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Abstract: While the general reliability of the Y balance test has been previously found to be excellent,
earlier reviews highlighted a need for a more consistent methodology between studies. The purpose
of this test–retest intrarater reliability study was to assess the intrarater reliability of the YBT using
different methodologies regarding normalisation for leg length, number of repetitions, and score
calculation. Sixteen healthy adult novice recreational runners aged 18–55 years, both women and
men, were reviewed in a laboratory environment. Mean calculated scores, intraclass correlation
coefficient, standard error of measurement, and minimal detectable change were calculated and
analysed between different leg length normalisation and score calculation methods. The number
of repetitions needed to reach a plateauing of results was analysed from the mean proportion of
maximal reach per successful repetition. The intrarater reliability of the YBT was found to be good
to excellent, and it was not affected by the method of score calculation or leg length measurement.
The test results plateaued after the sixth successful repetition. Based on this study, it is suggested
to use anterior superior iliac spine–medial malleolus length for leg length normalisation because
this method was proposed in the original YBT protocol. At least seven successful repetitions should
be performed to reach a result plateau. The average of the best three repetitions should be used to
mitigate possible outliers and account for the learning effects seen in this study.

Keywords: clinical balance tests; dynamic postural control; postural balance; reliability

1. Introduction

Postural control has been proposed as a modifiable risk factor for lower extremity
injuries [1,2]. While most available research on the matter has been able to identify different
balance-related variables as risk factors for lower extremity injury [3–5], there have also
been findings to the contrary [6]. The relative variability in results may be associated with
how balance is tested. In past studies, there have been three dominating methods of testing
balance—specifically, static or dynamic balance tests—using centre of pressure (COP) mea-
sures with differing force plate platforms, Biodex Balance System (Biodex Medical Systems,
Shirley, NY), and different versions of the Star Excursion Balance Test (SEBT) [7–11]. It was
suggested that there is no relationship between static and more dynamic balance tests [12].

The SEBT and its generally used modification, the Y balance test (YBT), are viewed as
measurements of dynamic balance that require strength, flexibility, and proprioception [12,13].
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The YBT consists of unilateral lower extremity reaching tasks performed in three out of eight
original SEBT directions: the anterior, posteromedial, and posterolateral directions [14].
The maximal distance reached in every test direction is measured in centimetres and a com-
posite score that is the mean result of all test directions can be calculated [13,15]. Reaching
leg length can be used to normalise the result by dividing the absolute measurement by
reaching leg limb length in centimetres multiplied by 100 [3,13]. The advantages of YBT
compared with COP measurements are its ease of use and its availability in terms of low
cost. While there are commercial ready-to-use kits available, the test can also be conducted
with as few as three measurement tapes and a trained rater.

The general inter- and intrarater reliability of SEBT/YBT was found to be excellent
in a systematic review including a total of nine studies on reliability [15]. However, in
the practical implications, authors of the review highlighted the need for a consistent
methodology including the use of leg length normalisation to be used in a clinical setting,
if results are to be compared, as different methodological techniques may produce different
values. The biggest variation in methodology was found in the number of both practise
and collection repetitions, which ranged from zero to six and three to seven, respectively, in
the included studies [15]. Other reported differences in methodology between studies were
with regard to body position (six out of nine studies required hands to remain on hips, two
studies required stance legs’ heel to remain flat on ground, and studies were split on stance
leg placement) or use of normalisation by leg length (six out of nine studies) [15]. Another
study identified two main ways to measure leg length for normalisation in earlier studies:
anterior superior iliac spine (ASIS) to medial malleolus and ASIS to lateral malleolus [13].
Normalisation using total body height was also explored but correlation was found to be
stronger for limb length [16].

Hence, there is a need for a reliability study comparing different methodological
choices, especially regarding the number of repetitions, to give clinicians further guidance
on the consistent execution of YBT to help make results more comparable. Therefore,
the purpose of this YBT reliability study was to assess the most consistent methodology
regarding normalisation for leg length, number of repetitions, and calculation of score
measured by intrarater reliability.

