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Abstract 

Background:  Although it has been suggested that lumbar disc degeneration (LDD) is a significant risk factor for low 
back pain (LBP), its role remains uncertain. Our objective was to clarify the association between LDD and LBP and 
whether mental distress modifies the association.

Methods:  Participants of a birth cohort underwent 1.5-T lumbar magnetic resonance imaging at the age of 47. The 
association between the sum score of LDD (Pfirrmann classification, range 0–15) and LBP (categorized into “no pain”, 
“mild-to-moderate pain”, “bothersome-and-frequent pain”) was assessed using logistic regression analysis, with sex, 
smoking, body mass index, physical activity, occupational exposure, education, and presence of Modic changes and 
disc herniations as confounders. The modifying role of mental distress (according to the Hopkins Symptom Check 
List-25 [HSCL-25], the Beck Depression Inventory and the Generalized Anxiety Disorder Scale) in the association was 
analyzed using linear regression.

Results:  Of the study population (n = 1505), 15.2% had bothersome and frequent LBP, and 29.0% had no LBP. A 
higher LDD sum score increased the odds of belonging to the “mild-to-moderate pain” category (adjusted OR cor-
responding to an increase of one point in the LDD sum score 1.11, 95% CI 1.04–1.18, P = 0.003) and the “bothersome-
and-frequent pain” category (adjusted OR 1.20, 95% CI 1.10–1.31, P < 0.001), relative to the “no pain” category. Mental 
distress significantly modified the association between LDD and LBP, as a linear positive association was consist-
ently observed among individuals without mental distress according to HSCL-25 (adjusted B 0.16, 95% CI 0.07–0.26, 
P < 0.001), but not among individuals with higher mental distress.

Conclusions:  LDD was significantly associated with both mild-to-moderate and bothersome-and-frequent LBP. How-
ever, the co-occurrence of mental distress diminished the association between LDD and LBP bothersomeness. Our 
results strongly suggest that mental symptoms affect the pain experience.

Keywords:  Lumbar disc degeneration, Low back pain, Magnetic resonance imaging, Back-related functional 
limitation, Mental distress, Prevalence, Finland, Cohort studies
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Background
Low back pain (LBP) is a common health problem and 
causes more disability than any other health problem 
worldwide [1–3]. The prevalence of disabling LBP grew 
significantly between 1990 and 2015 [3], and LBP-related 
disability and economic burden are expected to further 
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increase in the decades to come [3]. Although LBP has 
a few specific causes such as vertebral fracture, malig-
nancy or infection, approximately 90% of LBP is con-
sidered nonspecific, i.e., the cause of pain cannot be 
identified [3, 4].

Lumbar disc degeneration (LDD) is very prevalent 
among middle-aged populations [5]. Evidence from 
twin [5, 6] and cohort studies [7–13] suggest that LDD 
is a significant risk factor for LBP. However, there are 
also several studies that have not found evidence for an 
association between LDD and LBP [14, 15]. Further-
more, radiological features of LDD are also frequent 
among asymptomatic individuals [16, 17], and presence 
of LDD appears not to predict future LBP [15, 18]. These 
contradicting findings on the association between LDD 
and LBP perplex clinicians evaluating the source of pain 
among their patients as they cannot be sure of the source 
of pain among their patients with LDD and LBP.

The presence and severity of LBP are closely related 
to a wide range of biophysical, psychological, and social 
elements [3]. Importantly, it has been suggested that psy-
chosocial factors, such as symptoms of depression and 
anxiety, contribute to the chronification of pain [3, 19, 
20]. Pain can persist even if the original tissue source of 
pain has healed [21].

In the vast majority of the people the cause of back 
pain is unknown and disability caused by LBP is high in 
working age groups [3]. Many studies have shown the 
association between LDD and LBP [5, 6]. However, it has 
been suggested that the LBP experience is not necessar-
ily explained purely by structural findings such as LDD in 
MRI [15]. It is important to gain more knowledge of the 
factors that are associated with nonspecific LBP. Mental 
distress is suggested to increase the risk of disabling LBP 
[3]. However, the role of mental distress in the associa-
tion between LDD and LBP has been poorly studied. We 
speculate that the contradicting findings of previous stud-
ies on the role of LDD in LBP could be partly explained 
by the modifying role of mental distress. From a clinical 
perspective it would be essential to know whether mental 
distress, as revealed by a questionnaire, may be involved 
in the association between LDD and LBP. This knowledge 
could then be used to achieve a treatment strategy that 
leads to a successful outcome.

Methods
Aims
Our aims were to evaluate the association between LDD 
and LBP, and clarify whether mental distress modifies 
the association between LDD and the bothersomeness of 
LBP among individuals with pain, in a large unselected 
general population sample of Northern Finns who had 

undergone magnetic resonance imaging (MRI) of the 
lumbar spine in midlife.

Study design
A retrospective cross-sectional study using prospectively 
collected data.

Study sample
The Northern Finland Birth Cohort 1966 (NFBC1966) 
is a prospective longitudinal population-based cohort 
study (n  = 12 058 live births) comprising inhabitants 
of the two northernmost provinces of Finland (Oulu 
and Lapland). Pregnant women whose expected date of 
delivery was between January 1st and December 31st, 
1966 were invited to participate in the cohort study. The 
cohort participants and their mothers have been followed 
since 1965–1966 via regular postal questionnaires, clini-
cal examinations, and data collected from health care 
records [22, 23].

In this cross-sectional study, we used data from the 
most recent follow-up at the age of 47 in 2012–2014. We 
used cross-sectional data from the most recent follow-up 
as the MRI was obtained only at this time point. In 2012–
2014, the participants first filled in questionnaires, which 
were followed by clinical examinations and MRI. Postal 
questionnaires were sent to all the individuals whose 
addresses were known to gather information on their 
health status, socioeconomic status, and lifestyle habits. 
The response rate was 66.5% (n = 6868, target popula-
tion 10,321). Cohort members who lived in Finland were 
asked to undergo clinical examinations, and 5861 (57%) 
individuals participated.

The individuals who attended the clinical examina-
tions and were living within 100 km of the city of Oulu 
(n = 1988) were invited to undergo lumbar MRI at the 
Oulu University Hospital. Of those invited, 448 clinical 
examination participants did not undergo MRI due to 1) 
not showing up, 2) claustrophobia, 3) severe obesity pre-
venting the use of the imaging equipment, or 4) a pace-
maker. A total of 1540 underwent MRI. After excluding 
participants with missing images and other technical 
errors, we performed LDD consensus readings for 1505 
individuals. Those with missing background data were 
excluded (n  = 202) from the further  analyses and thus 
the final sample for analyses of pain consisted of 1303 
participants.

