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Abstract
Purpose The coronavirus 2019 (COVID-19) pandemic led to a compulsory lockdown of 3 months with strict restrictions. 
The impact of the COVID-19 pandemic has shown broad repercussions on patients with chronic pain; especially for condi-
tions that present a significant emotional participation such as chronic low back pain (cLBP).
Methods We performed a prospective study on 50 patients. Pre- and 1-month post-lockdown questionnaires such as: the 
Impact of Event Scale (IES), the Oswestry Disability Index (ODI), the Roland–Morris questionnaire (RMQ) and the visual 
analogue scale (VAS) for back and leg pain intensity were collected.
Results The mean time of the evolution of cLBP was 33.04 months (range 5–120 months). Eighteen (36%) patients improved 
their cLBP (i-cLBP), whereas for 14 (28%) it was worse (w-cLBP). Cox multivariate proportional hazard model identi-
fied that MODIC 1 disc disease [OR 19.93, IC95% (2.81–102.13), p = 0.015] and at-home workouts [OR 18.854, IC95% 
(1.151–204.9), p = 0.040] were good prognosis factors of the improvement of cLBP while subclinical/mild Covid-19 anxiety 
(IES score < 26) was a poor prognosis factor in improving cLBP [OR 0.21, IC95% (0.001–0.384), p = 0.009]. Furthermore, 
pre-lockdown benzodiazepine medication [OR 2.554, IC95% (1.20–9.9), p = 0.002] was a prognosis factor of worse cLBP. 
In contrast, patients with severe Covid-19 anxiety (IES score > 26) significantly improved their cLBP [OR 0.58, IC95% 
(0.025–0.834), p = 0.01].
Conclusion Lockdown affected the somatic component of cLBP by decreasing activities and physical measures, whereas the 
SARS-CoV-2 pandemic spectrum paradoxically improved the psychic and emotional component of cLBP.
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Introduction

In March 2020, due to the rapidity of the dissemination of 
the new strain of severe acute respiratory syndrome coro-
navirus 2 (SARS-CoV-2) and the severity of the disease 
that it causes, the World Health Organization qualified the 
COVID-19 disease as a pandemic. The French government, 

like many other nations, declared a state of health emergency 
by imposing the entire country in firm lockdown. Indeed, a 
typical community-wide lockdown was designed to force 
the population to stay at home and restrict their movements 
in order to minimize exposure and the dissemination of this 
highly transmissible disease.

The impact of the ongoing pandemic, caused by SARS-
CoV-2, had far-reaching implications on how we deliver rou-
tine care to patients. Therefore, the management of patients 
with a new or previously known pain complaint can be chal-
lenging [1].

Significant psychosocial outcomes may be observed in 
result of the physical distancing, isolation and the changes in 
social behaviour and work activities, as well as the unavail-
ability of the public health system to deliver medical man-
agement of chronic pain, in addition to the general fear of the 
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infection [2, 3]. Indeed, all these factors could dramatically 
increase the burden of chronic pain conditions such as low 
back pain.

Chronic low back pain (cLBP) affects 15–30% of the pop-
ulation [4] and is the leading cause of disability worldwide 
[5]. Patients affected by cLBP require long-term multidisci-
plinary management even during a pandemic. Psychological 
variables such as fear of abandonment, anxiety and depres-
sion may increase during this period of social isolation and 
aggravate pain conditions. Furthermore, in certain events 
(i.e. natural disasters, wars, pandemics), pain dimensions 
have seen to be greatly impacted by the psychological status 
of patients [6].

We conducted a prospective study to investigate the 
impact of COVID-19 lockdown and the pandemic environ-
ment on chronic low back pain.

Materials and methods

Ethics statement

Data were collected according to the STROBE statement and 
were stored in a computer file in accordance with the law of 
the French Data Protection Act of 6 January 1978 amended 
in 2004. The protocol can be found in the reference meth-
odology MR003 chapter adopted by the CNIL to which the 
University Hospital of this project conforms.

Study population

Between Mars and June 2020, the Neurosurgery and Physi-
cal Medicine and Rehabilitation departments conducted a 
prospective series of 50 consecutive patients treated and 
followed for chronic low back pain (cLBP). For all these 
patients, cLBP was caused by degenerative disc disease with 
paraspinal muscle impact. None of these patients presented 
other spinal lesions (spondylolisthesis, disc herniation, 
stenosis).