2. Materials and Methods
2.1. Participants

This study was part of a larger randomised controlled trial investigating prevention of
running-related injuries in novice recreational runners. The study population consisted
of 16 healthy female and male adult volunteers with no previously identified issues with
balance. Written informed consent was obtained from all participants. Participants were
novice recreational runners recruited via announcements on the institute’s website and
social media channels. The inclusion criteria were as follows:

1. Participants had to be adults aged 18 to 55 years;
2. They were required to be nonsmokers with no history of smoking or nicotine snus

use in the previous 6 months;
3. They defined running as their primary way of exercising;
4. They had less than 2 years of experience running weekly with a limit of 20 kilometres

or less per week;
5. They had no musculoskeletal injuries and reported no back or lower limb pain in the

previous 3 months;
6. They reported no underlying diseases that could hinder running exercise and were

required to be able to continuously run at least 3 kilometres or 20 min.

Participants reported weekly frequency of running ranging from 1 to 2 times, training
session length ranging from 20 to 60 min, with distances ran ranging from 2.5 to 7 km per
training session.
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2.2. Test Procedure

Study participants were tested using a modified version of the YBT protocol originally
proposed by Plisky et al. [13]. YBT was chosen as a test because it is a commonly used
test to measure dynamic balance among athlete and recreational populations [4,17]. The
following modifications to the original protocol were made: stance leg heel had to stay
grounded, participants were instructed to keep hands on hips, starting leg and the order of
reaching directions were randomised, tape measure was used instead of the proposed YBT
kit, and the number of practise repetitions was limited to one per direction. The test was
repeated 7 to 12 days after the first test. Before completing the balance test, the participants
performed a warmup and a three-dimensional running gait analysis over ground. The
warmup consisted of 5 min of walking followed by 5 min of jogging at a self-selected speed,
and the running gait analysis included 20–30 min of short bursts of running.

Height (KaWe 44440 wall-mounted stadiometer, KIRCHNER & WILHELM GmbH
+ Co. KG, Asperg, BW, Germany), body mass (KERN MPB 300K100 personal floor scale,
KERN & SOHN GmbH, Balingen-Frommern, BW, Germany) and leg length (plastic tape
measure) were measured using the metric system before both the test and retest. Leg
length was measured in two different ways as follows: from the anterior superior iliac
spine (ASIS) to the tip of the hallux and from the ASIS to the medial malleolus. In the
ASIS–hallux length measurement, the participant started by lying in the supine position
with flexed knees and was then instructed to lift the pelvis and return to this starting
position. ASIS-hallux length measurement was then recorded for one leg at a time by the
rater passively extending the participant’s leg while instructing the participant to actively
extend the ankle. The ASIS–medial malleolus length was measured with the participant
standing with their back against a wall with a stance of feet 9 cm apart. The dominant
leg was determined using three tasks: First, the participant was asked to kick a ball; then,
they were asked to rise to a stair; and, finally, they were gently nudged forward if needed.
The leading leg was registered, and the leading leg of at least two out of three tasks was
registered as the dominant one.

Two raters working in cooperation measured and recorded the results from partic-
ipants at both testing times. One rater supervised the performance and fulfilment of
conditions for a successful repetition while the other took the measures. The length of the
reach was measured by observing the maximum reaching distance of the tip of the hallux
above the tape measure. The first leg to be tested, the first reaching direction, and the order
of the consecutive reaching directions were randomised.

The participant stood without shoes on one leg at the centre of the Y figure as shown
in Figure 1. Successful repetitions were determined by fulfilling the following conditions:

1. Participant’s standing leg was not allowed to rise above the floor, and the heel had to
stay on the floor;

2. Hands had to remain on hips;
3. The reaching leg was not allowed to touch the floor;
4. Returning to the starting position had to be performed in a controlled fashion.

Between repetitions, the participant’s leg was allowed to touch the floor next to the
standing leg.

The participants were allowed to complete one practice repetition in each reaching
direction. Participants then performed a target of five successful repetitions in each di-
rection. If the last try was longer by at least 1 cm than the previous ones, the participant
was allowed to perform new reaches until the result did not improve over the threshold or
until they reached a maximum limit of 12 repetitions. The minimum number of successful
repetitions was four to be included in the analysis. The next direction for the same leg was
then performed after all repetitions of the previous direction were completed.