Assessment of lumbar MRI and evaluation of LDD
To obtain the lumbar MR images we used 1.5-T MRI 
(Signa HDxt, General Electric, Milwaukee, WI) in 
2012–2014, when the participants were aged 47. The 
MRI was transacted by T2-weighted fast-recovery fast 
spin-echo (frFSE) images in the sagittal (repetition 
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time/effective echo time (TR/effTE) 3500/112 ms, 4 
averages, field-of-view (FOV) 280 × 280 mm, and the 
acquisition matrix was 448 × 224, slice thickness 3 mm 
with 1 mm interslice gap) and transverse planes (TR/
effTE 3600/118 ms, 4 averages, FOV 180 × 180 mm, 
acquisition matrix 256 × 224, slice thickness 4 mm with 
1 mm interslice gap) and T1-weighed fluid-attenuated 
inversion recovery sequence images in sagittal plane 
(TR/effTE 860/20 ms, inversion time (TI) of 1969 ms, 
1.5 averages, FOV 280 × 280 mm, acquisition matrix 
256 × 224, slice thickness 4 mm, interslice gap 1 mm). 
The scans were evaluated using NeaView Radiology 
software (Neagen Oy, Oulu, Finland), version 2.31.

We used the Pfirrmann classification [24] to assess 
LDD: Grade I (normal shape, no horizontal bands, 
clear distinction of the nucleus and annulus), Grade II 
(non-homogeneous shape with horizontal bands, some 
blurring between the nucleus and annulus), Grade III 
(non-homogeneous shape with blurring between the 
nucleus and annulus, annulus shape still recognizable), 
Grade IV (non-homogeneous shape with hypointen-
sity, annulus shape not intact and distinction between 
the nucleus and annulus impossible, disc height usually 
decreased), and Grade V, which was the same as Grade 
IV but with a collapsed disc space.

First, two experienced musculoskeletal radiologists 
(JN and RB) and one experienced physiatrist with a 
strong history in spinal imaging (JK) independently 
assessed the lumbar MRI images. Then, the first author 
(TM) pursued a consensus. All evaluators were blinded 
to the other data and parameters used in the study.

JK evaluated all 1505 images in random order. JN 
also evaluated 826 of these images and RB evaluated 
753. Although the differences between the readers were 
generally small, TM carefully re-evaluated all the discs 
with discordant grading (i.e., difference of one or more 
Pfirrmann grades between the original evaluators), 
consulting JN and JK when needed.

Once the LDD consensus was reached, the overall 
burden of LDD was quantified by constructing a sum 
score variable, as described previously [7]. To calculate 
the LDD sum score, the degree of degeneration at each 
lumbar level was summed on the basis of the Pfirrmann 
classification by categorizing grades I and II as 0, and 
grades III, IV and V as 1, 2 and 3 respectively. Thus, the 
LDD sum score for five lumbar discs could theoreti-
cally range from 0 to 15, with higher values indicating 
higher overall LDD [7]. In order to obtain a balanced 
sum score for each individual, we used the case-median 
method to impute the Pfirrmann grades for the few 
discs with missing values (17 out of the 7525 discs, 
0.2%) [25].

Assessment of low back pain and other musculoskeletal 
pains
Data on the presence, bothersomeness and frequency of 
LBP and other musculoskeletal pains were collected using 
a questionnaire issued to the participants at the time of 
the lumbar MRI. The anatomical area of pain sites was 
illustrated by a drawing. Left and right sides were elicited 
separately (neck, low back, shoulders, elbows, wrists and 
hands, hips, knees, ankles, and feet). LBP and other pain 
sites were elicited using the following questions: 1) “Have 
you had any aches or pains in your lower back within the 
last 12 months? (no / yes)”. If the answer was positive, the 
next question was 2) “How often have you had aches or 
pains during the last 12 months? (1–7 days, 8–30 days, > 
30 days, daily)”. If the respondent had experienced LBP 
during the last 12 months, we asked them about the pain’s 
total bothersomeness during work, leisure time and sleep 
(altogether), rating it on a numerical rating scale (NRS) 
from 0 (no pain) to 10 (extremely bothersome pain).

The participants were divided into three LBP catego-
ries. The “no pain” category contained individuals who 
reported no LBP during the previous 12 months. In 
accordance with a previous study in the same popula-
tion [26], “bothersome-and-frequent pain” was defined 
as pain bothersomeness of ≥6 lasting over 30 days dur-
ing the last 12 months. The cut-off of ≥6 for bothersome-
ness was also supported by the distribution of the present 
data, as it formed the threshold for the highest tertile of 
bothersomeness. The “mild-to-moderate pain” category 
was defined as pain bothersomeness of < 6 or pain lasting 
under 30 days during the last 12 months.

When analyzing the role of mental distress in the asso-
ciation between LDD and total bothersomeness of LBP 
among individuals who reported any LBP, we modelled 
bothersomeness (theoretical range 0–10) as a continuous 
variable. To assess “multiple pain sites”, we divided the 
participants into two categories, depending on whether 
they had experienced more than, or less than 30 days of 
pain during the last 12 months, in more than one loca-
tion. Neck and low back were each considered one pain 
site, regardless of whether the pain was left or right sided. 
Those with ≥2 pain sites were considered to have “multi-
ple pain sites”.

Assessment of mental distress
As part of the follow-up questionnaires at the age of 47, 
we asked the respondents to fill in the Hopkins Symptom 
Check List-25 [27] (HSCL-25), the Generalized Anxi-
ety Disorder 7-item Scale [28] (GAD-7) and the Beck 
Depression Inventory [29] (BDI-21), which elicit mental 
distress, i.e., symptoms of depression and anxiety. The 
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cut-off point for clinically relevant mental distress in the 
HSCL-25 was set at 1.55, which has been used before [30, 
31]. This relatively low cut-off point was selected as it has 
been used in previous NFBC1966 studies and it ensured 
sufficient group sizes for further analyses. For the BDI-
21, the cut-off point was between normal (0–12 points) 
and mild depression (13–18 points) [32, 33], whereas for 
the GAD-7, the cut-off point was between normal (0–4) 
and mild anxiety (5–9 points) [28, 34]. These relatively 
low cut-off points were selected in order to ensure suf-
ficient group sizes for further analyses and because they 
are the Finnish guidelines’ cut-off points for mild symp-
toms of depression and anxiety.

Assessment of confounders
Based on previous studies, sex, smoking, body mass index 
(BMI), leisure-time physical activity, occupational physi-
cal exposure, education, and Modic changes and disc 
herniations presenting in lumbar MRI were considered to 
be potential confounders in the association between LDD 
and LBP [2, 3, 35–48]. These variables were recorded at 
the 47-year follow-up.

In the clinical examination, a trained nurse measured 
the height and weight of each participant. BMI was cal-
culated as kilograms per meter squared and categorized 
according to the World Health Organization (WHO) 
definition (normal weight: BMI < 25, overweight: BMI 
25–30, and obesity: BMI > 30) [49].

The level of education was determined as years of study: 
< 9 school years, 9–12 school years, > 12 school years. 
This classification was also used in a previous study [26] 
and is based on the Finnish education system.

Smoking was elicited by two questions: 1) “Have you 
ever smoked cigarettes (yes/no)?” and 2) “Do you cur-
rently smoke (yes/no)?” Based on the answers, the 
participants were classified into three groups: 1) never-
smokers, 2) former smokers and 3) current smokers. This 
variable has also been used in a previous study [26].

