
Vol.:(0123456789)1 3

European Spine Journal 
https://doi.org/10.1007/s00586-019-06279-5

REVIEW ARTICLE

Low back pain: critical assessment of various scales

Amit Garg1 · Hardik Pathak1 · Maxim V. Churyukanov2,3 · Rajendra B. Uppin4 · Tatyana M. Slobodin5

Received: 31 July 2019 / Revised: 2 December 2019 / Accepted: 29 December 2019 
© Springer-Verlag GmbH Germany, part of Springer Nature 2020

Abstract
Purpose To study the various pain assessment tools based on their psychometric properties and ease of use.
Methods Published articles on psychometric properties of pain tools were accessed and data collected for low back pain 
(LBP)-specific tools, generic tools, neuropathic LBP tools, tools for cognitively impaired patients, and tools for acute LBP.
Results Among the LBP-specific tools, Roland Morris Disability Questionnaire (RMDQ) and Oswestry Disability Index 
(ODI) have good construct validity and reliability, and responsiveness over short intervals. Quebec Back Pain Disability Scale 
(QBPDS) gauges only disability and sleep. Among the generic tools, McGill Pain Questionnaire (MPQ), West Haven-Yale 
Multidimensional Pain Inventory (MPI), and Brief Pain Inventory (BPI) show good responsiveness, but BPI is the only tool 
validated for LBP. Neuropathic Pain Scale (NPS) and Short Form-MPQ-2 (SF-MPQ-2) are both reliable tools for neuropathic 
LBP. For cognitively impaired patients, Pain Assessment in Advanced Dementia (PAINAD), Abbey Pain Scale (APS), and 
Doloplus-2 are all reliable tools, but PAINAD has good construct validity. For acute pain, Clinically Aligned Pain Assess-
ment (CAPA) is reliable and responsive, but presently, unidimensional tools and SF-MPQ-2 are the tools most preferred.
Conclusion Based on psychometric properties and ease of use, the best tools for LBP seem to be RMDQ/ODI (among 
LBP-specific tools), BPI (among generic tools), SF-MPQ-2/NPS (for neuropathic LBP), PAINAD (for cognitively impaired 
patients), and unidimensional tools and SF-MPQ-2 (for acute pain). Overall, BPI seems to be a tool that can be relied upon 
the most.
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Key points 
 
 
1. The ability to measure low back pain can be challenging as patient’s 

description of pain may not be accurate. 

2. Elderly and cognitively-impaired individuals, in particular, need pain 
assessment tools that are simple and can yet evaluate pain 
comprehensively.  

3. Major generic, condition-specific, and health-related quality of life 
(HRQoL) pain assessment tools (for young, elderly, and cognitively-
impaired) were critically assessed by collecting data from published 
systematic and literature reviews. 

Garg A, Pathak H, Churyukanov MV, Uppin RB, Slobodin TM (2019) Low Back Pain: 
Critical Assessment of Various Scales. Eur Spine J; 

Garg A, Pathak H, Churyukanov MV, Uppin RB, Slobodin TM (2019) Low Back Pain:  
Critical Assessment of Various Scales. Eur Spine J; 

Take Home Messages 
 
 
1. Roland Morris Disability Questionnaire (RMDQ) and Oswestry Disability 

Index (ODI) are the most relevant low back pain (LBP)-specific tools for 
LBP assessment, while Brief Pain Inventory (BPI) is the best generic tool.  

2. For neuropathic LBP management, Neuropathic Pain Scale (NPS) can be 
used along with Short Form-MPQ-2 (SF-MPQ-2). Pain Assessment in 
Advanced Dementia (PAINAD), Abbey Pain Scale (APS), and Doloplus-2 
can all be successfully used for elderly/cognitively-impaired LBP patients. 

3. Unidimensional tools, SF-MPQ-2 and Clinically Aligned Pain Assessment 
(CAPA) can be used for acute pain assessment. Overall, BPI seems to be the 
tool that can capture pain most accurately.  
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Abbreviations
APS  Abbey Pain Scale
BPI  Brief Pain Inventory
CAPA  Clinically Aligned Pain Assessment
Doloplus  After the French investigator who developed 

the tool
FPS  Faces Pain Scale
MPI  West Haven-Yale Multidimensional Pain 

Inventory
MPQ  McGill Pain Questionnaire
MVAS  Million’s Visual Analogue Scale
NASS-LSO  The North American Spine Society Lumbar 

Spine Outcome
NPS  Neuropathic Pain Scale
ODI  Oswestry Disability Index
NRS  Numerical Rating Scale
PAINAD  Pain Assessment in Advanced Dementia
QBPDS  Quebec Back Pain Disability Scale
RMDQ  Roland Morris Disability Questionnaire
SF-36  Short Form-36
VAS/GRS  Visual Analogue Scale/Graphic Rating 

Scale
VRS  Verbal Rating Scale
WDI  Waddell Disability Index

Introduction

Pain afflicts humans not only in sickness, critical illness, or 
palliative care but also in their everyday life. According to 
International Classification of Functioning, Disability and 
Health, low back pain (LBP) alters basic body functions 
such as sleep and motility, and causes changes in a per-
son’s spinal and musculoskeletal structures [1]. Acute and 
chronic LBP can be caused by a variety of medical condi-
tions including trauma, muscle strain, lumbar spondylosis, 
spinal stenosis, spine and kidney infections, certain can-
cers, endometriosis, arthritis, and ankylosing spondylitis. 
More than 80% of the population experiences LBP at some 
point in their lives [2]. Many go on to recover naturally or 
with the help of some form of intervention, while others 
develop chronic back pain with pain lasting more than 
3 months. The number of years lived with disability trig-
gered by LBP has increased by 54% between 1990 and 
2015, worldwide [3]. LBP is one of the major reasons of 
low performance at work, missed work, disability requests 
after an episode of acute pain or post-operative condition, 
and is known to cause more global disability than any 
other condition [4–6].

The major domains assessed for chronic pain are pain 
severity, pain-related functional interference, and emo-
tional burden [7], while for acute pain it is mainly pain 
severity and relief thereof [8]. Pain assessment tools can 

be used for general pain (generic tools), for condition-
specific pain, or for health-related quality of life (HRQoL) 
[9]. Many general tools are used independently in disease 
conditions or used in combination with some condition-
specific tool. A condition-specific tool is also used in 
conjunction with some HRQoL tool for complete pain 
assessment. Tools can be self-reported or observational 
depending upon the patient’s consciousness or cognizance. 
In this article, we aim to discuss some major generic, con-
dition-specific, and HRQoL tools that are used regularly 
and extensively by physicians and patients worldwide for 
LBP.

Search strategy

For this review, we first set a few primary questions:

1. What are the tools/scales available for the assessment of 
chronic and acute pain?

2. What tools are majorly used for chronic and acute LBP?
3. How are these tools relevant for various patient popula-

tions like people with and without cognitive impairment, 
and neuropathic LBP?