Methods Protoc. 2023, 6, 41 4 of 8Methods Protoc. 2023, 6, x FOR PEER REVIEW 4 of 9 
 

 

 

Figure 1. Measurement setup with the participant reaching in the anterior direction. 

The participants were allowed to complete one practice repetition in each reaching 

direction. Participants then performed a target of five successful repetitions in each direc-

tion. If the last try was longer by at least 1 cm than the previous ones, the participant was 

allowed to perform new reaches until the result did not improve over the threshold or 

until they reached a maximum limit of 12 repetitions. The minimum number of successful 

repetitions was four to be included in the analysis. The next direction for the same leg was 

then performed after all repetitions of the previous direction were completed. 

2.3. Statistical Methods 

Means and standard deviations were calculated for descriptive characteristics of both 

baseline and retest measurements. A paired T test was used to determine whether the 

mean difference between the two sets of measurements regarding participant characteris-

tics was zero. The study population comprised 16 participants, but the reliability analysis 

was performed by separating participants’ dominant and nondominant leg results. For 

this reason, the true sample size for the reliability analysis was 32 (n = 32). The reliability 

of the YBT was assessed by performing separate analyses for all of the reaching directions. 

The reaching result was normalised to the leg length by dividing the reaching distance by 

the length of the reaching leg and then multiplying the result by 100. 

Two-way mixed-effects absolute agreement intraclass correlation coefficients (ICCs) 

with 95% confidence intervals were used for relative reliability analyses. The ICC analyses 

were separately carried out for different methods of score calculation using the ASIS–hal-

lux measurement as the primary method of leg length normalisation. The analysis was 

then reperformed using ASIS–medial malleolus measurements for leg length normalisa-

tion. The ICC was separately calculated for scores acquired from the average of the first 

three repetitions, the average of the best three repetitions, and the best repetition. 

Population standard deviation (SD) was calculated as square root of the variance (SD 

= (σ2)). Standard error of measurement (SEM) was calculated by multiplying the stand-

ard deviation of baseline test results by the square root of 1 minus the ICC (SEM = SD×(1-

ICC)) [18]. The minimal detectable change (MDC) was also calculated (MDC = 

1.96×SEM×2) [18]. Effect size was calculated using Cohen’s dav (dav = difference in 

means/pooled SD) [19]. To assess the number of successful repetitions needed to reach 

plateauing of results, the proportion of the average result in every subsequent repetition 

was compared with each direction’s maximum result. 

Statistical analyses were conducted with IBM SPSS Statistics 27 (International Busi-

ness Machines Corporation, Armonk, NY, USA) except for the SEM and MDC values, 

which were calculated using Microsoft Excel version 16.53 (Microsoft 2021, Microsoft Cor-

poration, Redmond, WA, USA). 

  

Figure 1. Measurement setup with the participant reaching in the anterior direction.

2.3. Statistical Methods

Means and standard deviations were calculated for descriptive characteristics of both
baseline and retest measurements. A paired T test was used to determine whether the mean
difference between the two sets of measurements regarding participant characteristics was
zero. The study population comprised 16 participants, but the reliability analysis was
performed by separating participants’ dominant and nondominant leg results. For this
reason, the true sample size for the reliability analysis was 32 (n = 32). The reliability of the
YBT was assessed by performing separate analyses for all of the reaching directions. The
reaching result was normalised to the leg length by dividing the reaching distance by the
length of the reaching leg and then multiplying the result by 100.

Two-way mixed-effects absolute agreement intraclass correlation coefficients (ICCs)
with 95% confidence intervals were used for relative reliability analyses. The ICC analyses
were separately carried out for different methods of score calculation using the ASIS–hallux
measurement as the primary method of leg length normalisation. The analysis was then
reperformed using ASIS–medial malleolus measurements for leg length normalisation.
The ICC was separately calculated for scores acquired from the average of the first three
repetitions, the average of the best three repetitions, and the best repetition.