When assessing physical activity during leisure time, 
we used a previously introduced variable [41]. We asked 
the participants how often they took part in physical 
activity causing at least some sweating and breathless-
ness, corresponding to moderate-to-vigorous intensity. 
The six response alternatives were 1) daily, 2) 4–6 times 
a week, 3) 2–3 times a week, 4) once a week, 5) 2–3 times 
a month, and 6) once a month or less often. The individu-
als were divided into three categories: “active” (at least 4 
times a week), “moderately active” (1–3 times a week), 
and “inactive” (less than once a week).

Occupational physical exposure was assessed in the 
way described previously [43]. Individuals were clas-
sified into two groups according to their occupational 
physical activity: “low” (high-intensity tasks [i.e. hard 

physical labor, constant moving, and lifting heavy 
loads] performed rarely or occasionally) and “high” (at 
least one of the high-intensity tasks performed at least 
often).

We also used the presence of lumbar disc herniations 
and Modic changes as covariates. An experienced lum-
bar MRI reader (JK) evaluated the presence of disc her-
niations, dichotomizing them as “no disc displacement 
or bulge”, or “protrusion, extrusion or sequester”. Modic 
changes were previously evaluated by consensus reading 
[26] and were used here as “no” or “yes”.

Statistical analyses
Statistical analysis was performed using SPSS Statistics, 
version 27, 64-bit edition (IBM, Armonk, NY, USA). The 
threshold of statistical significance was set at P = 0.05. 
We used descriptive statistics to present the distributions 
of LDD, LBP and background variables: frequencies (n) 
and percentages (%) for categorical variables, and means 
with standard deviations (SD) or medians with interquar-
tile ranges (IQR) for continuous variables, depending on 
normality. The characteristics of the sample were com-
pared to those of the excluded individuals by means of 
a Chi-square test and independent-samples t test for the 
categorical and continuous variables, respectively.

Interrater reliability in the Pfirrmann classification 
was evaluated using Weighted Kappa. The Kappa values 
were interpreted as follows: 0–0.20, poor; 0.21–0.40, fair; 
0.41–0.60, moderate; 0.61–0.80, good; and 0.81–1.00, 
very good [50].

We modeled the association between the LDD sum 
score (continuous predictor) and the LBP category 
(three-class outcome) using multinomial logistic regres-
sion. The “no pain” category was used as the reference 
against which the other categories were compared. We 
constructed both unadjusted and adjusted models. Odds 
ratios (OR), their 95% confidence intervals (CI), and the 
corresponding P values were obtained from each model.

The role of mental distress (binary moderator; yes/
no according to the HSCL-25, BDI-21 and GAD-7) and 
multiple pain sites (binary moderator; < 2 pain sites / ≥ 
2 pain sites) in the association between LDD sum score 
(continuous predictor) and bothersomeness of LBP 
(continuous outcome) was analyzed using linear regres-
sion models stratified by the presence of mental distress 
and/or pain sites. The beta coefficient (B), its 95% CI 
and the corresponding P value were obtained from the 
stratified models. Mental distress*LDD and multiple pain 
sites*LDD interaction terms were also incorporated into 
the non-stratified models, and the statistical significance 
of the interaction terms was used to confirm the modify-
ing effect.
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Multicollinearity was examined by means of variance 
inflation factor (VIF) values. As all VIFs were ≤ 1.38, the 
models did not have multicollinearity issues [51].

Ethical approval
The study followed the principles of the Declaration 
of Helsinki and its later amendments. The study was 

approved by the Ethics Committee of the Northern 
Ostrobothnia Hospital District in Finland. Participa-
tion in the NFBC1966 was voluntary and each study 
participant granted their written informed consent. 
Personal identity information was encrypted and pseu-
donymized before the data were  handed over to the 
researchers.

Table 1  Characteristics of the  study population and comparison with rest of the  NFBC1966 population. Variation of N is due to 
missing data

a The severity of lumbar disc degeneration was formulated from the Pfirrmann degeneration scale by categorizing grades I and II as 0, and grades III, IV and V as 1, 
2 and 3, respectively. Thus, the LDD sum score for five lumbar discs could theoretically range from 0 to 15. CI Indicates confidence interval; LBP Low back pain, LDD 
Lumbar disc degeneration, SD Standard deviation, IQR Interquartile range

Excluded (n = 4297) Included (n = 1505) P value for 
difference

% (n) / Mean (SD) % (n) / Mean (SD)

Sex 0.003
  Men 51.0 (4458) 46.8 (703)

  Women 49.0 (4286) 53.2 (799)

Body Mass Index (kg/m2) 26.9 (5.0) 26.7 (4.6) 0.114

   < 25 38.7 (1662) 40.9 (614)

  25–30 39.6 (1701) 38.5 (578)

   > 30 21.7 (932) 20.5 (308) 0.294

Smoking < 0.001
  Non-smoker 50.8 (2634) 54.0 (779)

  Former 25.9 (1344) 29.5 (426)

  Current 23.2 (1205) 16.5 (238)

Education years 0.016
   < 9 4.2 (221) 3.3 (48)

  9–12 68.3 (3574) 72.0 (1053)

   > 12 27.5 (1441) 24.7 (361)

Leisure-time physical activity (times/week) 0.377

   < 1 28.1 (1470) 26.5 (384)

  1–3 56.4 (2955) 56.8 (823)

   > 4 15.5 (812) 16.6 (241)

Occupational physical exposure 0.053

  Low 62.7 (3148) 59.8 (845)

  High 37.3 (1875) 40.2 (567)

LBP category –

  Bothersome-and-frequent pain – 15.2 (223)

  Mild-to-moderate pain – 55.8 (820)

  No pain – 29.0 (427)

LDD sum scorea (median with IQR) – 4 (2–6) –

  Normal discs (sum score = 0, Pfirrmann = II) – 5.0 (75)

  At least mild degeneration (sum score ≥ 1, at least one 
disc Pfirrmann ≥ III)

– 95.0 (1427)

Modic changes –

  No – 33.0 (492)

  Yes – 67.0 (997)

Disc herniations –

  No disc displacement or bulge – 80.3 (1195)

  Protrusion, extrusion or sequester – 19.7 (294)
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Results
Characteristics of the study population
LDD consensus was achieved among 1505 participants 
who had undergone MR imaging at a mean age of 47 
(SD 0.4). Table 1 shows the characteristics of the LDD 
consensus sample, with comparison to the rest of the 
NFBC1966 population. Of the present sample, 15.2% 
had bothersome and frequent LBP, whereas 29.0% had 
no LBP. Minor but statistically significant differences 
were found between the sample and those excluded in 
terms of sex distribution, smoking and education.

Inter‑rater reliability in the Pfirrmann classification
Table  2 shows the Kappa values demonstrating inter-
rater reliability in the Pfirrmann classification. The reli-
ability between readers JK and JN (κ = 0.74 to 0.78) and 
readers JN and RB was good (κ = 0.61 to 0.79). The reli-
ability between readers JK and RB ranged from fair to 
good (κ = 0.39 to 0.69).