Search terms were entered as Medical Subject Head-
ings (MeSH) terms or free text on PubMed and Scopus. 
Following terms were used to search literature: “pain 
assessment scales”, “chronic back pain”, “low back pain 
assessment”, “psychometric properties”, “patient-reported 
outcome measures”, “PROM”, “dementia”, “neuropathic 
pain”, “pain in elderly”. Original research articles and 
reviews (systematic and narrative) from January 1980 to 
February 2019 were accessed. Articles without a com-
prehensive study of pain assessment tools were excluded. 
Articles on pain assessment tools, specifically for psycho-
metric properties, were searched to understand what the 
major patient-reported outcome measures (PROM) were. 
Comprehensive studies and reviews on the validity, reli-
ability, stability, and responsiveness of each PROM were 
selected. We found that certain generic tools [Brief Pain 
Inventory (BPI), McGill Pain Questionnaire (MPQ), West 
Haven-Yale Multidimensional Pain Inventory (MPI), and 
Short Form-36 (SF-36)] are extensively used to assess 
LBP, and thus, we extended our search to include these 
tools along with LBP-specific tools. These generic tools 
are used to measure pain in general that may not be local-
ized to a specific region of the body. A list was drawn 
for the number of articles obtained for nine major tools 
suggested [9, 10]. Among these, there were numerous 
results (> 100) for three tools [Roland Morris Disability 
Questionnaire (RMDQ), Oswestry Disability Index (ODI), 
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Quebec Back Pain Disability Scale (QBPDS)], and their 
popularity evident, we did not go through all the results to 
check for data relevance. Three other tools [Aberdeen LBP 
Scale (ALBPS), Low Back pain Outcome Score (LBOS), 
and Low Back Pain Rating Scale (LBPRS)] were excluded 
from this review due to lack of substantial results, bring-
ing it to a total of six LBP-specific tools [RMDQ, ODI, 
QBPDS, Million Visual Analogue Scale (MVAS), Waddell 
Disability Index (WDI), and the North American Spine 
Society Lumbar Spine Outcome (NASS-LSO)] (Table 1).

Tools/scales for measurement of chronic 
and acute pain

In 2002, Initiative on Methods, Measurement, and Pain 
Assessment in Clinical Trials (IMMPACT) was developed 
by a team of pain experts from various industries and aca-
demia in the USA as an improved method of pain assessment 
during clinical trials [11]. They highlighted the importance 
of six core outcome domains to assess chronic pain: pain, 
physical functioning, emotional functioning, patient’s rat-
ing of overall improvement after treatment, patient-reported 
adverse effects during treatment, and patient’s disposi-
tion and characteristics data. In the same year, more out-
come domains pertaining to HRQoL were also added to 
IMMPACT [12]. There are various pain assessment tools 

Table 1  Selection of low back pain-specific tools

ALBPS Aberdeen LBP Scale, LBOS Low Back pain Outcome Score, LBPRS Low Back Pain Rating Scale, MVAS Million’s Visual Analogue 
Scale, NASS-LSO The North American Spine Society Lumbar Spine Outcome, ODI Oswestry Disability Index, QBPDS Quebec Back Pain Dis-
ability Scale, RMDQ Roland Morris Disability Questionnaire, WDI Waddell Disability Index

S. no. Name of low back pain-
specific tool

Review articles + systematic 
reviews + RCTs

Foreign language + irrelevant topics (not 
LBP + does not involve the pain tool)

Relevant articles

1. ALBPS 28 11 17
2. LBOS 9 3 6
3. LBPRS 9 4 5
4. MVAS 78 46 32
5. NASS 49 3 46
6. ODI 3678 NA 3678
7. QBPDS 159 NA 159
8. RMDQ 976 NA 976
9. WDI 36 10 26

Table 2  Pain assessment tools based on various outcome domains and patient groups

APS Abbey Pain Scale, BDI Beck Depression Inventory, BPI Brief Pain Inventory, CSQ Coping Strategies Questionnaire, CPOT Critical Care 
Pain Observation Tool, DDS Descriptor Differential Scale, Doloplus-2 After the tool’s developer, ESAS Edmonton Symptom Assessment Scale, 
FIM Functional Independence Measure, MPQ McGill Pain Questionnaire, MVAS Million Visual Analogue Scale, NPS Neuropathic Pain Scale, 
ODI Oswestry Disability Index, PAINAD Pain Assessment in Advanced Dementia Scale, PCS Pain Catastrophizing Scale, PDI Pain Disability 
Index, PCOS Palliative Care Outcome Scale, QBPDS Quebec Back Pain Disability Scale, RPS Regional Pain Scale, RMDQ Roland Morris Dis-
ability Questionnaire, SF-36 Short-Form survey, SIP Sickness Impact Profile, NASS-LSO The North American Spine Society Lumbar Spine 
Outcome, WDI Waddell Disability Index, MPI West Haven-Yale Multidimensional Pain Inventory, WOMAC Western Ontario McMaster Osteo-
arthritis Index

S. no. Outcome domains Name of tools

1. Pain intensity, quality, location, and pattern (general and condition-specific) MPQ, RPS
2. Pain interference and functioning (general) PDI, BPI, FIM, DDS
3. Pain interference and functioning (disease-specific) WOMAC, RMDQ, ODI, QBPDS, NASS-LSO, MVAS, 

WDI, MPI, SF-36, SIP, NPS, PAINAD, APS, Dolo-
plus-2

4. Psychosocial measurements BDI, PCS, CSQ
5. Observational pain assessment instruments (general and critically ill 

patients). Mostly for non-verbal pain assessment when patient may not be 
alert, conscious or in a state to talk

CPOT, ESAS, PCOS
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associated with different outcome domains and patient 
groups (Table 2) (Fig. 1).

Chronic low back pain tools

For the assessment of chronic LBP, both unidimensional and 
multidimensional tools are used.

Unidimensional tools These tools only measure the inten-
sity of pain and are explained briefly in Table 3.

Multidimensional tools These tools measure not only the 
severity of pain but also integrate other dimensions such 
as pain-based interference on HRQoL and functioning, 

location of pain, and emotional burden. The majorly used 
multidimensional tools for adults (young and elderly) with 
and without cognitive impairment, and for adults with neu-
ropathic low back pain are explained in Tables 4 and 5. The 
merits and demerits of these tools are listed in Table 6.