Population standard deviation (SD) was calculated as square root of the variance
(SD =

√
(σ2)). Standard error of measurement (SEM) was calculated by multiplying

the standard deviation of baseline test results by the square root of 1 minus the ICC
(SEM = SD ×

√
(1-ICC)) [18]. The minimal detectable change (MDC) was also calculated

(MDC = 1.96× SEM×
√

2) [18]. Effect size was calculated using Cohen’s dav (dav = difference
in means/pooled SD) [19]. To assess the number of successful repetitions needed to reach
plateauing of results, the proportion of the average result in every subsequent repetition
was compared with each direction’s maximum result.

Statistical analyses were conducted with IBM SPSS Statistics 27 (International Business
Machines Corporation, Armonk, NY, USA) except for the SEM and MDC values, which
were calculated using Microsoft Excel version 16.53 (Microsoft 2021, Microsoft Corporation,
Redmond, WA, USA).

3. Results

The study included 12 female, and 4 male participants aged 29 to 51 years. The mean
age, height, body mass, BMI, and leg length measurements gathered at both the baseline
test and retest are shown in Table 1. No statistically significant differences were found
between test and retest measurements for these descriptive characteristics.

The intrarater reliability of the YBT was not greatly affected by the method of score
calculation. (The ICC ranges were 0.818–0.864 for the first three repetitions for different
reaching directions vs. 0.828–0.906 for the three best repetitions vs. 0.829–0.895 for the
best repetition.) Although the mean test score slightly differed when comparing the
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different methods, mostly because of learning effects, it remained within the standard
deviation ranges. The intrarater reliability of the test was not affected by the leg length
measurement method. (The ICC ranges for all directions and score calculation methods
were 0.821–0.906 for the ASIS–hallux measurement vs. 0.818–0.901 for the ASIS–medial
malleolus measurement.) Although the reliability was not affected, the mean score of
the test greatly differed between leg length measurement methods. For all these separate
analyses, the SEM percentages ranged from 3.28 to 5.70, and the MDC scores ranged from
5.2 to 15.6, as shown in Table 2.

Table 1. Study participant characteristics.

Participants Age
(Years ± SD)

Height
(cm ± SD)

Body
Mass
(kg ± SD)

BMI
(kg/m2 ± SD)

A-H DOM
(cm ± SD)

A-M DOM
(cm ± SD)

A-H NDOM
(cm ± SD)

A-M
NDOM
(cm ± SD)

Baseline test
(N = 16) 39.1 ± 6.8 168.7 ± 6.2 74.4 ± 13.0 26.1 ± 3.9 105.5 ± 3.7 87.9 ± 3.3 105.4 ± 3.8 87.7 ± 3.4

Female (n = 12) 37.9 ± 6.9 166.9 ± 5.7 70.3 ± 8.0 25.3 ± 3.3 104.9 ± 3.7 87.6 ± 3.3 104.8 ± 4.0 87.4 ± 3.4

Male (n = 4) 42.5 ± 5.7 173.9 ± 4.4 86.5 ± 18.7 28.5 ± 5.1 107.4 ± 3.2 89.0 ± 3.8 107.1 ± 2.9 88.9 ± 3.7

Retest
(N = 16) 39.1 ± 6.8 168.8 ± 6.2 74.1 ± 12.7 26.0 ± 3.8 105.6 ± 3.8 87.8 ± 3.3 105.6 ± 3.7 87.7 ± 3.2

Female (n = 12) 37.9 ± 6.9 167.0 ± 5.8 70.1 ± 7.8 25.2 ± 3.2 105.0 ± 4.0 87.4 ± 3.3 105.0 ± 3.8 87.3 ± 3.3

Male (n = 4) 42.5 ± 5.7 174.1 ± 4.4 86.2 ± 17.9 28.3 ± 4.9 107.6 ± 2.8 89.0 ± 3.2 107.3 ± 2.8 89.0 ± 3.0

BMI, body mass index; A-H, anterior superior iliac spine–hallux; A-M, anterior superior iliac spine–medial
malleolus; DOM, dominant leg length; NDOM, nondominant leg length.

Table 2. Mean calculated scores for reaching directions, effect sizes, ICC values, SEM percentages,
and MDC scores.

