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International Spinal Cord Injury Pain Classification:
part I. Background and description

TN Bryce1, F Biering-Sørensen2, NB Finnerup3, DD Cardenas4, R Defrin5, T Lundeberg6, C Norrbrink7,
JS Richards8, P Siddall9, T Stripling10, R-D Treede11, SG Waxman12,13, E Widerström-Noga14, RP Yezierski15

and M Dijkers1

Study design: Discussion of issues and development of consensus.
Objective: Present the background, purpose, development process, format and definitions of the International Spinal Cord Injury Pain
(ISCIP) Classification.
Methods: An international group of spinal cord injury (SCI) and pain experts deliberated over 2 days, and then via e-mail
communication developed a consensus classification of pain after SCI. The classification was reviewed by members of several
professional organizations and their feedback was incorporated. The classification then underwent validation by an international group
of clinicians with minimal exposure to the classification, using case study vignettes. Based upon the results of this study, further
revisions were made to the ISCIP Classification.
Results: An overall structure and terminology has been developed and partially validated as a merger of and improvement on
previously published SCI pain classifications, combined with basic definitions proposed by the International Association for the Study
of Pain and pain characteristics described in published empiric studies of pain. The classification is designed to be comprehensive and
to include pains that are directly related to the SCI pathology as well as pains that are common after SCI but are not necessarily
mechanistically related to the SCI itself.
Conclusions: The format and definitions presented should help experienced and non-experienced clinicians as well as clinical
researchers classify pain after SCI.
Spinal Cord (2012) 50, 413–417; doi:10.1038/sc.2011.156; published online 20 December 2011
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INTRODUCTION

The purpose of the International Spinal Cord Injury Pain (ISCIP)
Classification is to offer a method for classifying pain reported by
persons with spinal cord injury (SCI), where pain is defined as an
unpleasant sensory and emotional experience associated with actual or
potential tissue damage or described in terms of such damage.1

Although there is consensus in the medical community that pain
after SCI is common, there has historically been no consensus on how
to define and classify it. This has led to an ever-increasing number
(over 29 by 2002) of different classification schemes reported in the
literature.2 As classifications are built upon definitions, and preva-
lences of pain types are calculated based upon identified defined pain
types, it should not be surprising that there are widely varying
estimates of the prevalence of various types of pain after SCI. For
example, the prevalence of visceral pain has been estimated to be in
the range from 5 to 34%,3–5 whereas the prevalence of neuropathic

pain thought to be due to spinal cord damage and experienced below
the level of injury has been estimated to be anywhere from 14 to
40%.4–7

Some of the variance in the reported prevalences is presumably due
to methodological aspects of study design, for example, the time that
has elapsed since injury at the point when a question on the presence
of pain is asked, the threshold of intensity or discomfort at which pain
or severe pain is defined, and questionnaire response rates or skewed
population sampling. Estimates of the overall prevalence of pain after
SCI range from 25 to 96%,8 whereas for severe pain, the prevalence
ranges from 30 to 51%.9 However, a key problematic aspect is the lack
of consistent definitions of SCI pain categories, which makes compar-
isons between studies difficult even if the other aspects of the design
are controlled for.9 This is most evident in differentiating between
subtypes of pain of somewhat similar presentation, for example,
visceral pain and neuropathic abdominal pain or pain due to nerve
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root damage and neuropathic pain related to spinal cord damage
occurring at the level of injury. Other entities that may cause confusion
include neuropathic pains related to spinal cord damage with asso-
ciated autonomic features, which may mimic complex regional pain
syndrome or secondary effects of an initial injury, for example, root
injury leading to myofascial pain in an affected myotome.
Complicating matters even further, the literature is replete with

different labels presumably identifying the same entities. Neuropathic
pain thought to be due to damage to the spinal cord and presenting
topographically in the dermatomes adjacent to the damaged segments
has been variously called end-zone pain, lesional hyperesthesia, at-level
central pain, segmental pain and at-level spinal cord pain. Neuropathic
pain thought to be due to damage to the spinal cord and presenting
topographically in the dermatomes below the damaged segments has
been variously called spinal cord pain, phantom pain, diffuse pain,
central remote pain, deafferentation pain, below level central pain and
SCI pain.5,10–15