Acute low back pain tools

Acute pain measurement and management is usually 
straightforward and relies on documenting two outcome 
domains, namely pain intensity and relief post-treat-
ment.– They usually involve unidimensional tools such 

Fig. 1  Majorly used pain assessment tools. APS Abbey Pain Scale, 
BPI Brief Pain Inventory, CAPA Clinically Aligned Pain Assess-
ment, Doloplus After the French investigator who developed the tool, 
FPS Faces Pain Scale, MPI West Haven-Yale Multidimensional Pain 
Inventory, MPQ McGill Pain Questionnaire, MVAS Million’s Visual 
Analogue Scale, NASS-LSO The North American Spine Society 

Lumbar Spine Outcome, NPS Neuropathic Pain Scale, ODI Oswestry 
Disability Index, NRS Numerical Rating Scale, PAINAD Pain Assess-
ment in Advanced Dementia, QBPDS Quebec Back Pain Disability 
Scale, RMDQ Roland Morris Disability Questionnaire, SF-36 Short 
Form-36, VAS/GRS Visual Analogue Scale/Graphic Rating Scale, 
VRS Verbal Rating Scale, WDI Waddell Disability Index

Table 3  Unidimensional pain assessment tools

FPS Faces Pain Scale, NRS Numerical Rating Scale, SF-36 Short Form-36, VAS/GRS Visual Analogue Scale/Graphic Rating Scale, VRS Verbal 
Rating Scale

S. no. Name of tool Description

1. NRS A 0–10/0–20/0–100 scale of pain intensity, where zero and maximum value stand for no pain and highly 
intense pain, respectively

2. VAS/GRS Patients select their level of pain on a 10 cm scale; sometimes with descriptive terms
3. VRS 4–5-point scale with words like “no pain”, “moderate pain”, “severe pain”, etc. SF-36 is a good example
4. FPS Mostly for children and elderly, choices range between a happy face to a face showing extreme pain
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Table 4  Multidimensional tools for adults with and without cognitive impairment, and for adults with neuropathic low back pain

Multidimensional tools for adults (young and elderly) without cognitive impairment

Generic tools LBP-specific tools

BPI [13] 15-item tool
2 domains: pain intensity, pain interference
Short-form BPI for both chronic and acute pain LBP
Valid and reliable in accurately assessing pain

RMDQ-24 [14] 24 questions
 2 Psychosocial
 3 Sleep/rest
 15 Physical functioning
 1 Eating
 2 Home management
 1 back pain frequency
5 min to complete
Questions pertain to pain experienced during various 

activities in and around the house
Most questions include the phrase “because of my back”
Questions:
RMDQ-23/RMDQ-18: derived versions

MPQ [15] New 22-item version by Dworkin et al. [16] that 
includes neuropathic pain

Useful for both chronic and acute pain
SF-MPQ-2: 15 items derived version

ODI [17] 10 items
5 min to complete
Includes questions on pain intensity, sex life, social life, 

and travelling
MPI [18] 52 items, 12 scales

3 parts:
 Pain severity, pain interference,
 Responses
 Household, social activities

QBPDS [19] 20 items
6 major groups
5–10 min to complete
No questions on social life, sex life, and pain intensity

SF-36 [20] 36 items
2 health constructs: PCS, MCS
5–10 min to complete

MVAS [21] 15 questions
3 major domains
 Body functions
 Daily activities
 Social life
5 min to complete
Uses VAS

WDI [22] 9 items
5 min to complete
Items on back-involved activities and social life

NASS-LSO [23] 62 items
5 categories
 Demographic data
 Medical history
 Body functions
 Employment history
 Treatment outcomes
20 min to complete
Pain locating picture to mark the regions of pain

Multidimensional tools for cognitively impaired adults with low back pain

PAINAD [24] 5 items: facial expression, breathing, negative vocalizations, consolability, body language
Range: 0–10
Only few minutes to complete
Endorsed by American Medical Directors Association
Derived from items of FLACC, DS-DAT, and pain experiences of patients and clinical staff

APS [25] 6 items: facial expression, vocalization, physiological change, physical change, change in 
body language, behavioural change

Range: 0–3
Less than a minute to complete
Recommended by British Geriatrics Society and the Australian Pain Society

Doloplus-2 [26] 10 items
5 somatic, 2 psychomotor, 3 psychosocial items
6–12 min to complete
Overall score of 0–30
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as Numerical Rating Scale (NRS), Visual Analogue Scale 
(VAS), Verbal Rating Scale (VRS), and Faces Pain Scale 
(FPS), but multidimensional tools like BPI and SF-MPQ-2 
are also used to assess pain. Acute pain, like chronic pain, 
should be assessed at both rest and movement, but move-
ment-evoked pain assessment is more crucial for acute 
pain as this variety of pain is also a part of post-operative 
recuperative pain. There are certain unvalidated mnemonic 
tools as well, and even though they are unvalidated, they 
are very useful in measuring acute pain [8] (Table 7). 
Apart from these unvalidated tools, there is a new tool 
called Clinically Aligned Pain Assessment (CAPA) that 
is being used successfully for acute pain management. In 
2013, Donaldson and Chapman [8, 64] developed this tool 
for University of Utah Health Care to replace the unidi-
mensional NRS. This tool is now being used primarily in 
the University of Utah Hospital. A total of five domains, 
namely comfort, change in pain, pain control, function-
ing, and sleep are assessed. There is no script to follow or 
boxes to check, and patients and physicians engage in a 
conversation that is later evaluated in a coded manner. In 
a quality improvement study with more than 12,000 pain 
assessment observations, patients opted for CAPA much 
more than NRS [8]. Topham and Drew came up with its 
modified version in 2015 [64]. They used both process 
and outcome measures to understand staff compliance and 
patient satisfaction, respectively. This measure proved to 
be successful in increasing patient and staff satisfaction for 
both the independent research groups [8, 64]. Reliability 
and validity of the tool are not tested as it lacks scoring 
rules.

Comparing the different tools 
for assessment of low back pain

The biggest challenge faced by physicians and nursing staff 
is the ability to capture the severity of chronic pain as most 
often they have to rely on the patient’s memory or descrip-
tion of pain that may not be accurate. When daily diaries of 
pain are to be maintained by the patient, they are usually 

filled up in a hurry just prior to the visit to the doctor. Other 
limitations to capturing pain accurately are factors such as 
lack of education, disability, language barriers, incompre-
hension due to dementia, or simply, the lack of conscious-
ness. Some pain scales can be complex and require training 
to use, while others can be long, making most respondents 
not answer all items in the questionnaire [26, 54]. Elderly 
and cognitively impaired individuals require pain scales 
that are simple, yet comprehensive [56, 57]. Thus arose the 
need to formulate specific scales that are simple, quick, and 
can be used to not only acquire the patient’s input but also 
deliver quality pain management, providing eventual satis-
faction and relief to both the patient and physician. Over the 
years, many tools have been developed for the assessment 
and management of LBP. Evaluating the quality of a tool to 
understand its psychometric properties is very important in 
helping the physician choose the best possible instrument 
to use [43]. In this review, we tried to maintain a level of 
consistency in reviewing all the psychometric properties of 
a tool, but there was a gap in information/research on certain 
parameters.