Clinical outcomes

All data were collected prior and in the first month following 
the end of lockdown (January–June 2020). For each patient 
data were recorded during a face-to-face follow-up consul-
tation. Concerning: age, sex, work, medical history, time 
from onset of CLBP, body mass index (BMI), spine history, 
MRI MODIC disc grade, drug consumption and lockdown 
details (physiotherapist, home activities, analgesia, diet). 
The Impact of Event Scale (IES), the Oswestry Disabil-
ity Index (ODI), the Roland–Morris questionnaire (RMQ) 
and the visual analogue scale (VAS) for back and leg pain 
intensity were also collected. For these different pain scales, 

the recovery rate taking into consideration and quantifying 
patient recovery in comparison with perfect recovery scores 
was determined by the following equation [7]: ((postopera-
tive score–preoperative score)/(total score–preoperative 
score)) × 100.

IES scale: the Impact of Event Scale (IES) was devel-
oped to measure current subjective distress related to a 
specific life event [8]. In our study, the global COVID-19 
pandemic represented the specific life event. The IES has 15 
items, seven of which measure intrusive symptoms such as 
thoughts, nightmares, feelings and images associated with 
the specific event. Five of these items reflect intrusive symp-
toms while awake and two reflect intrusion during sleep 
(nightmares, insomnia).

The Oswestry Disability Index (ODI): is an index derived 
from the Oswestry Low Back Pain questionnaire [9]. The 
self-completed questionnaire contains ten topics concerning 
intensity of pain, lifting, ability to care for oneself, ability to 
walk, ability to sit, sexual function, ability to stand, social 
life, sleep quality and the ability to travel.

The Roland–Morris questionnaire (RMQ): is a 24-item 
patient-reported outcome measure that inquires pain-related 
disability resulting from LBP. Items are scored 0 if left blank 
and 1 if endorsed, for a total RMQ score ranging from 0 
to 24; higher scores represent higher levels of pain-related 
disability [10].

Statistical analysis

All tests were two-sided; p-values < 0.05 were considered 
statistically significant. Univariate and multivariate Cox 
proportional hazard regression models were conducted 
using SPSS software, version 22.0 (SPSS, Chicago, IL, 
USA). Establishment and verification of nomograms were 
implemented using the open-source software R-version 3.2.5 
with rms packages (Design, Vienna, Austria). Pearson’s Chi-
square test or Fisher’s exact test was applied for categorical 
variables. Student’s t test or Wilcoxon test was used for two-
group comparisons of normally or non-normally distributed 
continuous variables, respectively. Logistic regression analy-
sis was used to estimate crude odds ratios (cORs), adjusted 
odds ratios (aORs) and their 95% confidence intervals (CI) 
for possible influencing factors. A two-sided p value of 0.05 
or less was considered to be statistically significant.

Results

Medical and demographic characteristics (Table 1)

In our prospective series, 50 patients with chronic low 
back pain (cLBP) were included: 26 (52%) women and 
24 (48%) men, with a mean age of 52.6  years (range 
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21–76  years). Demographic data are summarized in 
Table 1. The mean body mass index (BMI) was 26,2 kg/m2 
(range 18.6–40.1 kg/m2). Nineteen patients (38%) had car-
diovascular medical history, 9 (18%) had a chronic disease 

(diabetes, thyroid, pulmonary or arthritis) and 5 (10%) 
a history of depression. Forty-one patients (82%) were 
in a relationship and 9 (18%) were single or separated. 
Employment status distribution concerning the active 
population was: 28 (56%) workers, 10 (20%) unemployed/
invalidated and 8 (16%) managers.