Such a confusion of number and nature of pain subtypes, and terms
used, obviously impedes communication between clinicians, research-
ers and others. The authors agreed that it would be worthwhile to
create a consensus classification based on international input and
state-of-the-art basic and clinical scholarship. This paper describes the
background, purpose, development process, format and definitions of
the ISCIP Classification.

METHODS
An international group of clinicians and researchers was convened on 6 and 7

March 2009 in London, UK, to consider the development of a consensus SCI

pain classification. Their purpose was to replace the various existing classifica-

tions with one that was based on state-of-the-art science, simple and potentially

acceptable as the consensus taxonomy by all interested in treating and/or

studying SCI pain.

The 15 members (all coauthors of this paper) of the ISCIP Classification

group were invited by the first author because they had written about SCI pain

and SCI pain taxonomies in the last decade, or were clinician representatives of

the major world pain or SCI organizations, and were expected to be able to

make a meaningful contribution to the development of a consensus classifica-

tion. The expertise represented by the members, who hailed from six countries:

Australia, Denmark, Israel, Germany, Sweden and the United States, included

basic SCI pain research, clinical SCI pain research, SCI clinical care, physical

therapy, psychology, SCI consumer advocacy, anesthesiology, neurology, and

physical medicine and rehabilitation.

At the London meeting, the most prominent existing pain and SCI pain

classification schemes were discussed, as well as the potential for integrating

them into a useful consensus scheme that was simple, feasible, and in line with

state-of-the-art thinking and research on the etiology of pain. Over the next

year, the panel developed a draft classification based upon some of the major

and more recent previously proposed classifications, using the electronic

exchange of successive drafts.5,9,14,16 The final draft was sent out for review

by all of the major SCI and pain organizations, including: the American Spinal

Injury Association (ASIA), the American Pain Society, the International

Association for the Study of Pain (IASP), the International Spinal Cord Society

(ISCoS), and the Academy of Spinal Cord Injury Professionals. All the

organizations gave written feedback, which was reviewed by the group and

incorporated as appropriate into a revised classification (see Figure 1).

The classification was then tested for utility and reliability using a process

whereby 75 different clinical vignettes (brief case histories of hypothetical

individuals with SCI pain), incorporated into a survey, were distributed to a

random sample of members of ASIA and ISCoS. For each vignette, these

Figure 1 International Spinal Cord Injury Pain (ISCIP) Classification.
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clinicians were asked to classify the pain described. The correct classification

with which their answers were compared was that made by a consensus of three

panel members. The overall correctness in determining the pain type, when

calculated using strict criteria, was 68%. For some specific subtypes, it was

higher (for example, musculoskeletal pain: 84%) while for others it was lower

(for example, neuropathic at-level SCI pain: 57%).17 Based upon analysis of

misclassifications, several of the definitions and descriptions of pain types

within the ISCIP Classification manual were revised. This was done to clarify

the characterization of certain subtypes of pain and to further emphasize

specific definitions which have changed over time (such as the IASP definition

of neuropathic pain18) or may not be all that intuitive at first glance.

RESULTS

Format and definitions of the ISCIP Classification
The classification organizes SCI pains hierarchically into three tiers
(see Figure 1):

� The first tier (Tier 1) includes the types of nociceptive pain,
neuropathic pain, other pain, and unknown pain.

� The second tier (Tier 2) includes for the neuropathic and noci-
ceptive categories various subtypes of pains identified in previous
SCI pain classifications.5,9,14,16

� The third tier (Tier 3) is used to specify the primary pain source at
the organ level as well as the pathology, if either is known. For the
other pain category, this tier is used to specify distinct recognized
pain entities or syndromes which do not fulfill the criteria for
nociceptive or neuropathic pain.