For the assessment of LBP, functional/disability meas-
ures, pain severity measures, and the measures for the effect 
of pain on social life and general mental health are used 
[9]. Functional measures can be both generic and condition-
specific. Generic measures estimate symptoms related to 
various regions of the body and need not be spine-centric, 
while condition-specific measures assess symptoms specific 
to a disease or condition, for example, LBP. Both generic 
and condition-specific measures are used by physicians and 
patients as functional measures for LBP management [65, 
66]. All LBP-specific measures that we covered in this arti-
cle have been successfully used cross-culturally.

RMDQ and ODI have good content, construct valid-
ity, test–retest reliability, and responsiveness but are good 
at detecting changes over short intervals only [43]. While 
ODI can be used as both a functional measure and for pain 
severity, RMDQ lacks there in being only a good functional 
measure. Evaluation of psychological domains cannot be 
done with RMDQ as certain questions pertaining to the 
areas are lacking. It works well on patients with moderate 

Table 4  (continued)

Multidimensional tools for adults with neuropathic low back pain

NPS [27] 10 items
8 items for pain localization and quality, 2 global items for pain severity and unpleasantness

APS Abbey Pain Scale, BPI Brief Pain Inventory, Doloplus After the French investigator who developed the tool, FLACC  Face, Legs, Activity, 
Cry, Consolability Scale, MPI West Haven-Yale Multidimensional Pain Inventory, MPQ McGill Pain Questionnaire, MVAS Million’s Visual 
Analogue Scale, MCS Mental Component Summary, NASS-LSO The North American Spine Society Lumbar Spine Outcome, NPS Neuropathic 
Pain Scale, ODI Oswestry Disability Index, PCS Physical Component Summary, PAINAD Pain Assessment in Advanced Dementia, QBPDS 
Quebec Back Pain Disability Scale, RMDQ Roland Morris Disability Questionnaire, SF-36 Short Form-36, SF-MPQ-2 Short Form-MPQ-2, 
WDI Waddell Disability Index
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disability, while ODI works well on people with severe dis-
ability of a persistent type [43]. ODI also has questions on 
a patient’s sexual and social life providing a multifaceted 
pain assessment. QBPDS too is a functional tool like RMDQ 
and gauges only disability and sleep without measuring pain 
intensity [9]. It should be used in association with a pain-
measuring unidimensional tool like NRS or VAS/GRS. WDI 
is a simple and short tool with an internal consistency higher 
than that of RMDQ but lower than ODI [40]. It has also 
been shown to detect significant changes in patients after 
a one-month interval post-treatment, but responsiveness 
has not been properly investigated [53]. This tool should be 
used along with other scoring systems for disability, to get a 
complete assessment of pain [9]. The inter-rater reliability 
of MVAS is not to be relied upon as there is little correla-
tion between results of observers [21]. It has good internal 
consistency for all its subscales except body functions which 
is an important aspect for disability caused by LBP. The 
strength of MVAS lies in its VAS scale usage that provides a 
strong unidimensional measure of pain severity. The NASS-
LSO is a tool with which one can easily mark the regions of 
pain on a picture provided to the patient. Though complex 
to use and score, and extremely time-consuming, this tool, 
if used, can provide a very comprehensive picture of pain. 
The strength of this tool lies in its questions focussed on low 
back pain [9, 23].

Among the generic measures reviewed here, all three 
measures, namely BPI, MPI, and MPQ, are strong, reliable, 
and valid tools for LBP. BPI and MPQ are comprehensive 
but time-consuming. BPI is easy to score, while MPI is easy 
to administer. Internal consistency of MPI ranges from ade-
quate to excellent, depending upon the language version used 
and the disease being studied. Construct validity of the tool 
too ranges from acceptable to excellent proving that all items 
being investigated serve the purpose of the tool. All three 
tools have cross-cultural use and show good responsiveness, 
with MPQ being extremely sensitive to detect change due to 
intervention. BPI shows high test–retest ability [28]. MPQ 
has the added advantage of including both nociceptive and 
neuropathic items of sensory pain dimension and is thus 
used for neuropathic LBP too. MPQ, MPI, and BPI are all 
used to assess diverse chronic pain conditions, including 
LBP, but BPI is the only tool that is formally validated for 
LBP, although not chronic LBP [66]. However, certain prob-
lems may arise in using BPI as patients’ answers rely more 
on the disability caused by LBP in the recent past as opposed 
to the pain suffered, in general, during daily activities. In 
addition to this, when asked to fill the questionnaire, there 
may be a bias (patient-related) based on the patient’s ability 
to bear the pain. The former can be overcome by noting the 
findings, in accordance with the questionnaire, after hearing 
the chief complaints of the patient. This prevents wastage of 
time and redundancy in the clinical queries. The latter can Ta
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be solved by blinding the patient to the assessment process 
which helps in getting more honest answers.

SF-36 is a very strong tool for the assessment of general 
health-related quality of life and also as an LBP tool. The 
tool’s bodily pain and physical function correlate well with 
other disability tools, but the mental health subscale results 
are poor [38, 39].

Among the tools for assessing neuropathic pain, NPS 
seems like the only generic tool, apart from SF-MPQ-2, 
that has adequate validation and is widely accepted [27, 
60]. This tool has good internal consistency and test–retest 
values as proven in a study by Rog et al. [60]. Though no 
formal responsiveness has been reported for this tool, and 
more confirmatory work is required on its psychometric 
properties, this tool has proven to be useful for assessment 
of neuropathic pain [27, 60].

Even in patients with dementia, a self-reported pain tool 
should always be the first attempt in order to estimate pain 
severity along with determining the presence or absence of 
pain, but due to the inability to execute the generic and con-
dition-specific tools among these subjects, we must rely on 
observational measures. Among the tools for assessment of 
LBP among elderly or people who are cognitively impaired, 
all three tools have proven to be reliable, but no formal 
responsiveness has been tested for the tools. PAINAD shows 
excellent inter-rater reliabilities during pleasant and unpleas-
ant activities [24] but poor to moderate reliability at rest or 
during movement [55]. It is thus very good at discriminating 
between different conditions like rest, movement, or pleasant 

and unpleasant activities, establishing a good construct 
validity [24, 55]. It shows good correlations with the pain 
and discomfort scale of VAS, and with DS-DAT. Internal 
consistency is poor and does not achieve the accepted limit 
of 0.70 Cronbach’s α, but removing the item “breathing” 
or “negative vocalization” leads to an acceptable internal 
consistency of 0.75 [24]. Doloplus-2 shows high internal 
consistency and inter-rater reliability [57]. Test–retest val-
ues are extremely good, but this tool does not correlate well 
with other tools like PAINAD, VAS, and VRS [26]. APS 
shows good to excellent values for both inter-rater reliability 
and internal consistency, and removing the item “physical 
change” improves the fit of the tool, and thus its construct 
validity [56]. Both APS and Doloplus-2 show high sensitiv-
ity to change after a certain interval or intervention [58]. For 
acute pain assessment, unidimensional tools seem to be the 
norm, though tools like BPI and MPQ are also used consid-
erably. CAPA, even with its limited psychometric data, has 
proven to be reliable, responsive, and most importantly, con-
sistent in providing patient and staff satisfaction, as evident 
from the results of University of Utah Hospital [8, 64]. This 
tool needs to be tested more and across continents to attain 
a better understanding of its quality.