Pre‑containment cLBP (Table 1)

Eighteen (36%) patients worked, 10 (20%) were unem-
ployed/invalidated, 17 (34%) were in cessation of work 
due to cLBP and 5 (10%) were pensioners. The mean 
time of the evolution of cLBP was 33.04 months (range 
5–120 months). Radiculalgia was associated with cLBP 
in 29 patients (58%). Seven patients (14%) had a history 
of a herniated disc. Modic changes classification was as 
follows: 22 patients (40%) had type 0 (normal disc and 
vertebral body appearance), 12 (24%) had type I (pres-
ence of bone marrow oedema within vertebral body and 
hyper-vascularization) and 16 (32%) had type II (fatty 
replacements of the red bone marrow within the vertebral 
body) [11]. Drug consumption was distributed as follows: 
17 patients (34%) took paracetamol/acetaminophen, 31 
(62%) nonsteroidal anti-inflammatory drugs (NSAIDs), 
15 (30%) opioid drugs such as morphine and oxycodone 
and 15 (30%) took anti-epileptic/benzodiazepine drugs. In 
addition, three patients (6%) used braces (2) or medullary 
stimulation (1).

COVID‑19 lockdown conditions (Table 1)

Forty-four patients (88%) were in full lockdown and 6 par-
tially, 5 (10%) teleworked. Fourteen patients (28%) went 
through lockdown in an apartment and 36 (72%) in a house 
with a garden. Prior lockdown, 13 (26%) patients practiced 
a regular physical activity and during lockdown, and 28 
patients (56%) performed moderate physical activity such 
as walking outdoors.

For patients, who benefited from pre-containment physi-
otherapy 26/27 (96%), had to stop and 19/27 (70.3%) con-
tinued to perform the stretches and exercises they were 
taught, by themselves. The stretching exercises were mainly 
hyperextensions of the spinal erector muscles (inspired by 
the McKenzie method), rotations and flexions of the trunk, 
strengthening of the abdominal strap and rebalancing of the 
pelvis (psoas muscles, adductors, quadriceps, ischio-legs, 
pelvic-trochanteric and glutes).

Twenty-one patients (42%) gained in average 1.9 kg (SD 
2.5) during lockdown, and 3 patients (6%) watched their diet. 
Only 2 patients (4%) and 3 (6%) confided to have increased, 
respectively, their tobacco and alcohol consumption.

Table 1  Medical and demographic characteristics of patients during 
lockdown. Nonsteroidal anti-inflammatory drug (NSAID) and spinal 
manipulative therapy (SMT)

50 patients (%)

Gender
Male 24 (52)
Female 26 (48)
Mean age in years (range) 52.6 (21–76)
Mean time cLBP in months (range) 33.04 (5–120)
BMI (range) 26.2 (18.6–40.1)
Medical history
Cardiovascular 19 (38)
Chronic disease 9 (18)
Depression 5 (10)
Herniated disc 7 (14)
Marital status
In relationship 41 (82)
Separated/alone 9 (18)
Radiculalgia associated 29 (58)
Modic disc classification
Type 0 22 (40)
Type I 12 (24)
Type II 16 (34)
Drug consumption
Acetaminophen 17 (34)
NSAID 31 (62)
Opioids 15 (30)
Benzodiazepine 15 (30)
Other (brace, medullar stimulation) 3 (6)
Pre-containment professional activity
Active 18 (36)
Unemployed 10 (20)
Cessation of work (cLBP) 17 (34)
Pensioner 5 (10)
Pre-containment physical activity
Regular 13 (26)
Physiotherapy and SMT 27 (54)
Containment characters
Home teleworked 5 (10)
No work 44 (88)
House containment 36 (72)
Apartment containment 14 (28)
Weight gain 21 (42)
Moderate physical activity (walk, bike) 28 (56)
Home stretching exercises 19 (38)
Increasing tobacco/alcohol consumption 5 (10)
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Post‑containment cLBP

During lockdown, 25 patients (50%) saw an increase in 
their consumption of analgesics, while 15 (30%) patients 
decreased it. Eighteen (36%) patients improved their cLBP 
(i-cLBP), 18 (36%) patients saw no change, whereas for 
14 (28%) it became worse (w-cLBP). The mean time of 
cLBP evolution was 29.9 months (SD 25.6) for i-cLBP vs 
32.8 months (SD 18.1) for w-cBLP, p = 0.618.

i‑cLBP group (Table 2)