Prevalence of LDD
Table 3 presents the distribution of Pfirrmann grades by 
lumbar level. In general, the prevalence of degenerative 
changes increased towards lower lumbar levels. Five per-
cent of the participants had all discs classified as normal 
(Pfirrmann ≤ II) and the vast majority (95.0%) had at 
least one mildly degenerated disc (Pfirrmann ≥ III). The 
median LDD sum score was 4 (2–6) (Table 1). The preva-
lence of advanced LDD corresponding to at least one 
Pfirrmann V disc was higher in the “bothersome-and-
frequent pain” group (32.3%) than in the “no pain” group 
(18.8%) or the “mild-to-moderate pain” group (23.3%) 
(p < 0.001).

Association between LDD and LBP
A total of 1303 participants responded to the pain ques-
tionnaire, underwent MR imaging and had available 
data on confounders. In the logistic regression analysis, 
a higher LDD sum score clearly increased the odds of 

Table 2  Inter-rater reliability in the  Pfirrmann classification. Weighted Kappa values (κ) with 95% confidence intervals (95% CI) by 
lumbar level (n = 50 cases in each comparison)

Lumbar level Reader #1 (J.K.) vs. Reader #2 (J.N.) Reader #1 (J.K.) vs. Reader #3 (R.B.) Reader #2 (J.N.) vs. Reader 
#3 (R.B.)

κ 95% CI κ 95% CI κ 95% CI

L1/L2 0.78 0.63–0.93 0.41 0.19–0.62 0.69 0.51–0.88

L2/L3 0.76 0.62–0.91 0.39 0.19–0.59 0.61 0.42–0.79

L3/L4 0.75 0.60–0.91 0.58 0.39–0.76 0.79 0.64–0.94

L4/L5 0.77 0.64–0.90 0.69 0.55–0.83 0.64 0.49–0.80

L5/S1 0.74 0.62–0.86 0.63 0.50–0.76 0.65 0.51–0.79

Table 3  Distribution of Pfirrmann grades according to 
consensus reading (n = 1505)

N/A Not available

Pfirrmann 
grade

L1/L2 L2/L3 L3/L4 L4/L5 L5/S1
% (n) % (n) % (n) % (n) % (n)

I 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

II 75.4 (1135) 63.9 (961) 47.9 (721) 22.7 (342) 21.8 (328)

III 19.8 (298) 29.1 (438) 39.7 (598) 41.4 (623) 29.8 (449)

IV 4.3 (65) 5.8 (87) 11.0 (165) 28.3 (426) 31.4 (473)

V 0.3 (4) 1.1 (17) 1.3 (19) 7.2 (109) 16.6 (250)

N/A 0.2 (3) 0.1 (2) 0.1 (2) 0.3 (5) 0.3 (5)

Table 4  Odds ratios demonstrating the association between LDD sum score and LBP (n = 1303)

1 adjusted for sex, smoking, BMI, education, leisure-time physical activity, occupational physical exposure, Modic changes, and herniations. OR Odds ratio, CI 
Confidence interval, LDD Lumbar disc degeneration, LBP Low back pain, Ref Reference category (i.e. to which the other categories were compared); Mild to moderate 
pain, pain bothersomeness < 6 or pain under 30 days during the last 12 months; Bothersome and frequent pain, pain bothersomeness ≥6 for over 30 days during the 
last 12 months

No pain (29.5%, n = 384 (ref)) Mild-to-moderate pain (55.1%, n = 718) Bothersome-and-
frequent pain (15.4%, 
n = 201)

OR (95% CI) corresponding to one point in LDD sum score

  Unadjusted 1 1.13 (1.07–1.20), P < 0.001 1.24 (1.15–1.33), P < 0.001

  Adjusted1 1 1.11 (1.04–1.18), P = 0.003 1.20 (1.10–1.31), P < 0.001
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belonging to the “mild-to-moderate pain” and “bother-
some-and-frequent pain” categories, relative to the “no 
pain” category (adjusted OR 1.11–1.20 corresponding to 
one point in the LDD sum score, P ≤ 0.003) (Table 4).

Mental symptoms modify the association between LDD 
and LBP
We modeled the association between the LDD sum 
score and the bothersomeness of LBP among individu-
als who reported any LBP in the pain questionnaire, 
stratifying it according to mental distress and multiple 
pain sites (n = 802) (Table 5). We observed a significant 
positive association among those with no mental dis-
tress, but none among individuals with significant men-
tal symptoms. If the individual had no mental symptoms 
according to the HSCL-25, LDD and LBP were linearly 
associated, regardless of whether the person had pain in 
one or several parts of the body. The results remained 
similar regardless of adjustments. Supplementary Table 1 
presents the models stratified according to BDI-21 and 
GAD-7.

Discussion
Our study showed that LDD is extremely prevalent in the 
general  middle-aged Northern Finnish population. We 
found a significant association between LDD and LBP, 
but the co-occurrence of mental distress attenuated the 
association between LDD and LBP bothersomeness.

A typical MR image in an individual aged 47 seems 
to be one in which at least one disc is at least mildly 
degenerated. The most degenerated levels were the 
lowest intervertebral segments, L4/5 and L5/S1, as 
described previously [9, 48]. Normal intervertebral discs 

(Pfirrmann II) were found in 75.4% of the participants at 
L1/L2, but in only 21.8% at L5/S1. At L5/S1, 29.8% of the 
participants had mild, 31.4% had moderate, and 16.6% 
had severe degree of disc degeneration.

We found a significant association between LDD and 
LBP. This finding is in line with those of previous stud-
ies and a meta-analysis [5, 6, 13]. This association was 
independent of other pain-related imaging findings, such 
as disc herniations, Modic changes, and other suggested 
risk factors for LBP, such as smoking, BMI, heavy physi-
cal work, leisure-time physical activity, and socioeco-
nomic status [3]. Our study also showed that the greater 
the degeneration was, the greater were the odds of LBP-
related bothersomeness. An increase of only one in the 
LDD sum score increased the odds in the “mild-to-mod-
erate pain” group by 11% and in the “bothersome-and-
frequent pain” group by 20%, which was defined in the 
questionnaire as combined significant decrease in physi-
cal ability at work, during leisure time and sleep lasting 
over 30 days during the previous 12 months. These results 
support those of previous research that LBP is at least 
partly due to LDD.

