this study, the authors found that trunk extension
endurance (partial R2=.06–.17) explained as much or more of the variance in all performance
outcomes, as compared to leg press strength (partial R2=.05–.14). In addition, trunk extension
strength was significantly associated with all performance outcomes (partial R2=.07–.09). All
measures were well tolerated by the study subjects, without the occurrence of associated
injuries or adverse events, demonstrating that measures of trunk endurance and trunk strength
can be safely measured in mobility limited older adults using simple equipment and protocols.
In particular, this method of measuring trunk extension endurance may be quite easily
administered in a clinical setting.

When viewed in the context of prior work, this study contributes to our understanding of the
connection between trunk muscle pathoanatomy, trunk impairments, and functional limitations
in older adults. A prior study by Sakari-Rantala et al. found significant associations between
isometric trunk extension strength and mobility performance among a healthy elderly cohort.
34 McGill et. al25 have instead emphasized the relative importance of trunk endurance, which
is consistent with the findings in this study. More recent work by Hicks et al. 13, 14 reported
that the pathoanatomical change of increased trunk muscle fat infiltration was associated with
functional limitations in older adults, independent of limb muscle fat infiltration. Trunk muscle
fat infiltration explained a relatively greater proportion of the variance in physical function as
compared to limb muscle fat infiltration. Although this relationship was seen irrespective of
LBP status, Hicks et al. demonstrated an association between severity of LBP and functional
limitations that was graded by severity of LBP. They proposed that LBP due to deficiencies
in spine stability from trunk muscle impairments was an important intermediary explaining the
observed relationship between trunk muscle fat infiltration and physical function14. This
current study did not focus upon patients with chronic low back pain. Nevertheless, these
current findings suggest that trunk impairments may be the likely pathway by which changes
in trunk muscle fat infiltration lead to functional limitations in older adults. The influence of
LBP status on the association between trunk impairments and mobility limitations is worthy
of investigation in a future study.

Relationships between trunk and extremity measures and performance measures are
demonstrated in Figure 3, which depicts partial R2 values (dark bars) and total model R2 values
(white bars). In most cases, trunk and limb measures with relatively high partial R2 values also
had large model R2 values, underscoring the importance of these measures as related to
performance outcomes. However, in some instances, two models with comparably large R2

values demonstrated partial R2 values for trunk or limb measures that differed substantially in
magnitude. An example of this may be seen in the SPPB models, where total model R2 values
were similar for models including trunk extension strength and trunk extension endurance, yet
partial R2 values were higher for trunk extension endurance than trunk extension strength. The
strength of the observed associations between trunk extension endurance and dynamic
performance outcomes (SPPB and BBS), and the association between trunk extension strength
and static balance (UST), can be explained mechanistically. The dynamic performance

Suri et al. Page 7

PM R. Author manuscript; available in PMC 2010 October 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



outcomes of SPPB and BBS are composite measures that each contain movement-related tasks,
which require a changing base of support in order to ensure stability. In movement-related
tasks, and specifically those that involve a component of forward motion in the sagittal plane,
involvement of the trunk extensors may be necessary to stabilize the trunk35. During
movement-related tasks, limb strength is essential, as reflected by the significance of leg press
strength in the models for dynamic performance. The situation may be different in the case of
the UST, due to the fact that the UST is a measure of static balance, and does not involve large
amplitude movements of the base of support. In the UST, the ability to lock the knee in
extension may for some individuals compensate for a degree of knee extension weakness, and
may make the contributions of limb strength to balance relatively less important than in
dynamic performance outcomes. In addition, much of the motor activity for maintaining
balance during UST likely occurs at the ankle. Strength or endurance at this body segment was
not measured as part of this study. Nevertheless, due to the position of the lumbar spine
posterior to the ground reaction force vector in unipedal standing, activation of trunk extension
musculature remains important. A final mechanistic explanation for the significance of trunk
extension across all performance outcomes may be the influence of kyphosis in older adults.
A kyphotic deformity would require increased activation of trunk extensor musculature in order
to maintain stability during standing and ambulation35. Kyphosis has previously been
associated with poor balance and mobility36. Because kyphosis was not measured in this study,
the authors cannot support or refute this hypothesis. The influence of kyphosis on the
association between trunk impairments and mobility limitations is worthy of further study.

