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Classification of low-back pain

by Alf L Nachemson, MD, Gunnar BJ Andersson, MD!'

NACHEMSON AL, ANDERSSON GBJ. Classification of low-back pain. Scand j work
environ health 8 (1982) 134—136. A system of classifying low-back disorders is pre-
sented that is suitable for use in epidemiologic screening. It is based on the patient’s
description of symptoms and can be verified by simple clinical findings. The duration
and onset of the disease is given as a prefix, and additional information is included

as parenthetical data.
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Before knowledge of the epidemiology of
low-back disorders can be increased and
different types of treatment can be evalu-
ated, it is imperative that a uniform sys-
tem of classification be developed. Cur-
rently there is no standard system of
evaluation nor general agreement on the
definition of basic terminology. In the In-
ternational Classification of Diseases,
Adapted (7), the terminology most com-
monly used in the indexing of hospital
records and morbidity statistics, number
728.70 is assigned to lumbalgia, 717.00 to
lumbago, and 728.90 to unspecified back
pain. Sciatica (353.99) is not mentioned
among diseases of the musculoskeletal
system at all but, instead, is listed under
the heading of “diseases in peripheral
nerves and sensory organs.” Syndroma
radicularis extremitatum inferiorum
(728.80), on the other hand, is found among
diseases of the musculoskeletal system, as
is also dislocatio disci intervertebralis
lumbalis (725.10). A patient with a clas-
sical history and findings of true disc
prolaps can thus be classified alternatively
under the numbers 725.10, 353.99 and
728.80.

Certainly, one reason for this confusing
picture is that the exact etiology of the
pain remains unknown for the majority of
patients. In addition to a lack of under-
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standing of the fundamental pathophysiol-
ogy of lumbar spine diseases, research
efforts are retarded by a lack of agree-
ment on a universally acceptable language
with which to express ideas and compare
results.

Orthopedic surgeons, neurosurgeons,
neurologists, rheumatologists, and others
frequently use different terminology and
base their diagnosis and treatment on dif-
ferent “pathology.” An examination of the
literature however shows that the ter-
minology and principles of classifications
differ even within each specialty. We
would like to introduce a simple terminol-
ogy system as a first step toward stand-
ardizing the evaluation of lumbar spine
diseases.

Suggestion

Our proposed system of classification re-
lates terminology to symptoms. All defini-
tions are based on the patient’s own des-
cription. Each such symptom-related diag-
nosis can be verified by simple clinical
findings. The duration and onset of the
disease is given as a prefix. In paren-
theses, after the symptom diagnosis, addi-
tional information can be included, as, for
example, radiographic results. Our sug-
gestion is presented in the appendix. Used
as examples in the appendix are acute
lumbago (traumatica), chronic lumbago
(degeneratio disci intervertebralis lum-
balis), and recurring insuffientia dorsi
(lumbar osteochondrosis).



Discussion

When a simple system like the one sug-
gested is introduced, its use should of
course be considered. Our main purpose
is to achieve a uniform classification that
simplifies the recording of the incidence
and prevalence of low-back disorders in
the society as a whole. Only then can
meaningful epidemiologic data be col-
lected. In studies in which particular de-
tails are of interest, the system can easily
be broadened to include additional infor-
mation of interest.

The prefixes “acute” and ‘“subacute”
differ with respect to the onset of the pain,
while acute and chronic differ with re-
spect to the duration of the symptoms.
Three months was chosen because 90 %o
of the patients with back pain recover
within that period (8).

The symptom diagnosis should be based
on the patient’s symptoms alone, and the
findings used only as supporting evidence.
The text describing each symptom diag-
nosis in the appendix is meant as an ex-
planation of the term and not as an exact
definition. A patient may, for instance, be
completely without objective findings and
still receive the diagnosis insufficientia
dorsi.