Although our study and several others have suggested 
that LDD is a significant risk factor for LBP [3, 52–55], 
there is debate over whether LDD simply occurs as a nat-
ural part of aging and is not the cause of LBP as it also 
occurs in asymptomatic individuals [16]. However, LDD 
was clearly more prevalent among the symptomatic than 
the asymptomatic adults in our study, and as shown pre-
viously [13]. It has been suggested that several factors can 
protect against pain, for example exercise and biopsy-
chosocial education [56], even in cases of severe degen-
eration. In all, our results suggest that even if there is a 

Table 5  Beta coefficients (B) and 95% confidence intervals (CIs) for the association between LDD score and bothersomeness of pain 
among individuals who reported any LBP (n = 802)

1 adjusted for sex, smoking, BMI, education, leisure-time physical activity, occupational physical exposure, Modic changes, and herniations. LDD Lumbar disc 
degeneration, LBP Low back pain, HSCL-25 Hopkins Symptom Checklist-25

Stratification Unadjusted B (95% CI) Adjusted1 B (95% CI)

1. All individuals with LBP (n = 802) 0.16 (0.09–0.24),  P < 0.001 0.14 (0.05–0.22), P = 0.001
2. Mental distress (HSCL-25)

  No (n = 631) 0.19 (0.10–0.27), P < 0.001 0.16 (0.07–0.26), P < 0.001
  Yes (n = 171) 0.09 (−0.09–0.26), P = 0.343 0.05 (−0.15–0.25), P = 0.619

3. Number of pain sites

   < 2 (n = 401) 0.14 (0.03–0.24), P = 0.009 0.11 (0.00–0.23), P = 0.050
   ≥ 2 (n = 401) 0.19 (0.08–0.29), P < 0.001 0.16 (0.03–0.28), P = 0.014
4. Mental distress (HSCL-25) and pain sites combined

  No mental distress and < 2 pain sites (n = 333) 0.17 (0.06–0.28), P = 0.002 0.14 (0.02–0.26), P = 0.026
  No mental distress and ≥ 2 pain sites (n = 298) 0.20 (0.09–0.32), P < 0.001 0.18 (0.03–0.32), P = 0.016
  Mental distress and < 2 pain sites (n = 68) −0.06 (−0.34–0.23), P = 0.691 −0.03 (−0.38–0.31), P = 0.841

  Mental distress and ≥ 2 pain sites (n = 103) 0.15 (−0.08–0.38), P = 0.188 0.08 (−0.18–0.34), P = 0.540
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clear association between LDD and LBP, individuals with 
even quite high LDD burden are not automatically des-
tined to live with chronic and disabling pain. From this 
perspective, it would be interesting to determine whether 
a certain degree of degeneration causes pain to almost 
everyone. It would also be interesting to shed light on 
the protective factors that explain why some people with 
significant LDD do not suffer from recurrent and bother-
some LBP.

Our second aim was to investigate how mental distress 
affects the association between LDD and bothersome-
ness of LBP. We speculate whether co-occurring mental 
distress could explain previous contradictory findings 
regarding the association between LDD and bothersome-
ness of LBP. We found that mental distress had a signifi-
cant modifying effect on the association. The HSCL-25, 
BDI-21 and GAD-7 gave similar results, as their scores 
were each found to modify the association between LDD 
and LBP. If the participant did not report relevant mental 
symptoms, a linear association between LDD and both-
ersomeness of  LBP was evident, suggesting that in this 
subgroup, the cause of LBP was primarily LDD. However, 
among those who reported at least mild but clinically rel-
evant symptoms of anxiety and depression, LDD was not 
associated with the bothersomeness of LBP. Investigation 
of the association between LDD and bothersomeness of 
LBP stratified by mental distress and multiple pain sites 
revealed that mental distress was a stronger effect modi-
fier than the presence of multiple pain sites.

LBP symptoms tend to improve quickly. Nonetheless, 
recurrence of LBP is common, and in some cases, the 
pain becomes frequently recurring or chronic [3]. The 
pain experience is affected by a number of factors [3]. In 
addition to potential psychological risk factors [3] and 
the factors that we considered as confounders, it has 
been suggested that central sensitization and memory 
of pain are associated with chronic pain [21]. An asso-
ciation between central sensitization and LBP has been 
proposed [57]. Individuals with co-occurring mental dis-
tress and LBP are a heterogeneous group with a variety 
of causes of LBP. Due to the cross-sectional nature of the 
our study, we do not know which leads to which, LBP to 
mental distress or mental distress to LBP. Nevertheless, 
our study suggests that the association between LDD and 
LBP bothersomeness is present when mental distress is 
not involved. Thus, although further research is needed, 
our results suggest that mental distress affects the pain 
experience.

The strengths of this study were manifold. We used an 
unselected sample of working-aged  people and a repre-
sentative MRI subsample. Our sample size was relatively 
large, and the measurements were reliable. Adjustments 
were comprehensive, making the results more reliable 

and minimizing the effects of confounders. The imaging 
area was the entire lumbar spine, and the imaging tech-
nique was standardized. The images were interpreted 
by expert radiologists and a physiatrist, with an external 
evaluator to achieve a consensus. The MR images were 
evaluated by the widely used Pfirrmann classification. 
The intra-rater reliability of LDD scoring was high. The 
presence of LBP was determined by questionnaires at the 
same time as the MRI. We asked the participants about 
the different dimensions of pain and the factors that 
affected their pain experience. Based on the analysis of 
representativeness, bias due to withdrawals was low. We 
found only a few minor differences between the sample 
and those excluded, implying that our findings are poten-
tially generalizable to the Northern Finnish population.

Our study also had limitations. We believe that the 
main ones apply to evaluating MRI and the definition of 
pain. The MR images were evaluated visually, and not, for 
example, using automated reading of MRI scans. How-
ever, the images were evaluated by several experienced 
evaluators with generally high inter-rater reliability. We 
calculated LDD sum score in accordance with a previ-
ously published scoring system [7], adding Pfirrmann 
degeneration scores at different levels to arrive at a com-
posite score. Each level and grade were equally weighted 
so that a Pfirrmann III degeneration at three lumbar 
received the same score as a Pfirrmann V degeneration at 
one level, for example. The definition of clinically signifi-
cant pain is not universal and, therefore, in this study, the 
definition was chosen not only on the basis of previous 
literature but also on the basis of the distribution of the 
present data [58]. Pain categories were defined by means 
of frequency and bothersomeness. We preferred to use 
bothersomeness rather than intensity as the primary pain 
dimension because it was perceived as a wider concept, 
capturing pain-related dysfunction in work ability, leisure 
time and sleep. The definition of mental distress is also a 
limitation of this study. The individuals were divided into 
two groups with binary cut-offs. However, clinical use in 
Finland and previous studies have shown that these cut-
offs distinguish well between symptomatic and asympto-
matic individuals [28, 30, 32]. As we did not have detailed 
data on comorbidities, future studies should account for 
pain-related conditions such as rheumatoid arthritis as 
potential covariates. The analysis of representativeness 
showed that the present sample had small but statistically 
significant differences compared to the rest of the cohort. 
Previous studies of this subsample have noted these dif-
ferences and concluded that their significance is minor 
[59]. As this is a cross-sectional study, the causality or 
longitudinal development of the MRI findings cannot be 
determined. LBP was elicited at a single time point but 
the questionnaire covered symptoms over the preceding 
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year, whereas the HSCL-25, BDI-21 and GAD-7 meas-
ured mental symptoms over the previous weeks. The data 
were collected over a period of 2 years, with an individual 
schedule for each participant.