Reaching Direction Baseline Test Mean ± SD
(n = 32 *)

Retest
Mean ± SD

(n = 32 *)

Effect Size
Cohen’s dav

ICC (95% CI) SEM% MDC

First three repetitions (A–H)
Anterior 56.2 ± 4.1 54.7 ± 4.8 0.34 0.862 (0.659, 0.938) 4.26 6.6

Posteromedial 81.5 ± 8.1 82.5 ± 7.2 0.13 0.821 (0.636, 0.912) 5.59 12.7
Posterolateral 79.6 ± 7.5 78.9 ± 7.3 0.09 0.848 (0.689, 0.926) 5.15 11.3

First three repetitions (A–M)
Anterior 67.5 ± 4.7 65.8 ± 5.6 0.33 0.864 (0.679, 0.938) 4.11 7.6

Posteromedial 97.8 ± 9.7 99.3 ± 8.9 0.16 0.818 (0.631, 0.911) 5.70 15.6
Posterolateral 95.5 ± 9.2 95.0 ± 9.1 0.05 0.838 (0.667, 0.921) 5.49 14.5

Three best repetitions (A–H)
Anterior 57.6 ± 3.9 56.4 ± 4.6 0.28 0.906 (0.769, 0.958) 3.29 5.2

Posteromedial 84.5 ± 7.9 85.4 ± 6.7 0.12 0.828 (0.650, 0.916) 5.05 11.9
Posterolateral 82.3 ± 6.9 82.0 ± 7.0 0.04 0.894 (0.782, 0.948) 3.90 8.9

Three best repetitions (A–M)
Anterior 69.1 ± 4.6 67.9 ± 5.4 0.24 0.901 (0.778, 0.954) 3.28 6.2

Posteromedial 101.5 ± 9.5 102.8 ± 8.3 0.15 0.828 (0.650, 0.916) 5.14 14.6
Posterolateral 98.9 ± 8.7 98.8 ± 8.8 0.01 0.891 (0.776, 0.947) 4.12 11.3

Best repetition (A–H)
Anterior 58.2 ± 3.9 56.9 ± 4.6 0.31 0.894 (0.732, 0.953) 3.42 5.5

Posteromedial 85.3 ± 7.9 86.3 ± 6.7 0.14 0.829 (0.652, 0.916) 5.00 11.9
Posterolateral 83.4 ± 6.7 82.9 ± 6.9 0.07 0.895 (0.785, 0.949) 3.75 8.6

Best repetition (A–M)
Anterior 69.9 ± 4.5 68.5 ± 5.4 0.28 0.885 (0.739, 0.947) 3.46 6.7

Posteromedial 102.4 ± 9.6 103.8 ± 8.3 0.16 0.830 (0.655, 0.917) 5.11 14.6
Posterolateral 100.1 ± 8.5 99.8 ± 8.6 0.04 0.891 (0.776, 0.947) 3.99 11.1

A–H, anterior superior iliac spine–hallux; A–M, anterior superior iliac spine–medial malleolus; SD, standard
deviation; ICC, intraclass correlation coefficient; CI, confidence interval; SEM%, standard error of measurement
percentage; MDC, minimal detectable change. * Both legs results included in the calculations.
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In the analysis of potential learning effects, it was found that, on average, the test re-
sults plateaued after the sixth successful repetition per direction, making further repetitions
redundant in terms of reliability. The number of repetitions shown in Figure 2 was limited
to nine because there were only a few cases in which the participant completed more than
nine successful reaches, which greatly affected the confidence interval shown.
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4. Discussion

In this study, the intrarater reliability of YBT was found to range from good to excellent
as measured by the ICC and confidence intervals. The reliability was not majorly affected
by the method of score calculation or leg length measurement. As such, it is suggested that
anterior superior iliac spine–medial malleolus measurement length is used for leg length
normalisation, as it is the method proposed in the original YBT protocol [13]. It is also
suggested that the average of the best three repetitions be used to mitigate possible outliers
and account for the learning effects that were seen in this study. On a separate analysis of
learning effects, a plateau of results was found after the sixth measurement, suggesting
that further measurements would be futile.

The results of this study strengthen the position taken in earlier research that YBT
is a reliable way to assess dynamic balance [15]. This further analysis performed on the
different methodologies regarding ways to measure leg length for normalisation, number
of repetitions, and score calculation paves the way for more consistency in using the YBT
in both future research and clinical assessment.