The mean pre-containment ODI score for 18 i-cLBP patients 
was 45.8% (SD, 16.4) and decreased significantly to 19.3% 
(SD, 16.7) in the post-containment period (p = 0.001). Fur-
thermore, the mean pre-containment and post-containment 
VAS back scores were 7.5 (SD 2.0) and 3.6 (SD 2.9), respec-
tively (p = 0.016). Likewise, the pre-containment VAS leg 
score (5.7, SD 3.2) barely reached a post-containment score 
of 2.8 (SD 2.3) (p = 0.02). The mean pre-containment RMQ 
score was 44.8% (SD 18.6) and decreased significantly to 
19.68% (SD, 14.8) (p = 0.0002) during the post-containment 
period or at the post-containment visit.

w‑cLBP group (Table2)

The mean pre-containment ODI score for 14 w-cLBP 
patients was 39.7% (SD 20.9) and degraded significantly to 
58.8% (SD 12.7) at post-containment (p = 0.001). The mean 
pre-containment and post-containment VAS back scores 
were 6.1 (SD 2.4) and 8.3 (SD 1.5), respectively (p = 0.03). 

Finally, the pre-containment VAS leg score (5.4, SD 2.6) 
declined in post-containment: VAS leg score of 5.9 (SD 
3.2) (p = 0.191). The mean pre-containment RMQ score 
was 42.1% (SD 17.9) and increased significantly to 53.21% 
(SD 13.9) during the post-containment period (p = 0.0001).

Unchanged cLBP group (Table 2)

Eighteen (36%) patients had unchanged cLBP. Their mean 
pre-containment ODI score was 38.9% (SD 17.2) and 39.2% 
(SD 17.1) at post-containment (p = 0.987). The mean pre-
containment and post-containment VAS back scores were 
7.4 (SD 1.7) and 6.6 (SD 2.4), respectively (p = 0.675). Pre-
containment VAS leg score (4.9, SD 3.2) was unmodified in 
post-containment 4.5 (SD 3.4) (p = 0.345). Indeed, the mean 
pre-containment RMQ score was 44.8% (SD 19.5) and did 
not change at post-containment 47.3% (SD 20.4) (p = 0.648). 
The IES score was 13.3 (SD 18.8).

i‑cLBP vs w‑cLBP group evolution

There were no statistical differences between the two groups 
(successively i-cLBP and w-cLBP) for pre-containment 
scores and data: ODI p = 0.349; mean RMQ score p = 0.761; 
mean VAS back p = 0.499; mean VAS leg p = 0.772, mean 
pre-containment BMI: 27.2 (SD 6.3) versus 24.7 (SD 3.9), 
p = 0.211 and gender ratio p = 0.247.

The mean RMQ improvement rate after containment 
was 61.3% (SD 48.4) for i-cLBP versus −15.1% (SD 
21.6) (p < 0.0001). Similarly, improvements were appreci-
ated thanks to the ODI with a recovery rate of 60.6% (SD 
46.8) for i-cLBP versus −29.0% (SD 16.1) for w-cLBP 
(p < 0.0001). Respectively, the EVA-back improvement rate 
was 88.2% (SD 41.9) for i-cLBP versus −54.9% (SD 27.2) 
for w-cLBP (p < 0.0001) and the EVA-leg improvement rate 
was 61.2% (SD 34.2) versus −40.2% (SD 42.4) for w-cLBP 
(p = 0.0001). The IES score centred on the COVID-19 pan-
demic was close to 50.4 (SD 18.1) for i-cLBP and 13.4 (SD 
11.2) for w-cLBP (p = 0.001).

cLBP prognosis factors during containment (Tables 3 
and 4)

We sought to identify prognostic factors associated with the 
improvement and the worsening of cLBP using a univari-
ate analysis. The results are presented in Table 3. Indeed, 
patients with modic type 1 disc disease (p < 0.0001), house 
containment (p = 0.03), home self-physiotherapist exercises 
(p = 0.003), lighter diet (p = 0.042) and high Covid-19 anxi-
ety (IES > 26) (p < 0.0001) were statistically associated with 
an improvement in cLBP.