Radiographic diagnoses, social diagnoses,
ete, have not been defined, as they are al-
ready classified. Because of the present
poor knowledge of the etiology of back
pain, it is seldom possible to use radio-
graphic diagnoses alone as a clinical clas-
sification. Even though tumors, spondy-
litis, and other diseases can be verified
radiographically, it is usually the clinical
state of the patient that is the reason for
the investigation. Many commonly used
radiographic diagnoses lack clinical im-
portance and are as frequently seen in
subjects without as in those with back
pain. We therefore suggest, until evidence
is available, that the information obtained
from radiographs, as well as other useful
information from other sources, be given
in parentheses after the symptom diag-
nosis.

The system of classification suggested in
the present report is a modification of that
used by several Swedish investigators in
the past (2, 3, 4, 5, 6, 10). It has been used
in the present form by Bergqvist-Ullman

& Larsson (1) and Svensson & Andersson
(9). It is simple to use and differentiates
well between diagnoses, and the diagnostic
groups differ with respect to severity of
symptoms and course of recovery (Anders-
son et al, unpublished results). No speci-
fic diagnostic tests are required, although
a clinical examination is helpful; therefore
the system is useful for screening purposes.
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Appendix

Proposed system of classification for
low-back disorders

Prefix

Acute: 0—3 months in duration; imme-
diate onset.
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Subacute: 0—3 months in duration: slow
onset.

Chronic: more than 3 months in duration.

Recurring: symptoms recurring after an
interval of no symptoms.

Symptom diagnosis

Insufficientia dorsi. Tiredness, discomfort,
or pain is provoked by repeated or force-
ful movements. The symptoms are local-
ized in the lumbar region. The back feels
stiff or weak.

Lumbago. Ache and pain that are local-
ized in the lumbar region and sometimes
radiate down over the gluteal region, the
hip region, or the inguinal region. The
symptoms are increased in the acute stages
by all movements. In the more chronic
stages they are increased only by certain
movements and stresses which particularly
include the lumbar spine. The symptoms
may begin acutely or gradually.

Sciatica. a. Sciatica: Ache and radiating
pain occur in one or both legs. The
symptoms are increased in the acute stages
by all movements, and in the more chronic
stages only by certain movements. The
symptoms can either occur instantaneously
or increase rapidly over a short period.
The clinical picture often includes numb-
ness, paresthesia, and a feeling of weak-
ness in one or both legs.

b. Rhizopathy: A special form of sciatica
characterized by radiation to the leg in a
segmental distribution. Patients may or
may not have neurological disturbances
which can be attributed to the affected
segment.

Lumbago sciatica. Symptoms occur as for
both lumbago and sciatica. One of the
two can dominate.

Clinical findings

Insufficientia dorsi. There is more rarely
pain on palpation of the lumbar spine. No
increase in muscular tension occurs. There
is no or only a slight increase in pain dur-
ing motion of the lumbar spine. No neu-
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rological symptoms occur. The straight leg
raising test does not cause pain in the
lumbar spine.

Lumbago. a. Acute: Pain occurs on palpa-
tion of the back and/or gluteal region.
There is increased muscular tension in the
lumbar muscles, and a definite loss of
motion. Pain occurs when the back is
moved. No neurological findings are seen.
The straight leg raising test is positive.
Straining, coughing, sneezing, and similar
activities usually increase the pain in the
back.

b. Chronic: Occasional pain occurs on pal-
pation of the lumbar spine, and there is
often a limitation of motion. There are
no neurological findings. The straight leg
raising test may be positive.

Sciatica. a. Sciatica: Pain on palpation
may be present in the lumbar region
and/or in the leg. There is no increased
tension of the lumbar musculature. Move-
ment is limited in the lumbar spine, and
also sometimes in the hip joint. The
straight leg raising test is positive. Neuro-
logical findings may be present.

b. Rhizopathy: Clinical findings occur as
for sciatica or lumbago sciatica. The
straight leg raising test is positive. Neuro-
logical findings are present. Straining,
coughing, sneezing, and similar activities
give rise to pain in the engaged radicular
segment.

Lumbago sciatica. Clinical findings are the

same as for lumbago and sciatica. Either
of the two can be dominant.

Parenthetical information
Radiographic diagnosis
Trauma

Psychiatric, psychological or social diag-
nosis

Pathoanatomically defined diseases of the
back (eg, spondylitis, tumors)
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