Based on previous studies with differing protocols, an earlier review on reliability
suggested using protocols with at least four practice repetitions followed by three collec-
tion repetitions [15]. The findings of the present study support this recommendation by
providing data on the plateauing of the results at the sixth measurement, bringing the total
to seven repetitions when the practice repetition is included. In studies conducted on YBT’s
predecessor, SEBT, it was identified that plateauing of results seems to happen after the
sixth measurement [20], which further strengthens these findings.

Future studies on injury risk as measured by the YBT should strive to use generally
agreed-upon protocols. While this study provides suggestions to reach this goal, similar
studies focused on different populations would complement these findings. While it seems
that most parts of the YBT methodology have little impact on reliability, it is suggested that
researchers and clinicians adopt a standardised number of repetitions and normalisation of
results by leg length as a basis for more generalisable results.
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4.1. Practical Applications

Based on these results, three recommendations can be made:

1. The landmarks used for measuring leg length seem to have a minimal effect on
reliability. Due to this, it is recommended to use the ASIS–medial malleolus because it
is the method proposed in the original YBT protocol [13];

2. At least 7 successful repetitions, including possible practice repetitions, should be
conducted to reach the plateau of results, with a suggested cap of 12 repetitions;

3. As there were no clear differences in reliability between different methods of score
calculation, it is recommended to use the average of the best three repetitions to try
to mitigate any possible outlier results and to account for the learning effects seen in
this study.

4.2. Study Limitations

The limitations of this study and recommendations come from having a somewhat
homogenous group of 18- to 55-year-old participants with a similar novice recreational
background in endurance running. Consequently, the results may not be fully applicable
to populations comprising individuals under the age of 18 years, elderly people, or those
with sedentary backgrounds. In addition, the sample size used was not calculated but
was instead determined based on earlier studies showing sufficient statistical power with
a similar sample size [13,20]. The second limitation relates to recommendations 1 and 3,
where the reliability was analysed using the original study protocol regarding number
of repetitions instead of the recommendation made after analysing the plateauing of the
results. The third limitation of this study comes from two retests that were rated by a
different pairing of raters. The primary rater stayed the same but, because of scheduling
conflicts, the assisting rater had to be replaced by a similarly experienced rater. The effects
of this limitation were tested by excluding the two participants’ results in question, and
no relevant changes in ICC analysis were found except for increased confidence intervals
because of having fewer participants.

5. Conclusions

YBT seems to have good intrarater reliability regardless of the methodology used.
However, for results to be comparable between patients and clinicians, a consistent method-
ology regarding number of repetitions, method of score calculation, and leg length normali-
sation is needed.

Author Contributions: Conceptualisation, O.K., N.K., M.L., P.K., K.P., T.V. and J.P.; methodology,
O.K., N.K., M.L., P.K., K.P., T.V. and J.P.; software, O.K. and N.K.; validation, O.K. and N.K.; formal
analysis, O.K. and N.K.; investigation, O.K. and N.K.; resources, O.K. and N.K.; data curation, O.K.
and N.K.; writing—original draft preparation, O.K. and N.K.; writing—review and editing, M.L, P.K.,
K.P., T.V. and J.P.; visualisation, O.K. and N.K.; supervision, M.L. and J.P.; project administration,
M.L., T.V. and J.P.; funding acquisition, K.P. and J.P. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was funded by Finnish Ministry of Education and Culture and Competitive
State Research Financing of the Expert Area of Tampere University Hospital, grant numbers 9V046,
9X042, 9AA059, 9AB055, and 9AA059.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of the Expert Responsibility Area of Tampere
University Hospital, Tampere, Finland (ETL-code R20042, 21 August 2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study. Written informed consent has been obtained from the patient to publish this paper.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy.