Cox multivariate proportional hazard model iden-
tified that MODIC 1 disc disease [OR 19.93, IC95% 

Table 2  Evolution of the pre- and post-containment functional/pain 
scores according to the 3 groups: i-cLBP, w-cLBP and unchanged 
cLBP

Significant p values are in bold letter

Pre-containment (SD) Post-containment (SD) p value

i-cLBP (18, 36%)
ODI (%) 45.8 (16.4) 19.3 (16.7) 0.001
VAS back 7.5 (2.0) 3.6 (2.9) 0.016
VAS leg 5.7 (3.2) 2.8 (2.3) 0.02
RMQ (%) 44.8 (18.6) 19.7 (14.8) 0.0002
w-cLBP (14, 28%)
ODI (%) 39.7 (20.9) 58.8 (12.7) 0.001
VAS back 6.1 (2.4) 8.3 (1.5) 0.003
VAS leg 5.4 (2.6) 5.9 (3.2) 0.191
RMQ (%) 42.1 (17.9) 53.2 (13.9) 0.0001
Unchanged-LBP (18, 36%)
ODI (%) 38.9 (17.2) 39.2 (17.1) 0.987
VAS back 7.4 (1.7) 6.6 (2.4) 0.675
VAS leg 4.9 (3.2) 4.5 (3.4) 0.345
RMQ (%) 44.8 (19.5) 47.3 (20.4) 0.648
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(2.81–102.13), p = 0.015], home self-exercise prac-
tice [OR 18.854, IC95% (1.151–204.9), p = 0.040] and 
severe Covid-19 stress (IES score > 26 [OR 0.58, IC95% 
(0.025–0.834), p = 0.01] were good prognosis factors 
of the improvement of cLBP while low Covid-19 anxi-
ety (IES score < 26) was a poor prognosis factor of the 

improvement in cLBP [OR 0.21, IC95% (0.001–0.384), 
p = 0.009].

Patients receiving pre-containment benzodiazepine 
medication [OR 2.554, IC95% (1.20–9.9), p = 0.002] and 
the absence of home self-stretching exercises [OR 4.902, 
IC95% (2.47–31.3), p = 0.02] were prognosis factors of 
worse cLBP.

Table 3  Univariate (p value was 
calculated by the log-rank test) 
and multivariate (p value was 
calculated by Cox regression) 
analysis for prognostic factors 
of cLBP improvement (i-cLBP)

Significant p values are in bold letter

Univariate analysis 
(p)

Multivariate analysis 
(p)

OR (CI 95%)

Gender
Male/female 0.724
Age
 < 50 y.o 0.556
 < 65 y.o 0.724
cLBP time evolution 0.388
BMI > 25 0.774
BMI > 30 0.156
Medical history
Cardiovascular 0.552
Chronic disease 0.618
Depression 0.326
Herniated disc 0.987
Marital status 0.130
Radiculalgia associated 0.149
Subclinical/mild IES  < 0.0001 0.009 0.21 (0.001–0.384)
Modic disc classification
Type 0 0.250
Type I  < 0.0001 0.015 19.93 (2.81–102.13)
Type II 0.621
Drug consumption
Acetaminophen 0.336
NSAID 0.552
Opioids 0.370
Benzodiazepine 0.348
Other 0.398
Pre-containment work
Active 0.139
Cessation of work 1.0
Pre-containment physical activity
Regular 1.00
Physiotherapy and SMT 1.00
Containment characters
Home teleworked 0.635
Stop working 0.399
House containment 0.03 0.637 5.87 (1.32–12.26)
Weight gain 0.149
Moderate physical activity 1.00
Home stretching exercises 0.03 0.04 18.85 (1.151–204.9)
Increasing tobacco/alcohol 0.125
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Discussion

The COVID-19 pandemic and the consequent lockdown 
had unprecedented repercussions at both a macrosocial 
(economy and policies) and microsocial levels (psycho-
logical and relational well-being of citizens) [12, 13]. 

Therefore, it is conceivable that all these events are likely 
to have an impact on people’s lives physically, emotionally 
and psychologically therefore having an impact on chronic 
pain. Chronic pain is characterized by a participation of 
a biopsychosocial dimension, which greatly impacts the 
evolution of the disease. According to the World Health 
Organization (WHO), cLBP has been the leading cause of 

Table 4  Univariate (p value was 
calculated by the log-rank test) 
and multivariate (p value was 
calculated by Cox regression) 
analysis for prognostic factors 
of cLBP degradation (w-cLBP)

Significant p values are in bold letter

Univariate analysis 
(p)

Multivariate analysis 
(p)

OR (CI 95%)