The instructions for classifying the pain or pains reported by an
individual are as follows.
Classify each pain separately, by checking on the Figure 1 form or its

equivalent only one box in each of the first two tiers, if known, and if a
checkbox is provided. Next, for the third tier, specify the primary pain
source at the organ level as well as the pathology, if either is known. For
those pain syndromes or entities that do not fulfill the criteria for
nociceptive or neuropathic pain as described below, state the specific
entity or syndrome in tier 3. If a pain seems to have both nociceptive
and neuropathic characteristics and is not a pain that would be
considered an other pain (see below), if possible separate it into its
component etiologies. If pain subtype cannot be determined, for
example, it is unknown whether a neuropathic pain felt at the level of
injury is due to a spinal cord or root injury or due to a thoracotomy the
pain is only classified in Tier 1 (in this example as neuropathic pain).
Neuropathic pain directly attributable to SCI should be described in

relation to the neurological and not the skeletal (bony) level of injury.
The neurological level of injury (NLI) is defined by the International
Standards for the Neurological Classification of Spinal Cord Injury as
the most caudal dermatome with normal sensation for both pinprick
and light touch or the myotome with normal motor function. As this
may differ between the two sides of the body, the most caudal level
with normal sensation or motor function is used.19 These pains may
occur in persons with either complete or incomplete injuries as
defined by the International Standards.

Nociceptive pain types
The proposed nomenclature of the IASP defines nociceptive pain as
pain arising from activation of nociceptors, where a nociceptor is
defined as a peripheral nerve ending or a sensory receptor that is
capable of transducing and encoding noxious stimuli.1

Musculoskeletal (nociceptive) pain refers to pain occurring in a
region where there is at least some preserved sensation, and that
is, believed to be arising from nociceptors within musculoskeletal

structures (muscles, tendons, ligaments, joints, bones). It may occur at
any location where there are musculoskeletal structures, including
areas below the NLI. The presence ofMusculoskeletal pain is suggested
by one or more of the following:

� The pain is increased/decreased or otherwise changed by move-
ment or a change in position

� Tenderness of musculoskeletal structures on palpation
� Evidence of skeletal pathology on imaging, that is, consistent with

the pain presentation
� Endorsement of the pain descriptors ‘dull’ or ‘aching’
� Response of the pain to anti-inflammatory or opioid medications.

Although neuropathic pain (see below) can respond to opioids,
nociceptive pain is typically more responsive.

Examples include: pain resulting from joint arthritis, spinal fractures,
muscle injury, rotator cuff tendinopathy and muscle spasms.5,9,14,16

Failure to find evidence of musculoskeletal pathology underlying
pain, that is, located at or below the NLI or failure of the pain to
respond to treatment directed at such pathology may indicate the
presence of at-level SCI (neuropathic) pain or below-level SCI
(neuropathic) pain (see below).
Visceral (nociceptive) pain refers to pain located (usually) in the

thorax, abdomen or pelvis, which is believed to be primarily generated
in visceral structures. The presence of Visceral pain is suggested by one
or more of the following:

� A temporal relationship to food intake or visceral functions (for
example, constipation)

� Tenderness of visceral structures on palpation of the abdomen
� Evidence of visceral pathology, on imaging or other testing, that is

consistent with the pain presentation
� Endorsement of one or more of the following pain descriptors:

‘cramping’, ‘dull’ or ‘tender’
� Associated nausea and sweating

Examples include: pain resulting from constipation, urinary tract
infection, ureteral calculus, bowel impaction, cholecystitis and myo-
cardial infarction.3,5,9,14,16