Conclusions
In conclusion, our study confirmed a significant associa-
tion between LDD and LBP among a general population 
sample of middle-aged Finns. The higher the LDD sum 
score, the more likely it was that pain was experienced. 
We also discovered that mental distress modified the 
association between LDD and bothersomeness of LBP; if 
mental distress was not present, the association between 
LDD and LBP existed, but if mental distress was present, 
the association between LDD and LBP was lost. These 
aspects suggest it would be crucial to clarify whether 
treatment guidelines need to be updated to pay mental 
distress even more attention in the treatment and reha-
bilitation of bothersome LBP. Further studies are rec-
ommended to confirm these findings and to determine 
whether they should be noted when diagnosing and plan-
ning the treatment and rehabilitation of individuals with 
LBP.

Abbreviations
B: Beta coefficient; BDI-21: The Beck Depression Inventory; BMI: Body mass 
index; Bothersomeness: Bothersomeness of low back pain during work, leisure 
time and sleep (altogether), rating it on a numerical rating scale (NRS) from 
0 (no pain) to 10 (extremely bothersome pain); Bothersome and frequent 
pain: Pain bothersomeness ≥6 for over 30 days during the last 12 months; CI: 
Confidence interval; GAD-7: The Generalized Anxiety Disorder 7-item Scale; 
HSCL-25: Hopkins Symptom Checklist-25; IQR: Interquartile range; κ: Kappa 
value; LBP: Low back pain; LDD: Lumbar disc degeneration; Mental distress: 
HSCL score ≥1.55; Mild to moderate pain: Bothersomeness of low back pain 
< 6 or pain under 30 days during the last 12 months; MRI: Magnetic resonance 
imaging; NFBC1966: The Northern Finland Birth Cohort 1966; n: Number; N/A: 
Not available; OR: Odds ratio; Ref: Reference category; SD: Standard deviation.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12891-​022-​05302-z.

Additional file 1. 

Acknowledgements
We thank all cohort members and researchers who participated in the study. 
We also wish acknowledge the work of the NFBC project center.

Authors’ contributions
TM, JK, JN, PO, RBS and JM were involved in data collection. TM and PO 
analysed the data. TM wrote the manuscript draft and prepared the tables. All 
authors read and approved the final manuscript.

Funding
The Northern Finland Birth Cohort 1966 study received financial support from:
• University of Oulu, Oulu, Finland (Grant no. 65354, 24000692).
• Oulu University Hospital, Oulu, Finland (Grant no. 2/97, 8/97, 24301140).
• European Regional Development Fund (Grant no. 539/2010 A31592).

This study was financially supported by the Competitive State Research 
Financing of the Expert Responsibility area of Tampere University Hospital/ 
Project No. 9AA024.

Availability of data and materials
NFBC data is available from the University of Oulu, Infrastructure for Popula-
tion Studies. Permission to use the data can be applied for research purposes 
via electronic material request portal. In the use of data, we follow the EU 
general data protection regulation (679/2016) and Finnish Data Protection 
Act. The use of personal data is based on cohort participant’s written informed 
consent at his/her latest follow-up study, which may cause limitations to its 
use. Please, contact NFBC project center (NFBCp​rojec​tcent​er@​oulu.​fi) and visit 
the cohort website (www.​oulu.​fi/​nfbc) for more information.

Declarations

Ethics approval and consent to participate
The study followed the principles of the Declaration of Helsinki and its later 
amendments. The study was approved by the Ethics Committee of the North-
ern Ostrobothnia Hospital District in Finland. Participation in the NFBC1966 
was voluntary and each study participant granted their written informed 
consent. Personal identity information was encrypted and pseudonymized 
before the data were handed over to the researchers.

Consent for publication
Not applicable.

Competing interests
The authors declare no conflict of interest.

Author details
1 Faculty of Medicine and Health Technology, Tampere University Hospital 
and University of Tampere, P.O. Box 607, FI‑33014 Tampere, Finland. 2 Center 
for Life Course Health Research, Faculty of Medicine, University of Oulu, P.O. 
Box 5000, FI‑90014 Oulu, Finland. 3 Medical Research Center Oulu, Oulu Uni-
versity Hospital and University of Oulu, P.O. Box 5000, FI‑90014 Oulu, Finland. 
4 Rehabilitation Services of South Karelia Social and Health Care District, 
Lappeenranta, Finland. 5 Research Unit of Medical Imaging, Physics and Tech-
nology, Faculty of Medicine, University of Oulu, P.O. Box 5000, FI‑90014 Oulu, 
Finland. 6 Department of Radiology, Turku University Hospital, Kiinamyllynkatu 
4‑8, FI‑20520 Turku, Finland. 7 Department of Rehabilitation and Psychoso-
cial Support, Tampere University Hospital, P.O. Box 2000, FI‑33521 Tampere, 
Finland. 

Received: 10 January 2022   Accepted: 30 March 2022

References
	1.	 Hoy D, Bain C, Williams G, March L, Brooks P, Blyth F, et al. A systematic 

review of the global prevalence of low back pain. Arthritis Rheum. 
2012;64(6):2028–37. https://​doi.​org/​10.​1002/​art.​34347.

	2.	 GBD 2015 Disease and Injury Incidence and Prevalence Collaborators. 
Global, regional, and national incidence, prevalence, and years lived 
with disability for 310 diseases and injuries, 1990–2015: a system-
atic analysis for the Global Burden of Disease Study 2015. Lancet. 
2016;388(10053):1545–602. https://​doi.​org/​10.​1016/​S0140-​6736(16)​
31678-6.

	3.	 Hartvigsen J, Hancock MJ, Kongsted A, Louw Q, Ferreira PH, Ferreira M, 
et al. Lancet Low Back Pain Series Working Group. What low back pain 
is and why we need to pay attention. Lancet. 2018;391(10137):2356–67. 
https://​doi.​org/​10.​1016/​S0140-​6736(18)​30480-X.

	4.	 Koes BW, van Tulder MW, Thomas S. Diagnosis and treatment of low back 
pain. BMJ. 2006;332(7555):1430–4. https://​doi.​org/​10.​1136/​bmj.​332.​7555.​
1430.

	5.	 Livshits G, Popham M, Malkin I, Sambrook PN, Macgregor AJ, Spector 
T, et al. Lumbar disc degeneration and genetic factors are the main risk 
factors for low back pain in women: the UK twin spine study. Ann Rheum 
Dis. 2011;70(10):1740–5. https://​doi.​org/​10.​1136/​ard.​2010.​137836.

https://doi.org/10.1186/s12891-022-05302-z
https://doi.org/10.1186/s12891-022-05302-z
NFBCprojectcenter@oulu.fi
http://www.oulu.fi/nfbc
https://doi.org/10.1002/art.34347.
https://doi.org/10.1016/S0140-6736(16)31678-6
https://doi.org/10.1016/S0140-6736(16)31678-6
https://doi.org/10.1016/S0140-6736(18)30480-X
https://doi.org/10.1136/bmj.332.7555.1430
https://doi.org/10.1136/bmj.332.7555.1430
https://doi.org/10.1136/ard.2010.137836


Page 10 of 11Mertimo et al. BMC Musculoskeletal Disorders          (2022) 23:359 

	6.	 Battié MC, Videman T, Levalahti E, Gill K, Kaprio J. Heritability of low back 
pain and the role of disc degeneration. Pain. 2007;131(3):272–80. https://​
doi.​org/​10.​1016/j.​pain.​2007.​01.​010.