Table 7  Mnemonic tools for 
quick assessment of acute pain

S. no. Name of tool Description References

1. SOCRATES Site: Pain location?
Onset: When did pain start and how quickly did it progress?
Character: Dull, stabbing or sharp pain?
Radiation: Does the pain spread to other body parts?
Associations: Is pain present with other factors like nausea 

or movement difficulty, fever?
Time: Is any pattern followed by the pain?
Exacerbating/relieving factors: is pain worse at rest, move-

ment or with certain basic functions like breathing?
Surgical history: Any previous surgery or interventions?

[8]

2. PQRST P Precipitating factors
Q Quality of pain
R Radiating pain
S Severity of pain
T Temporal factor

[8]

3. QISS-TAPED Q Quality
I Impact
S Site
S Severity
T Temporal characteristics
A Aggravating and alleviating factors
P Past treatment, response and patient preferences
E Expectations and meaning
D Diagnostics and physical examination

[8]
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Conclusion

Every tool reviewed here has its own advantages and limi-
tations. Recommendations would vary depending upon the 
language, disease condition, pain severity, and most of all 
the physician and patient using the tool. However, among 
the LBP-specific tools, RMDQ and ODI seem to be the ones 
most widely accepted and can help in clinical conditions like 
prolapsed intervertebral disc, infective spine, spondylosis, 
and spondylolisthesis. They need to be used in conjunction 
with a HRQoL tool like SF-36 or its derived version SF-12, 
but SF-36 can be used as an independent measure for LBP 
too. Among the generic tools for LBP, even though both 
BPI and MPQ are time-consuming, they have high reliability 
and validity. Our review points to a higher level of proven 
responsiveness for BPI as compared to MPQ. Also, BPI has 
been formally validated for LBP, making it the best generic 
tool for LBP management at present, in our opinion. For 
neuropathic LBP, more intervention studies are required to 
acquire data on the sensitivity of NPS. In the meantime, 
it can be used together with SF-MPQ-2 to get an accurate 
idea of the pain encountered. These neuropathic pain tools 
can evaluate neurological deficits which in turn can help 
to treat the patients conservatively or surgically. PAINAD, 
APS, and Doloplus-2 are all acceptable tools for cognitively 
impaired people and the choice of using one or more rests 
on the physicians. We understand that unidimensional tools, 
SF-MPQ-2 and CAPA, can all be used successfully for acute 
low back pain. Even the non-validated quick assessment 
mnemonic tools may not be irrelevant, as for acute pain, 
quick assessment and quick relief is the fundamental goal. 
Lack of formal validation of a pain tool has not stopped its 
worldwide use and acceptability in daily clinical practice. 
Rather, these mnemonic tools can help in the clinical evalu-
ation of acute pain in orthopaedic diseases like prolapsed 
intervertebral disc, spinal canal stenosis, spondylosis and 
diseases like infective spine and ankylosing spondylitis. 
Finally, physicians and patients need to use the tool that is 
best suited for the specific condition and pain severity.

Acknowledgements We thank Turacoz Healthcare Solutions (www.
turac oz.com), Gurugram, India for writing support.

Compliance with ethical standards 

Conflict of interest The authors declare that they have no conflict of 
interest.

Human and animal rights This article is based on previously conducted 
studies and does not contain any studies with human participants or 
animals performed by any of the authors.

References

 1. Finger ME, Selb M, De Bie R, Escorpizo R (2015) Using the 
international classification of functioning, disability and health 
in physiotherapy in multidisciplinary vocational rehabilitation: a 
case study of low back pain. Physiother Res Int 20(4):231–241. 
https ://doi.org/10.1002/pri.1587

 2. Freburger JK, Holmes GM, Agans RP, Jackman AM, Darter JD, 
Wallace AS, Castel LD, Kalsbeek WD, Carey TS (2009) The 
rising prevalence of chronic low back pain. Arch Intern Med 
169(3):251–258. https ://doi.org/10.1001/archi ntern med.2008.543

 3. Hartvigsen J, Hancock MJ, Kongsted A, Louw Q, Ferreira ML, 
Genevay S, Hoy D, Karppinen J, Pransky G, Sieper J, Smeets 
RJ, Underwood M (2018) What low back pain is and why we 
need to pay attention. Lancet 391(10137):2356–2367. https ://doi.
org/10.1016/s0140 -6736(18)30480 -x

 4. Atlas SJ, Chang Y, Kammann E, Keller RB, Deyo RA, Singer DE 
(2000) Long-term disability and return to work among patients 
who have a herniated lumbar disc: the effect of disability compen-
sation. J Bone Joint Surg Am 82(1):4–15

 5. Hoy D, March L, Brooks P, Blyth F, Woolf A, Bain C, Williams 
G, Smith E, Vos T, Barendregt J, Murray C, Burstein R, Buch-
binder R (2014) The global burden of low back pain: estimates 
from the Global Burden of Disease 2010 study. Ann Rheum Dis 
73(6):968–974. https ://doi.org/10.1136/annrh eumdi s-2013-20442 
8

 6. Jay K, Friborg MK, Sjogaard G, Jakobsen MD, Sundstrup E, 
Brandt M, Andersen LL (2015) The consequence of combined 
pain and stress on work ability in female laboratory techni-
cians: a cross-sectional study. Int J Environ Res Public Health 
12(12):15834–15842. https ://doi.org/10.3390/ijerp h1212 15024 

 7. Caumo W, Ruehlman LS, Karoly P, Sehn F, Vidor LP, Dall-
Agnol L, Chassot M, Torres IL (2013) Cross-cultural adaptation 
and validation of the profile of chronic pain: screen for a Bra-
zilian population. Pain Med 14(1):52–61. https ://doi.org/10.111
1/j.1526-4637.2012.01528 .x

 8. Gordon DB (2015) Acute pain assessment tools: let us move 
beyond simple pain ratings. Curr Opin Anaesthesiol 28(5):565–
569. https ://doi.org/10.1097/aco.00000 00000 00022 5

 9. Longo UG, Loppini M, Denaro L, Maffulli N, Denaro V (2010) 
Rating scales for low back pain. Br Med Bull 94:81–144. https ://
doi.org/10.1093/bmb/ldp05 2