If pain is localized to the thorax, abdomen or pelvis but there is no
relation of this pain to any visceral function and there is no evidence of
visceral pathology, at-level SCI (neuropathic) pain or below-level
(neuropathic) SCI pain should be considered as the cause. For
example, a pain of a constant duration appreciated in the genital or
sacral region, without there being evidence of visceral or other
nociceptive pathology, should be classified as either as at-level or
below-level SCI (neuropathic) pain, depending on the NLI, and not as
visceral pain. On the other hand, if pain in the abdominal region
develops many years after the SCI, which it does in many instances14,15

it may suggest that even though a visceral pathology cannot be
demonstrated it may be related to constipation or other visceral
pathology, rather than being considered a neuropathic pain.
Other (nociceptive) pain refers to nociceptive pains that do not fall

into the musculoskeletal or visceral categories. These pains may be
indirectly related to the SCI (for example, pain from pressure sores
and autonomic dysreflexia headache) or may be unrelated to SCI (for
example, migraine).9

Neuropathic pain types
IASP now defines neuropathic pain as pain caused by a lesion or
disease of the somatosensory nervous system.18
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At-level SCI (neuropathic) pain refers to neuropathic pain that is
experienced when a lesion or disease of a nerve root or the spinal cord
is presumed to be the cause of pain. It is perceived in a segmental
pattern anywhere within the dermatome of the NLI and/or within the
three dermatomes below this level and not in any lower dermatomes,
unless the pain is thought to be caused by damage to the cauda
equina, in which case it may be perceived in lower dermatomes
(extending below three dermatomes below the NLI). If the pain is
found in one or more dermatomes at or below the NLI, but extends to
one dermatome above the NLI, it still can be classified as at-level
neuropathic pain. If there is no evidence of injury to the cauda equina
or caudal nerve roots, any pain that is experienced within three
dermatomes of the NLI and that also is experienced below three levels
below the NLI should not be described as at-level pain. A necessary
condition for classifying a pain as at-level SCI pain is that a lesion or
disease must affect the spinal cord or nerve roots and that the pain is
believed to arise as a result of this damage. The pain may be unilateral
or bilateral. Neuropathic pain that occurs in this distribution and that
cannot be attributed to spinal cord or nerve root damage should be
classified as other (neuropathic) pain.
At-level SCI pain may arise from pathology in two different sites,

which are often difficult to tell apart (1) the spinal cord, where the
insult is to the central somatosensory system; and (2) the nerve roots,
where the insult is to the peripheral somatosensory system. The
presence of at-level SCI pain is suggested by characteristics such
as:4,5,9,16,20,21

� Sensory deficits within the pain distribution
� Allodynia or hyperalgesia within the pain distribution
� Endorsement of one or more of the following pain descriptors:

‘hot-burning’, ‘tingling’, ‘pricking’, ‘pins and needles’, ‘sharp’,
‘shooting’, ‘squeezing’, ‘painful cold’ and ‘electric shock-like’

Pain occurring in a segmental pattern as described above, which is
thought to be due to syringomyelia, should be classified as at-level SCI
pain or, more specifically (using tier 3 entries), at-level SCI pain due
to/associated with syringomyelia. Note that the current NLI often is
higher than the original NLI in patients who develop syringomyelia
following a SCI.
Below-level SCI (neuropathic) pain refers to neuropathic pain that is

perceived more than three dermatomes below the dermatome of the
NLI; it may extend up to the dermatome representing the NLI and the
three dermatomes below the NLI. A necessary condition for classifying
a pain as below-level SCI pain is that a lesion or disease must affect the
spinal cord and that the pain is believed to arise as a result of this
damage. Neuropathic pain that occurs in this distribution and that
cannot be attributed to the spinal cord damage should be classified as
other (neuropathic) pain. The presence of below-level SCI pain is
suggested by characteristics such as:4,5,9,16, 20–22

� Sensory deficits within the pain distribution
� Allodynia or hyperalgesia within the pain distribution (for persons

with incomplete injury)
� Endorsement of one or more of the following pain descriptors:

‘hot-burning’, ‘tingling’, ‘pricking’, ‘pins and needles’, ‘sharp’,
‘shooting’, ‘squeezing’, ‘painful cold’ and ‘electric shock-like’