	7.	 Takatalo J, Karppinen J, Niinimäki J, Taimela S, Näyhä S, Mutanen P, et al. 
Does lumbar disc degeneration on magnetic resonance imaging associ-
ate with low back symptom severity in young Finnish adults? Spine (Phila 
Pa 1976). 2011;36(25):2180–9. https://​doi.​org/​10.​1097/​BRS.​0b013​e3182​
077122.

	8.	 Cheung K, Samartzis D, Karppinen J, Luk K. Are “patterns” of lumbar disc 
degeneration associated with low Back pain? Spine (Phila Pa 1976). 
2012;37(7):E430–8. https://​doi.​org/​10.​1097/​BRS.​0b013​e3182​304dfc.

	9.	 Teraguchi M, Yoshimura N, Hashizume H, Muraki S, Yamada H, Minamide 
A, et al. Prevalence and distribution of intervertebral disc degeneration 
over the entire spine in a population-based cohort: the Wakayama spine 
study. Osteoarthr Cartil. 2014;22(1):104–10. https://​doi.​org/​10.​1016/j.​joca.​
2013.​10.​019.

	10.	 Cheung KMC, Karppinen J, Chan D, Ho DWH, Song Y, Sham P, et al. Preva-
lence and pattern of lumbar magnetic resonance imaging changes in a 
population study of one thousand forty-three individuals. Spine (Phila 
Pa 1976). 2009;34(9):934–40. https://​doi.​org/​10.​1097/​BRS.​0b013​e3181​
a01b3f.

	11.	 Smith A, Hancock M, O’Hanlon S, Krieser M, O’Sullivan P, Cicuttini F, et al. 
The association between different trajectories of low back pain and 
degenerative imaging findings in young adult participants within the 
Raine study. Spine (Phila Pa 1976). 2022;47(3):269–76. https://​doi.​org/​10.​
1097/​BRS.​00000​00000​004171.

	12.	 Samartzis D, Karppinen J, Mok F, Fong DY, Luk KD, Cheung KM. A 
population-based study of juvenile disc degeneration and its association 
with overweight and obesity, low back pain, and diminished functional 
status. J Bone Joint Surg Am. 2011;93(7):662–70. https://​doi.​org/​10.​2106/​
JBJS.I.​01568.

	13.	 Brinjikji W, Diehn FE, Jarvik JG, Carr CM, Kallmes DF, Murad MH, et al. MRI 
findings of disc degeneration are more prevalent in adults with low Back 
pain than in asymptomatic controls: a systematic review and Meta-analy-
sis. AJNR Am J Neuroradiol. 2015;36(12):2394–9. https://​doi.​org/​10.​3174/​
ajnr.​A4498.

	14.	 Kalichman L, Kim DH, Li L, Guermazi A, Hunter DJ. Computed tomog-
raphy-evaluated features of spinal degeneration: prevalence, intercor-
relation, and association with self-reported low back pain. Spine J. 
2010;10(3):200–8. https://​doi.​org/​10.​1016/j.​spinee.​2009.​10.​018.

	15.	 Kasch R, Truthmann J, Hancock MJ, Maher CG, Otto M, Nell C, et al. 
Association of Lumbar MRI findings with current and future Back pain in a 
population-based cohort study. Spine (Phila Pa 1976). 2022;47(3):201–11. 
https://​doi.​org/​10.​1097/​BRS.​00000​00000​004198.

	16.	 Brinjikji W, Luetmer PH, Comstock B, Bresnahan BW, Chen LE, Deyo 
RA, et al. Systematic literature review of imaging features of spinal 
degeneration in asymptomatic populations. AJNR Am J Neuroradiol. 
2015;36(4):811–6. https://​doi.​org/​10.​3174/​ajnr.​A4173.

	17.	 Jensen MC, Brant-Zawadzki MN, Obuchowski N, Modic MT, Malkasian 
D, Ross JS. Magnetic resonance imaging of the lumbar spine in people 
without back pain. N Engl J Med. 1994;331(2):69–73. https://​doi.​org/​10.​
1056/​NEJM1​99407​14331​0201.

	18.	 Steffens D, Hancock MJ, Maher CG, Williams C, Jensen TS, Latimer J. Does 
magnetic resonance imaging predict future low back pain? A systematic 
review. Eur J Pain. 2014;18(6):755–65. https://​doi.​org/​10.​1002/j.​1532-​2149.​
2013.​00427.

	19.	 Hoogendoorn WE, van Poppel MN, Bongers PM, Koes BW, Bouter LM. 
Systematic review of psychosocial factors at work and private life as risk 
factors for back pain. Spine (Phila Pa 1976). 2000;25(16):2114–25. https://​
doi.​org/​10.​1097/​00007​632-​20000​8150-​00017.

	20.	 Pinheiro MB, Ferreira ML, Refshauge K, Maher CG, Ordoñana JR, Andrade 
TB, et al. Symptoms of depression as a prognostic factor for low back 
pain: a systematic review. Spine J. 2016;16(1):105–16. https://​doi.​org/​10.​
1016/j.​spinee.​2015.​10.​037.

	21.	 McCarberg B, Peppin J. Pain pathways and nervous system plasticity: 
learning and memory in pain. Pain Med. 2019;20(12):2421–37. https://​doi.​
org/​10.​1093/​pm/​pnz017.

	22.	 Nordström T, Miettunen J, Auvinen J, Ala-Mursula L, Keinänen-Kiukaan-
niemi S, Veijola J, et al. Cohort Profile: 46 years of follow-up of the North-
ern Finland Birth Cohort 1966 (NFBC1966). Int J Epidemiol. 2021:dyab109. 
https://​doi.​org/​10.​1093/​ije/​dyab1​09.

	23.	 University of Oulu: Northern Finland Birth Cohort 1966. University of 
Oulu. http://​urn.​fi/​urn:​nbn:​fi:​att:​bc1e5​408-​980e-​4a62-​b899-​43bec​37552​
43. Northern Finland Cohorts. Accessed 13 July 2021.

	24.	 Pfirrmann CW, Metzdorf A, Zanetti M, Hodler J, Boos N. Magnetic reso-
nance classification of lumbar intervertebral disc degeneration. Spine 
(Phila Pa 1976). 2001;26(17):1873–8. https://​doi.​org/​10.​1097/​00007​632-​
20010​9010-​00011.

	25.	 Zhang Z. Missing data imputation: focusing on single imputation. Ann 
Transl Med. 2016;4(1):9. https://​doi.​org/​10.​3978/j.​issn.​2305-​5839.​2015.​12.​38.

	26.	 Saukkonen J, Määttä J, Oura P, Kyllönen E, Tervonen O, Niinimäki J, 
et al. Association between Modic changes and low Back pain in mid-
dle age: a northern Finland birth cohort study. Spine (Phila Pa 1976). 
2020;45(19):1360–7. https://​doi.​org/​10.​1097/​BRS.​00000​00000​003529.