Gender
Male/female 0.533
Age
 < 50 y.o 0.522
 < 65 y.o 0.705
cLBP time evolution 1.0
BMI > 25 0.534
BMI > 30 0.143
Medical history
Cardiovascular 0.06
Chronic disease 1.0
Depression 0.303
Herniated disc 0.476
Marital status 1.0
Radiculalgia associated 1.0
Severe IES score > 26 0.01 0.01 0.21 (0.025–0.834)
Modic disc classification
Type 0 0.09
Type I 0.008 0.357 0.000 (NA)
Type II 0.168
Drug consumption
Acetaminophen 0.304
NSAID 0.197
Opioids 0.758
Benzodiazepine 0.003 0.002 2.554 (1.20–9.9)
Other 1.0
Pre-containment work
Active 0.744
Cessation of work 0.331
Pre-containment physical activity
Regular 0.729
Physiotherapy and SMT 0.533
Containment characters
Home teleworked 0.553
Stop working 1.00
House containment 1.00
Weight gain 0.06
Moderate physical activity 1.00
No home stretching exercises 0.026 0.02 4.902 (2.47–31.3)
Increasing tobacco/alcohol 0.019 0.999 0.000 (NA)
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years lived with disability (YLDs) since 1990 and remains 
a significant global public health concern [14]. Further-
more, 85–95% of people presenting to primary care pro-
viders do not have a specific identifiable pathoanatomical 
origin for their pain [15]. Moreover, it is also one of the 
main pathologies responsible for occupational disease and 
absenteeism at work [16].

Consequently, lockdown may have an impact on the 
pain of cLBP patients in many aspects, which include: i) 
increased anxiety and anger; ii) decreased outdoor exercise; 
and iii) stress and depression, which can trigger unhealthy 
dietary habits in patients.

In our study we identified that regular at-home work-
outs improved cLBP. This is concordant with the literature, 
since in adult cLBP, exercise routines have shown to be more 
effective in reducing pain compared with non-exercise treat-
ments [17]. Similarly, pairwise meta-analyses examining 
specific kinds of exercises have shown that simple home 
workouts such as pilates, motor control stabilization and 
yoga may be more effective in reducing pain than non-
exercise training comparators [18–20]. Moreover, Owen 
et al. concluded that workouts may also be more effective 
than hand-on therapist treatments [21]. The effectiveness 
of spinal manipulative therapy (SMT) performed by phys-
iotherapists in the treatment of cLBP as well as the rec-
ommendations in international guidelines for the use of 
non-drug interventions in the treatment of cLBP remains 
debated [22]: in some countries, SMT is considered a first-
line treatment option [23], whereas in other countries it is 
recommended as a component of a broader treatment pack-
age including exercise [24]. The most recent summary of 
these guidelines suggests that SMT should be considered a 
second-line or adjuvant treatment option, after exercise or 
cognitive behavioural therapy [25]. In our study, people who 
benefited from pre-containment SMT with a physiotherapist 
did not increase nor improve their cLBP at the standstill 
imposed by confinement.

The mechanism could be twofolded, as the Chinese study 
points out. Indeed, Yang et al. found in their Chinese series 
that regular physical at-home workouts were significantly 
related to a decrease in the risk of developing depression 
and anxiety symptoms [26]. Regular physical exercise might 
reduce the risk of mental disorders that occur during the 
pandemic [27] and therefore decrease the emotional and psy-
chological components of pain. We believe that during con-
tainment, many people have forced themselves to perform 
stretching and physiotherapy exercises at home, something 
they did not do before.

Nevertheless, Sagat et al., who focused on the Saudi pop-
ulation in their study, determined that the containment led to 
a significant increase in LBP intensity among adults residing 
in Riyadh. Similarly, LBP prevalence increased from 38.8 
to 43.8% [28]. However, there were many important biases 

in this study: i) the studied population did not suffer from 
chronic but rather acute pain, ii) data concerned prospec-
tive feelings or pain iii) and the self-administered structured 
questionnaire was not conducted in accordance with refer-
ence functional scores (ODI, EQ5DL, etc.).

On the other hand, in the Italian study, Borsa et al. col-
lected data from 4 hospitals in Milan concerning LBP in 
the period from March to April 2020 and showed a clear 
reduction (−87.2%) of patients presenting with LBP. They 
suggested that the decrease in visits was probably related to 
the fear of being exposed to SARS-CoV-2 [29].