 10. Muller U, Duetz MS, Roeder C, Greenough CG (2004) Condi-
tion-specific outcome measures for low back pain. Part I: valida-
tion. Eur Spine J 13(4):301–313. https ://doi.org/10.1007/s0058 
6-003-0665-1

 11. Turk DC, Dworkin RH, Allen RR, Bellamy N, Brandenburg N, 
Carr DB, Cleeland C, Dionne R, Farrar JT, Galer BS, Hewitt 
DJ, Jadad AR, Katz NP, Kramer LD, Manning DC, McCormick 
CG, McDermott MP, McGrath P, Quessy S, Rappaport BA, 
Robinson JP, Royal MA, Simon L, Stauffer JW, Stein W, Tollett 
J, Witter J (2003) Core outcome domains for chronic pain clini-
cal trials: IMMPACT recommendations. Pain 106(3):337–345

 12. Turk DC, Dworkin RH, Revicki D, Harding G, Burke LB, 
Cella D, Cleeland CS, Cowan P, Farrar JT, Hertz S, Max MB, 
Rappaport BA (2008) Identifying important outcome domains 
for chronic pain clinical trials: an IMMPACT survey of peo-
ple with pain. Pain 137(2):276–285. https ://doi.org/10.1016/j.
pain.2007.09.002

 13. Cleeland CS, Ryan KM (1994) Pain assessment: global use of the 
brief pain inventory. Ann Acad Med Singapore 23(2):129–138

 14. Roland M, Morris R (1983) A study of the natural history of back 
pain. Part I: development of a reliable and sensitive measure of 
disability in low-back pain. Spine (Phila Pa 1976) 8(2):141–144

http://www.turacoz.com
http://www.turacoz.com
https://doi.org/10.1002/pri.1587
https://doi.org/10.1001/archinternmed.2008.543
https://doi.org/10.1016/s0140-6736(18)30480-x
https://doi.org/10.1016/s0140-6736(18)30480-x
https://doi.org/10.1136/annrheumdis-2013-204428
https://doi.org/10.1136/annrheumdis-2013-204428
https://doi.org/10.3390/ijerph121215024
https://doi.org/10.1111/j.1526-4637.2012.01528.x
https://doi.org/10.1111/j.1526-4637.2012.01528.x
https://doi.org/10.1097/aco.0000000000000225
https://doi.org/10.1093/bmb/ldp052
https://doi.org/10.1093/bmb/ldp052
https://doi.org/10.1007/s00586-003-0665-1
https://doi.org/10.1007/s00586-003-0665-1
https://doi.org/10.1016/j.pain.2007.09.002
https://doi.org/10.1016/j.pain.2007.09.002


European Spine Journal 

1 3

 15. Melzack R, Katz J (2001) The McGill pain questionnaire: 
appraisal and current status. Handbook of pain assessment, 2nd 
edn. The Guilford Press, New York, pp 35–52

 16. Dworkin RH, Turk DC, Revicki DA, Harding G, Coyne KS, Pei-
rce-Sandner S, Bhagwat D, Everton D, Burke LB, Cowan P, Farrar 
JT, Hertz S, Max MB, Rappaport BA, Melzack R (2009) Devel-
opment and initial validation of an expanded and revised version 
of the Short-form McGill Pain Questionnaire (SF-MPQ-2). Pain 
144(1–2):35–42. https ://doi.org/10.1016/j.pain.2009.02.007

 17. Fairbank JC, Pynsent PB (2000) The Oswestry disability index. 
Spine (Phila Pa 1976) 25(22):2940–2952 discussion 2952

 18. Kerns RD, Turk DC, Rudy TE (1985) The west haven-yale mul-
tidimensional pain inventory (WHYMPI). Pain 23(4):345–356

 19. Kopec JA, Esdaile JM, Abrahamowicz M, Abenhaim L, Wood-
Dauphinee S, Lamping DL, Williams JI (1995) The Quebec Back 
Pain Disability Scale. Measurement properties. Spine (Phila Pa 
1976) 20(3):341–352

 20. Ware JE Jr, Sherbourne CD (1992) The MOS 36-item short-form 
health survey (SF-36). I. Conceptual framework and item selec-
tion. Med Care 30(6):473–483

 21. Million R, Hall W, Nilsen KH, Baker RD, Jayson MI (1982) 
Assessment of the progress of the back-pain patient 1981 Volvo 
Award in Clinical Science. Spine (Phila Pa 1976) 7(3):204–212

 22. Waddell G, Main CJ (1984) Assessment of severity in low-back 
disorders. Spine (Phila Pa 1976) 9(2):204–208

 23. Daltroy LH, Cats-Baril WL, Katz JN, Fossel AH, Liang MH 
(1996) The North American spine society lumbar spine outcome 
assessment Instrument: reliability and validity tests. Spine (Phila 
Pa 1976) 21(6):741–749

 24. Warden V, Hurley AC, Volicer L (2003) Development and psy-
chometric evaluation of the pain assessment in advanced demen-
tia (PAINAD) scale. J Am Med Dir Assoc 4(1):9–15. https ://doi.
org/10.1097/01.Jam.00000 43422 .31640 .F7

 25. Abbey J, Piller N, De Bellis A, Esterman A, Parker D, Giles L, 
Lowcay B (2004) The Abbey pain scale: a 1-minute numerical 
indicator for people with end-stage dementia. Int J Palliat Nurs 
10(1):6–13. https ://doi.org/10.12968 /ijpn.2004.10.1.12013 

 26. Pautex S, Herrmann FR, Michon A, Giannakopoulos P, Gold G 
(2007) Psychometric properties of the Doloplus-2 observational 
pain assessment scale and comparison to self-assessment in hospi-
talized elderly. Clin J Pain 23(9):774–779. https ://doi.org/10.1097/
AJP.0b013 e3181 54b6e 3

 27. Galer BS, Jensen MP (1997) Development and preliminary vali-
dation of a pain measure specific to neuropathic pain: the neuro-
pathic pain scale. Neurology 48(2):332–338

 28. Erdemoglu AK, Koc R (2013) Brief Pain Inventory score identi-
fying and discriminating neuropathic and nociceptive pain. Acta 
Neurol Scand 128(5):351–358. https ://doi.org/10.1111/ane.12131 

 29. Keller S, Bann CM, Dodd SL, Schein J, Mendoza TR, Cleeland 
CS (2004) Validity of the brief pain inventory for use in docu-
menting the outcomes of patients with noncancer pain. Clin J Pain 
20(5):309–318

 30. Dworkin RH, Turk DC, Trudeau JJ, Benson C, Biondi DM, Katz 
NP, Kim M (2015) Validation of the short-form McGill Pain 
Questionnaire-2 (SF-MPQ-2) in acute low back pain. J Pain 
16(4):357–366. https ://doi.org/10.1016/j.jpain .2015.01.012