Methods Protoc. 2023, 6, 41 8 of 8

Acknowledgments: We are grateful for participants for their time and cooperation. We would also
like to thank PT Reetta Rauhala, master’s student Iida Mustakoski. and M.S. Heidi Jarske for their
contribution in data collection.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Olsen, O.E.; Myklebust, G.; Engebretsen, L.; Bahr, R. Injury mechanisms for anterior cruciate ligament injuries in team handball:

A systematic video analysis. Am. J. Sports Med. 2004, 32, 1002–1012. [CrossRef] [PubMed]
2. Walden, M.; Krosshaug, T.; Bjorneboe, J.; Andersen, T.E.; Faul, O.; Hagglund, M. Three distinct mechanisms predominate in

non-contact anterior cruciate ligament injuries in male professional football players: A systematic video analysis of 39 cases. Br. J.
Sports Med. 2015, 49, 1452–1460. [CrossRef] [PubMed]

3. Plisky, P.J.; Rauh, M.J.; Kaminski, T.W.; Underwood, F.B. Star Excursion Balance Test as a predictor of lower extremity injury in
high school basketball players. J. Orthop. Sports Phys. Ther. 2006, 36, 911–919. [CrossRef] [PubMed]

4. Gonell, A.C.; Romero, J.A.; Soler, L.M. Relationship between the Y Balance Test Scores and Soft Tissue Injury Incidence in a Soccer
Team. Int. J. Sports Phys. Ther. 2015, 10, 955–966. [PubMed]

5. Willems, T.M.; Witvrouw, E.; Delbaere, K.; Mahieu, N.; De Bourdeaudhuij, I.; De Clercq, D. Intrinsic risk factors for inversion
ankle sprains in male subjects: A prospective study. Am. J. Sports Med. 2005, 33, 415–423. [CrossRef] [PubMed]

6. Steffen, K.; Nilstad, A.; Krosshaug, T.; Pasanen, K.; Killingmo, A.; Bahr, R. No association between static and dynamic postural
control and ACL injury risk among female elite handball and football players: A prospective study of 838 players. Br. J. Sports
Med. 2017, 51, 253–259. [CrossRef] [PubMed]

7. DuPrey, K.M.; Liu, K.; Cronholm, P.F.; Reisman, A.S.; Collina, S.J.; Webner, D.; Kaminski, T.W. Baseline Time to Stabilization
Identifies Anterior Cruciate Ligament Rupture Risk in Collegiate Athletes. Am. J. Sports Med. 2016, 44, 1487–1491. [CrossRef]
[PubMed]

8. Willems, T.M.; Witvrouw, E.; Delbaere, K.; Philippaerts, R.; De Bourdeaudhuij, I.; De Clercq, D. Intrinsic risk factors for inversion
ankle sprains in females–a prospective study. Scand. J. Med. Sci. Sports 2005, 15, 336–345. [CrossRef] [PubMed]

9. Butler, R.J.; Lehr, M.E.; Fink, M.L.; Kiesel, K.B.; Plisky, P.J. Dynamic balance performance and noncontact lower extremity injury
in college football players: An initial study. Sports Health 2013, 5, 417–422. [CrossRef] [PubMed]

10. Manoel, L.S.; Xixirry, M.G.; Soeira, T.P.; Saad, M.C.; Riberto, M. Identification of Ankle Injury Risk Factors in Professional Soccer
Players Through a Preseason Functional Assessment. Orthop. J. Sports Med. 2020, 8, 2325967120928434. [CrossRef] [PubMed]

11. Pickerill, M.L.; Harter, R.A. Validity and reliability of limits-of-stability testing: A comparison of 2 postural stability evaluation
devices. J. Athl. Train. 2011, 46, 600–606. [CrossRef] [PubMed]

12. Wikstrom, E.A.; Tillman, M.D.; Chmielewski, T.L.; Borsa, P.A. Measurement and evaluation of dynamic joint stability of the knee
and ankle after injury. Sports Med. 2006, 36, 393–410. [CrossRef] [PubMed]

13. Plisky, P.J.; Gorman, P.P.; Butler, R.J.; Kiesel, K.B.; Underwood, F.B.; Elkins, B. The reliability of an instrumented device for
measuring components of the star excursion balance test. N. Am. J. Sports Phys. Ther. 2009, 4, 92–99. [PubMed]