We observed the same kind of mechanism for other 
pathologies, e.g. for headache evolution, Delussi et al. sug-
gested that during lockdown, patients showed an improve-
ment in the clinical features of their migraine, probably 
attributable to the distress caused by the pandemic. Indeed, 
the fear of being contaminated may favour a defensive 
behaviour, potentially improving migraines [30]

There is preliminary evidence suggesting that telerehab 
interventions are beneficial in reducing pain as well as 
improving physical functions in patients affected by non-
malignant musculoskeletal conditions such as neck and low 
back pain, lumbar stenosis and osteoarthritis [28].

Telerehab interventions have proven to be beneficial for 
patients suffering from cLBP by helping to reduce pain lev-
els and by maintaining that improvement via booster ses-
sions delivered through a mobile phone application and 
videoconferencing [31, 32].

As surprisingly demonstrated in our study, the more 
stressed and anxious patients were about the COVID-19 
pandemic, the less functionally troublesome the cLBP pain 
became.

A mechanistic contributor related to the experience of 
cLBP is pain catastrophizing. Pain catastrophizing is a pat-
tern of negative cognitive-emotional responses to pain that 
includes rumination, magnification and helplessness [33]. 
It has been shown to be associated with pain severity, dis-
ability and poor outcomes for patients with cLBP [34, 35]. 
During the containment, the patients verbalized it very 
well "COVID-19 is much more serious and awful than my 
low-back pain" or "I was afraid of dying", and therefore, 
cLBP was relegated into the background. Several questions 
may arise from this study: i) could the anxiety generated 
by Covid-19 distract patients' attention, by impairing their 
ability to focus on their cLBP which therefore seems less 
stressful in comparison with the pandemic? or ii) could 
the stress of covid-19 be a mechanism for relativizing their 
pathology? To answer this question, it would be necessary to 
include more patients in a prospective manner and to study 
the cLBP on more "light" confinements such as those of 
the second and third waves, with less stress (hope for vac-
cines) or amplified stress (risk of resistance of COVID-19 
variants).
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As expected, we identified that MODIC 1 disc disease 
was a good prognosis factor of improvement in contrast to 
other MODIC scores. It has been well described that low 
back pain was consistent with the inflammatory stage of 
the disc disease and therefore the MODIC 1 stage (end-
plate oedema with alteration of bone trabeculae). The evo-
lution in MODIC 2 marks a post-inflammatory stage, a 
sequellar condition, the natural history of disc senescence, 
less scalable with endplate fatty involution, which could 
explain the fact that MODIC 1 can regress and improve, 
while MODIC-2 cannot do so as much.

It remains difficult to interpret the consumption of ben-
zodiazepine medication in this particular context. The 
patients who consumed these drugs probably presented 
an important psychoaffective dimension in their cLBP, and 
the confinement did not “a priori” improve their anxiety, 
perhaps due to external factors (stopping outings, couple 
problems, etc. ). On the contrary, work cessation for some 
and the telework set-up for others may have removed some 
stress factors for certain patients (hierarchy, performance, 
etc.)

Thus, to answer all the questions raised by our work, 
we continue to follow these patients and discuss adding 
environmental dimension assessments to remove bias and 
have a more holistic approach to cLBP.

Conclusion

The somatic component of cLBP was affected by lock-
down. Indeed, our study provided evidence that physical 
exercise was effective in decreasing this condition and 
should be implemented, even increased in order to improve 
pain, physical function and muscle strength during lock-
down. Furthermore, cLBP caused by reversible inflamma-
tory disc disease (MODIC 1) often improves, while it is 
often too late once the inflammatory stage has passed and 
a sequellar stage has set in (MODIC 2).

The psychic and emotional component of cLBP was 
paradoxically improved by the stress and anxiety gener-
ated by SARS-CoV-2. We assume that the "life-threaten-
ing" stress of virus contamination may have "eclipsed" or 
altered the painful perception of cLBP. This study made it 
possible objectify more clearly the inconstant and impor-
tant participation of the emotional and psychic compo-
nent in the cLBP. As a result, for cLBP patients we can 
recognize why remedies such as hypnosis or behavioural 
therapies could have a beneficial effect in selected patients.
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