 31. Kachooei AR, Ebrahimzadeh MH, Erfani-Sayyar R, Salehi M, 
Salimi E, Razi S (2015) Short Form-McGill Pain Questionnaire-2 
(SF-MPQ-2): a cross-cultural adaptation and validation study of 
the persian version in patients with knee osteoarthritis. Arch Bone 
Jt Surg 3(1):45–50

 32. Strand LI, Ljunggren AE, Bogen B, Ask T, Johnsen TB (2008) 
The Short-Form McGill Pain Questionnaire as an outcome meas-
ure: test–retest reliability and responsiveness to change. Eur J Pain 
12(7):917–925. https ://doi.org/10.1016/j.ejpai n.2007.12.013

 33. Verra ML, Angst F, Staal JB, Brioschi R, Lehmann S, Aeschli-
mann A, de Bie RA (2012) Reliability of the Multidimensional 
Pain Inventory and stability of the MPI classification system in 
chronic back pain. BMC Musculoskelet Disord 13:155. https ://
doi.org/10.1186/1471-2474-13-155

 34. Angst F, Verra ML, Lehmann S, Aeschlimann A (2008) Respon-
siveness of five condition-specific and generic outcome assess-
ment instruments for chronic pain. BMC Med Res Methodol 
8(1):26. https ://doi.org/10.1186/1471-2288-8-26

 35. Cetin AA, Bektas H, Ozdogan M (2016) The west haven yale mul-
tidimensional pain inventory: reliability and validity of the Turk-
ish version in individuals with cancer. Eur J Oncol Nurs 20:1–9. 
https ://doi.org/10.1016/j.ejon.2015.03.007

 36. Busija L, Pausenberger E, Haines TP, Haymes S, Buchbinder R, 
Osborne RH (2011) Adult measures of general health and health-
related quality of life: Medical Outcomes Study Short Form 
36-Item (SF-36) and Short Form 12-Item (SF-12) Health Surveys, 
Nottingham Health Profile (NHP), Sickness Impact Profile (SIP), 
Medical Outcomes Study Short Form 6D (SF-6D), Health Utili-
ties Index Mark 3 (HUI3), Quality of Well-Being Scale (QWB), 
and Assessment of Quality of Life (AQoL). Arthritis Care Res 
(Hoboken) 63(Suppl 11):S383–412. https ://doi.org/10.1002/
acr.20541 

 37. White MK, McCausland KL, Sanchorawala V, Guthrie SD, Bay-
liss MS (2017) Psychometric validation of the SF-36 Health Sur-
vey in light chain amyloidosis: results from community-based and 
clinic-based samples. Patient Relat Outcome Meas 8:157–167. 
https ://doi.org/10.2147/prom.S1468 49

 38. Chiarotto A, Maxwell LJ, Terwee CB, Wells GA, Tugwell P, 
Ostelo RW (2016) Roland–Morris Disability Questionnaire 
and Oswestry Disability Index: which has better measurement 
properties for measuring physical functioning in nonspecific 
low back pain? systematic review and meta-analysis. Phys Ther 
96(10):1620–1637. https ://doi.org/10.2522/ptj.20150 420

 39. Hicks GE, Manal TJ (2009) Psychometric properties of commonly 
used low back disability questionnaires: are they useful for older 
adults with low back pain? Pain Med 10(1):85–94. https ://doi.org
/10.1111/j.1526-4637.2008.00548 .x

 40. Davidson M, Keating JL (2002) A comparison of five low back 
disability questionnaires: reliability and responsiveness. Phys Ther 
82(1):8–24

 41. Stratford PW, Binkley J, Solomon P, Finch E, Gill C, Moreland J 
(1996) Defining the minimum level of detectable change for the 
Roland-Morris questionnaire. Phys Ther 76(4):359–365 (discus-
sion 366–358)

 42. Payares K, Lugo LH, Restrepo A (2015) Validation of the Roland 
Morris Questionnaire in Colombia to evaluate disability in low 
back pain. Spine (Phila Pa 1976) 40(14):1108–1114. https ://doi.
org/10.1097/brs.00000 00000 00096 3

 43. Roland M, Fairbank J (2000) The Roland–Morris disability 
questionnaire and the Oswestry disability questionnaire. Spine 
(Phila Pa 1976) 25(24):3115–3124

 44. Kopec JA, Esdaile JM (1995) Functional disability scales for 
back pain. Spine (Phila Pa 1976) 20(17):1943–1949

 45. Reneman MF, Jorritsma W, Schellekens JM, Goeken LN (2002) 
Concurrent validity of questionnaire and performance-based 
disability measurements in patients with chronic nonspecific 
low back pain. J Occup Rehabil 12(3):119–129

 46. Monticone M, Baiardi P, Vanti C, Ferrari S, Pillastrini P, Mug-
nai R, Foti C (2012) Responsiveness of the Oswestry Disability 
Index and the Roland Morris Disability Questionnaire in Italian 
subjects with sub-acute and chronic low back pain. Eur Spine J 
21(1):122–129. https ://doi.org/10.1007/s0058 6-011-1959-3

 47. Müller U, Röder C, Greenough CG (2006) Back related outcome 
assessment instruments. Eur Spine J 15(Suppl 1):S25–S31. https 
://doi.org/10.1007/s0058 6-005-1054-8

https://doi.org/10.1016/j.pain.2009.02.007
https://doi.org/10.1097/01.Jam.0000043422.31640.F7
https://doi.org/10.1097/01.Jam.0000043422.31640.F7
https://doi.org/10.12968/ijpn.2004.10.1.12013
https://doi.org/10.1097/AJP.0b013e318154b6e3
https://doi.org/10.1097/AJP.0b013e318154b6e3
https://doi.org/10.1111/ane.12131
https://doi.org/10.1016/j.jpain.2015.01.012
https://doi.org/10.1016/j.ejpain.2007.12.013
https://doi.org/10.1186/1471-2474-13-155
https://doi.org/10.1186/1471-2474-13-155
https://doi.org/10.1186/1471-2288-8-26
https://doi.org/10.1016/j.ejon.2015.03.007
https://doi.org/10.1002/acr.20541
https://doi.org/10.1002/acr.20541
https://doi.org/10.2147/prom.S146849
https://doi.org/10.2522/ptj.20150420
https://doi.org/10.1111/j.1526-4637.2008.00548.x
https://doi.org/10.1111/j.1526-4637.2008.00548.x
https://doi.org/10.1097/brs.0000000000000963
https://doi.org/10.1097/brs.0000000000000963
https://doi.org/10.1007/s00586-011-1959-3
https://doi.org/10.1007/s00586-005-1054-8
https://doi.org/10.1007/s00586-005-1054-8


 European Spine Journal

1 3

 48. Fairbank JC, Couper J, Davies JB, O’Brien JP (1980) The 
Oswestry low back pain disability questionnaire. Physiotherapy 
66(8):271–273