This study has several limitations. First, the cross-sectional design utilized only allows
identification of associations and does not permit identification of cause and effect
relationships. Mechanistic explanations can only be speculative. Second, although leg press
strength testing incorporates the components of strength at the hip and knee, it does not measure
strength at the ankle. Ankle strength is an important factor related to both balance and mobility,
and inclusion of an ankle strength measure might have altered these findings. Also, by it’s
nature, impairment testing does not exclusively isolate the motor groups of interest; that is, leg
press strength testing in the manner described above may depend on factors related to trunk
strength, and trunk impairment testing as described may depend on aspects of lower limb
strength. This may, in part, be reflected in the high level of correlation observed between the
respective impairment measures in our study. The interdependence of muscle groups in this
manner may also, to some extent, be a limitation of clinical muscle strength testing in general.
However, interdependence of muscle groups would be expected, if anything, to bias the
findings towards the null, and would not explain the observed differences between models.
Future studies may choose to quantify the relative contributions of secondary muscle groups
through techniques such as electromyography.

Third, trunk endurance testing in this study demonstrated a high level of variability. Other
investigators performing related measures have suggested that normalization for upper body
mass may help with decreasing the observed variability37. Normalization for upper body mass
in theory would have been expected to decrease standard error and increase the significance
of between group differences. This was not done in this current investigation, but would be
worth considering in the future. Even so, the fact that significant associations between trunk
extension endurance and both SPPB and BBS were observed even without normalization
suggests that this mode of testing has merit sufficient to warrant further study.

Fourth, this study is limited by the high level of correlation observed among impairment
measures, as well as the small sample size. Because of the high level of correlation, the authors
were not able to adequately evaluate the relevance of one impairment measure versus the other
in the same statistical model. It is for this reason that they were evaluated in separate models.
The authors made a decision to include all available data on physiologic attributes in these
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models, which led to small variations in sample size across models. Small sample size may
have resulted in increased type II error, such as in the case of the non-significant associations
between trunk extension endurance, leg press strength, and performance on the UST. However,
sample size limitations would not explain the significant associations which were found
between trunk and extremity measures and performance measures.

Finally, a limitation of this study is potential bias due to the fact that subjects for this pilot
study were older adults volunteering to participate in an exercise trial. These findings should
be replicated in a cohort more representative of the population of mobility limited older adults.
A future study of a larger and more diverse population would also allow for more thorough
evaluation of both impairment-outcome relationships as well as the relevance of other
potentially important covariates.

Despite these limitations, this study is one of the first to evaluate the relevance of different
trunk measures to mobility status among older adults with underlying balance and mobility
problems. These findings build upon the existing literature, and suggest that both trunk
endurance and trunk strength may reflect important measures worthy of targeting in the
rehabilitative care of mobility-limited older adults.
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Figure 1. Participant performing trunk extension strength and trunk flexion strength measures
A) Trunk extension strength measure.
B) Trunk flexion strength measure.
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Figure 2. Participant performing trunk flexion endurance and trunk extension endurance
measures
A) Participant performing trunk flexion endurance measure. The pad has been removed.
B) Participant performing trunk extension endurance measure. The participant is not supporting
the upper body on the plinth.
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Figure 3. Total Variance (R2) in Balance and Mobility Performance Described by Separate
Multivariate Linear Regression Models*
SPPB: Short Physical Performance Battery
BBS: Berg Balance Score
UST: Unipedal Stance Test
ExtSTR: Trunk extension strength (Newtons)
FlexSTR: Trunk flexion strength (Newtons)
ExtEND: Log transformed Trunk Extension Test (sec)
FlexEND: Log transformed Trunk Extension Test (sec)
LegSTR: Leg Press Strength (Newtons)
* All models adjusted for age, gender and BMI
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Table 1

Baseline Characteristics, Trunk and Extremity Measures, and Performance Measures of the Study Sample (n=70)

Characteristic Mean (S.D.) or N (%) Range

Female Gender 67.1% n/a

Age (years) 75.9 (7.3) 65–94

Height (cm) 166.1 (10.5) 144–190.5

Weight (kg) 76.3 (16.8) 46.6–133.5

BMI (ht/kg2) 27.6 (5.1) 19.8–41.5

Number of Active Medical Conditions 6.1 (2.6) 2–14

SPPB (0–12) 8.8 (1.6) 4.5–11

BBS (0–28) 50.6 (4.9) 34–56

Unipedal Stance Time (sec.) 12.6 (17.8) 0–82.4

Trunk Extension Strength (Newtons) 598.5 (242.0) 187–1245

Trunk Flexion Strength (Newtons) 87.0 (47.2) 27–334

Trunk Extension Endurance (sec.) 80.7 (65.6) 1.3–240.0

Trunk Flexion Endurance (sec.) 54.0 (64.7) 1.2–240.0

Leg Press Strength (Newtons) 1912 (658.0) 881.0–3452.0

SPPB: Short Physical Performance Battery
BBS: Berg Balance Score
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