Below-level SCI pain can occur in persons with complete injuries and
in those with incomplete injuries. Neuropathic pain associated with
cauda equina damage is radicular in nature, and therefore defined as
at-level SCI (neuropathic) pain, regardless of distribution. If the pain

is present in the region below three dermatomes below the NLI that
extends to the at-level region, the pain is classified as below-level SCI
(neuropathic) pain unless the person is able to distinguish a separate
at-level (neuropathic) component. If two separate pains are distin-
guishable within the at-level region, of which only one extends below
three dermatomes below the NLI, two pain types, that is, at-level
(neuropathic) and below-level (neuropathic) must be classified and
documented.
Other (neuropathic) pain refers to neuropathic pain that is present

above, at or below the NLI but pathologically is not related to the
SCI. Examples include postherpetic neuralgia, pain associated with
diabetic neuropathy or a compressive mononeuropathy such as
carpal tunnel syndrome, central post-stroke pain, pain from lumbar
radiculopathy in someone with incomplete tetraplegia and pain
related to a multiple sclerosis spinal cord lesion unrelated to the
primary SCI.9,16 Pain that occurs at or below the NLI but is clearly
attributable to nerve root avulsion should also be classified as other
(neuropathic) pain.

Other pain types
Other pain is defined as pain that occurs when there is no identifiable
noxious stimulus nor any detectable inflammation or damage to the
nervous system responsible for the pain. It is unclear what causes the
pain to develop or persist. This type of pain has been also described as
dysfunctional pain.23 Examples of Other pain include: Complex
Regional Pain Syndrome type I, interstitial cystitis pain, irritable
bowel syndrome pain and fibromyalgia.
Other pain should only be chosen for pains that are thought to be

unrelated to the underlying SCI, both temporally and mechanistically.
This category should not be used, for instance, to characterize pain
that appears soon after SCI with neuropathic and nociceptive qualities
and associated profound autonomic changes localized to the level of
injury. This latter example could be coded as at-level (neuropathic)
SCI pain with an additional comment that the pain is associated with
autonomic features. The nociceptive component should be coded
separately as nociceptive pain.

Unknown pain types
Unknown pain refers to types of pain that cannot be assigned with any
degree of certainty to any of the above categories. Unknown pain
refers only to pain of unknown etiology and not to pain of seemingly
mixed etiology, that is, pains with both nociceptive and neuropathic
qualities, nor to defined pain syndromes of unknown etiology, like
fibromyalgia. For pains that seem to have both nociceptive and
neuropathic qualities the two components should be classified sepa-
rately using the appropriate nociceptive, neuropathic or other sub-
types. Defined pain syndromes of unknown etiology (for example,
fibromyalgia) should be coded as ‘Other pain and not Unknown pain’.

Miscellaneous points
Specification of the anatomic location where each pain is perceived,
pain severity, temporal pattern of pain presence and pain interference,
while not specifically part of the classification, is also recommended to
be included in any comprehensive evaluation of pain in persons with
SCI. The International SCI Pain Basic Data Set offers a standard listing
of pain sites, as well as coding schemes for these other characterizing
features.24

Dysesthesias, defined by the IASP as unpleasant abnormal sponta-
neous or evoked sensations, should only be classified if they are said to
be painful by the person experiencing such sensations.25
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DISCUSSION AND CONCLUSIONS

The development of a consensus classification is an imperative step to
developing effective treatments of pain in persons with SCI. Pain that
is not classified correctly cannot be assessed and treated appropriately,
and cannot be communicated between clinicians and researchers. The
ISCIP Classification offers considerable detail for recording pain types,
whether neuropathic, nociceptive, neither or unknown. The ISCIP
Classification, targeted to both the experienced and non-experienced
clinician as well as the clinical researcher, is designed to be compre-
hensive and to include pains that are directly related to the SCI and
pains that are common after SCI but are not necessarily mechan-
istically related to the SCI itself. The authors look forward to
comments as well as efforts to use the classification in clinical service
and research.
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