 49. Payares K, Lugo LH, Morales V, Londono A (2011) Validation 
in Colombia of the Oswestry disability questionnaire in patients 
with low back pain. Spine 36(26):E1730–E1735. https ://doi.
org/10.1097/brs.0b013 e3182 19d18 4

 50. Akbari H, Ghasemi M, Yegani T, Fesharaki MG, Saraei M, 
Barsam Y, Akbari H (2018) Million Visual Analogue Scale 
Questionnaire: validation of the Persian Version. Asian Spine 
J. https ://doi.org/10.31616 /asj.2018.0223

 51. Alaranta H, Rytokoski U, Rissanen A, Talo S, Ronnemaa T, 
Puukka P, Karppi SL, Videman T, Kallio V, Slatis P (1994) 
Intensive physical and psychosocial training program for 
patients with chronic low back pain. A controlled clinical trial. 
Spine (Phila Pa 1976) 19(12):1339–1349

 52. Anagnostis C, Mayer TG, Gatchel RJ, Proctor TJ (2003) The 
million visual analog scale: its utility for predicting tertiary 
rehabilitation outcomes. Spine (Phila Pa 1976) 28(10):1051–
1060. https ://doi.org/10.1097/01.brs.00000 61989 .94487 .9b

 53. Ruta DA, Garratt AM, Wardlaw D, Russell IT (1994) Develop-
ing a valid and reliable measure of health outcome for patients 
with low back pain. Spine (Phila Pa 1976) 19(17):1887–1896

 54. Sarasqueta C, Gabaldon O, Iza I, Béland F, Paz PM (2005) 
Cross-cultural adaptation and validation of the NASS outcomes 
instrument in Spanish patients with low back pain. Eur Spine J 
14(6):586–594. https ://doi.org/10.1007/s0058 6-004-0871-5

 55. Ersek M, Herr K, Neradilek MB, Buck HG, Black B (2010) Com-
paring the psychometric properties of the checklist of nonverbal 
pain behaviors (CNPI) and the pain assessment in advanced 
dementia (PAIN-AD) instruments. Pain Med 11(3):395–404. 
https ://doi.org/10.1111/j.1526-4637.2009.00787 .x

 56. Liu JY, Briggs M, Closs SJ (2010) The psychometric qualities 
of four observational pain tools (OPTs) for the assessment of 
pain in elderly people with osteoarthritic pain. J Pain Symptom 
Manag 40(4):582–598. https ://doi.org/10.1016/j.jpain symma 
n.2010.02.022

 57. Neville C, Ostini R (2014) A psychometric evaluation of three 
pain rating scales for people with moderate to severe demen-
tia. Pain Manag Nurs 15(4):798–806. https ://doi.org/10.1016/j.
pmn.2013.08.001

 58. Gregersen M, Melin AS, Nygaard IS, Nielsen CH, Beedholm-
Ebsen M (2016) Reliability of the Danish Abbey Pain Scale 

in severely demented and non-communicative older patients. 
Int J Palliat Nurs 22(10):482–488. https ://doi.org/10.12968 /
ijpn.2016.22.10.482

 59. Monacelli F, Vasile Nurse A, Odetti P, Traverso N (2013) 
Doloplus-2 pain assessment: an effective tool in patients over 
85 years with advanced dementia and persistent pain. Clin Ter 
164(1):e23–25. https ://doi.org/10.7417/ct.2013.1516

 60. Rog DJ, Nurmikko TJ, Friede T, Young CA (2007) Validation and 
reliability of the neuropathic pain scale (NPS) in multiple sclero-
sis. Clin J Pain 23(6):473–481. https ://doi.org/10.1097/AJP.0b013 
e3180 5d0c5 d

 61. Riddle DL, Lee KT, Stratford PW (2001) Use of SF-36 and SF-12 
health status measures: a quantitative comparison for groups ver-
sus individual patients. Med Care 39(8):867–878

 62. Hupli M, Heinonen R, Vanharanta H (1997) Height changes 
among chronic low back pain patients during intense physical 
exercise. Scand J Med Sci Sports 7(1):32–37

 63. Nordin M, Skovron ML, Hiebert R, Weiser S, Brisson PM, 
Campello M, Harwood K, Crane M, Lewis S (1997) Early pre-
dictors of delayed return to work in patients with low back pain. 
J Musculoskelet Pain 5(2):5–27

 64. Topham D, Drew D (2017) Quality improvement project: replac-
ing the numeric rating scale with a clinically aligned pain assess-
ment (CAPA) tool. Pain Manag Nurs 18(6):363–371. https ://doi.
org/10.1016/j.pmn.2017.07.001

 65. Chapman JR, Norvell DC, Hermsmeyer JT, Bransford RJ, DeVine 
J, McGirt MJ, Lee MJ (2011) Evaluating common outcomes for 
measuring treatment success for chronic low back pain. Spine 
(Phila Pa 1976) 36(21 Suppl):S54–S68. https ://doi.org/10.1097/
brs.0b013 e3182 2ef74 d

 66. Ramasamy A, Martin ML, Blum SI, Liedgens H, Argoff C, Frey-
nhagen R, Wallace M, McCarrier KP, Bushnell DM, Hatley NV, 
Patrick DL (2017) Assessment of patient-reported outcome instru-
ments to assess chronic low back pain. Pain Med 18(6):1098–
1110. https ://doi.org/10.1093/pm/pnw35 7

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1097/brs.0b013e318219d184
https://doi.org/10.1097/brs.0b013e318219d184
https://doi.org/10.31616/asj.2018.0223
https://doi.org/10.1097/01.brs.0000061989.94487.9b
https://doi.org/10.1007/s00586-004-0871-5
https://doi.org/10.1111/j.1526-4637.2009.00787.x
https://doi.org/10.1016/j.jpainsymman.2010.02.022
https://doi.org/10.1016/j.jpainsymman.2010.02.022
https://doi.org/10.1016/j.pmn.2013.08.001
https://doi.org/10.1016/j.pmn.2013.08.001
https://doi.org/10.12968/ijpn.2016.22.10.482
https://doi.org/10.12968/ijpn.2016.22.10.482
https://doi.org/10.7417/ct.2013.1516
https://doi.org/10.1097/AJP.0b013e31805d0c5d
https://doi.org/10.1097/AJP.0b013e31805d0c5d
https://doi.org/10.1016/j.pmn.2017.07.001
https://doi.org/10.1016/j.pmn.2017.07.001
https://doi.org/10.1097/brs.0b013e31822ef74d
https://doi.org/10.1097/brs.0b013e31822ef74d
https://doi.org/10.1093/pm/pnw357

	Low back pain: critical assessment of various scales
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 
	Graphic abstract

	Introduction
	Search strategy
	Toolsscales for measurement of chronic and acute pain
	Chronic low back pain tools
	Acute low back pain tools

	Comparing the different tools for assessment of low back pain
	Conclusion
	Acknowledgements 
	References