14. Greenberg, E.T.; Barle, M.; Glassmann, E.; Jung, M.K. Interrater and Test-Retest Reliability of the Y Balance Test in Healthy, Early
Adolescent Female Athletes. Int. J. Sports Phys. Ther. 2019, 14, 204–213. [CrossRef] [PubMed]

15. Powden, C.J.; Dodds, T.K.; Gabriel, E.H. The Reliability of the Star Excursion Balance Test and Lower Quarter Y-Balance Test in
Healthy Adults: A Systematic Review. Int. J. Sports Phys. Ther. 2019, 14, 683–694. [CrossRef] [PubMed]

16. Gribble, P.; Hertel, J. Considerations for normalizing measures of the Star Excursion Balance Test. Meas. Phys. Educ. Exerc. Sci.
2003, 7, 89–100. [CrossRef]

17. Bulow, A.; Anderson, J.E.; Leiter, J.R.; MacDonald, P.B.; Peeler, J. The Modified Star Excursion Balance and Y-Balance Test Results
Differ when Assessing Physically Active Healthy Adolescent Females. Int. J. Sports Phys. Ther. 2019, 14, 192–203. [CrossRef]
[PubMed]

18. Furlan, L.; Sterr, A. The Applicability of Standard Error of Measurement and Minimal Detectable Change to Motor Learning
Research-A Behavioral Study. Front. Hum. Neurosci. 2018, 12, 95. [CrossRef] [PubMed]

19. Lakens, D. Calculating and reporting effect sizes to facilitate cumulative science: A practical primer for t-tests and ANOVAs.
Front. Psychol. 2013, 4, 863. [CrossRef] [PubMed]

20. Hertel, J.; Miller, S.J.; Denegar, C.R. Intratester and Intertester Reliability during the Star Excursion Balance Tests. J. Sport Rehab.
2000, 9, 104–116. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1177/0363546503261724
http://www.ncbi.nlm.nih.gov/pubmed/15150050
http://doi.org/10.1136/bjsports-2014-094573
http://www.ncbi.nlm.nih.gov/pubmed/25907183
http://doi.org/10.2519/jospt.2006.2244
http://www.ncbi.nlm.nih.gov/pubmed/17193868
http://www.ncbi.nlm.nih.gov/pubmed/26673848
http://doi.org/10.1177/0363546504268137
http://www.ncbi.nlm.nih.gov/pubmed/15716258
http://doi.org/10.1136/bjsports-2016-097068
http://www.ncbi.nlm.nih.gov/pubmed/28148513
http://doi.org/10.1177/0363546516629635
http://www.ncbi.nlm.nih.gov/pubmed/26920429
http://doi.org/10.1111/j.1600-0838.2004.00428.x
http://www.ncbi.nlm.nih.gov/pubmed/16181258
http://doi.org/10.1177/1941738113498703
http://www.ncbi.nlm.nih.gov/pubmed/24427412
http://doi.org/10.1177/2325967120928434
http://www.ncbi.nlm.nih.gov/pubmed/32637431
http://doi.org/10.4085/1062-6050-46.6.600
http://www.ncbi.nlm.nih.gov/pubmed/22488184
http://doi.org/10.2165/00007256-200636050-00003
http://www.ncbi.nlm.nih.gov/pubmed/16646628
http://www.ncbi.nlm.nih.gov/pubmed/21509114
http://doi.org/10.26603/ijspt20190204
http://www.ncbi.nlm.nih.gov/pubmed/30997273
http://doi.org/10.26603/ijspt20190683
http://www.ncbi.nlm.nih.gov/pubmed/31598406
http://doi.org/10.1207/S15327841MPEE0702_3
http://doi.org/10.26603/ijspt20190192
http://www.ncbi.nlm.nih.gov/pubmed/30997272
http://doi.org/10.3389/fnhum.2018.00095
http://www.ncbi.nlm.nih.gov/pubmed/29623034
http://doi.org/10.3389/fpsyg.2013.00863
http://www.ncbi.nlm.nih.gov/pubmed/24324449
http://doi.org/10.1123/jsr.9.2.104

	Introduction 
	Materials and Methods 
	Participants 
	Test Procedure 
	Statistical Methods 

	Results 
	Discussion 
	Practical Applications 
	Study Limitations 

	Conclusions 
	References