	27.	 Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. The Hopkins 
symptom checklist (HSCL): a self-report symptom inventory. Behav Sci. 
1974;19(1):1–15. https://​doi.​org/​10.​1002/​bs.​38301​90102.

	28.	 Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for assess-
ing generalized anxiety disorder: the GAD-7. Arch Intern Med. 
2006;166(10):1092–7. https://​doi.​org/​10.​1001/​archi​nte.

	29.	 Beck A, Ward C, Mendelson M, Mock J, Erbaugh J. An inventory for meas-
uring depression. Arch Gen Psychiatry. 1961;4:561–71. https://​doi.​org/​10.​
1001/​archp​syc.​1961.​01710​12003​1004.

	30.	 Veijola J, Jokelainen J, Läksy K, Kantojärvi L, Kokkonen P, Järvelin MR, et al. 
The Hopkins symptom Checklist-25 in screening DSM-III-R axis-I disor-
ders. Nord J Psychiatry. 2003;57(2):119–23. https://​doi.​org/​10.​1080/​08039​
48031​00009​41.

	31.	 Rissanen I, Jääskeläinen E, Isohanni M, Koponen H, Ansakorpi H, Miet-
tunen J. Use of antiepileptic or benzodiazepine medication and suicidal 
ideation--The Northern Finland Birth Cohort 1966. Epilepsy Behav. 
2015;46:198–204. https://​doi.​org/​10.​1016/j.​yebeh.​2015.​03.​001.

	32.	 Beck AT, Steer RA, Carbin MG. Psychometric properties of the Beck 
depression inventory: twenty-five years of evaluation. Clin Psychol Rev. 
1988;8(1):77–100.

	33.	 Aalto A. Beckin depressiokysely 21-osioinen (käyttö väestötutkimuksiin), 
TOIMIA-mittari. 2011. https://​www.​terve​yspor​tti.​fi/​apps/​dtk/​tmi/​artic​le/​
tmm00​083?​toc=​307487. Accessed 13.12.2021.

	34.	 Melartin T. GAD-7, TOIMIA-mittari. 2012. https://​www.​terve​yspor​tti.​fi/​
apps/​dtk/​tmi/​artic​le/​tmm00​109?​toc=​307496. Accessed 13.12.2021.

	35.	 Jensen TS, Kjaer P, Korsholm L, Bendix T, Sorensen JS, Manniche C, et al. 
Predictors of new vertebral endplate signal (Modic) changes in the gen-
eral population. Eur Spine J. 2010;19(1):129–35. https://​doi.​org/​10.​1007/​
s00586-​009-​1184-5.

	36.	 Mok FP, Samartzis D, Karppinen J, Fong DY, Luk KD, Cheung KM. Modic 
changes of the lumbar spine: prevalence, risk factors, and association 
with disc degeneration and low back pain in a large-scale population-
based cohort. Spine J. 2016;16(1):32–41. https://​doi.​org/​10.​1016/j.​spinee.​
2015.​09.​060.

	37.	 Albert HB, Manniche C. Modic changes following lumbar disc her-
niation. Eur Spine J. 2007;16(7):977–82. https://​doi.​org/​10.​1007/​
s00586-​007-​0336-8.

	38.	 Shiri R, Lallukka T, Karppinen J, Viikari-Juntura E. Obesity as a risk factor for 
sciatica: a meta-analysis. Am J Epidemiol. 2014;179(8):929–37. https://​doi.​
org/​10.​1093/​aje/​kwu007.

	39.	 Shiri R, Karppinen J, Leino-Arjas P, Solovieva S, Viikari-Juntura E. The asso-
ciation between smoking and low Back pain: a meta-analysis. Am J Med. 
2010;123(1):87.e7–35. https://​doi.​org/​10.​1016/j.​amjmed.​2009.​05.​028.

	40.	 Shiri R, Karppinen J, Leino-Arjas P, Solovieva S, Viikari-Juntura E. The 
association between obesity and low Back pain: a Meta-analysis. Am J 
Epidemiol. 2010;171(2):135–54. https://​doi.​org/​10.​1093/​aje/​kwp356.

	41.	 Oura P, Paananen M, Niinimäki J, Tammelin T, Herrala S, Auvinen J, et al. 
Effects of leisure-time physical activity on vertebral dimensions in the 
northern Finland birth cohort 1966. Sci Rep. 2016;10(6):27844. https://​doi.​
org/​10.​1038/​srep2​7844.

	42.	 Maurer E, Klinger C, Lorbeer R, Rathmann W, Peters A, Schlett C, et al. 
Long-term effect of physical inactivity on thoracic and lumbar disc 
degeneration—an MRI-based analysis of 385 individuals from the general 
population. Spine J. 2020;20(9):1386–96. https://​doi.​org/​10.​1016/j.​spinee.​
2020.​04.​016.

	43.	 Oura P, Paananen M, Niinimäki J, Auvinen J, Ala-Mursula L, Junno J, et al. 
Effect of occupational physical activities on vertebral dimensions in 

https://doi.org/10.1016/j.pain.2007.01.010
https://doi.org/10.1016/j.pain.2007.01.010
https://doi.org/10.1097/BRS.0b013e3182077122
https://doi.org/10.1097/BRS.0b013e3182077122
https://doi.org/10.1097/BRS.0b013e3182304dfc
https://doi.org/10.1016/j.joca.2013.10.019
https://doi.org/10.1016/j.joca.2013.10.019
https://doi.org/10.1097/BRS.0b013e3181a01b3f
https://doi.org/10.1097/BRS.0b013e3181a01b3f
https://doi.org/10.1097/BRS.0000000000004171
https://doi.org/10.1097/BRS.0000000000004171
https://doi.org/10.2106/JBJS.I.01568
https://doi.org/10.2106/JBJS.I.01568
https://doi.org/10.3174/ajnr.A4498
https://doi.org/10.3174/ajnr.A4498
https://doi.org/10.1016/j.spinee.2009.10.018
https://doi.org/10.1097/BRS.0000000000004198
https://doi.org/10.3174/ajnr.A4173
https://doi.org/10.1056/NEJM199407143310201
https://doi.org/10.1056/NEJM199407143310201
https://doi.org/10.1002/j.1532-2149.2013.00427
https://doi.org/10.1002/j.1532-2149.2013.00427
https://doi.org/10.1097/00007632-200008150-00017
https://doi.org/10.1097/00007632-200008150-00017
https://doi.org/10.1016/j.spinee.2015.10.037
https://doi.org/10.1016/j.spinee.2015.10.037
https://doi.org/10.1093/pm/pnz017
https://doi.org/10.1093/pm/pnz017
https://doi.org/10.1093/ije/dyab109
http://urn.fi/urn:nbn:fi:att:bc1e5408-980e-4a62-b899-43bec3755243
http://urn.fi/urn:nbn:fi:att:bc1e5408-980e-4a62-b899-43bec3755243
https://doi.org/10.1097/00007632-200109010-00011
https://doi.org/10.1097/00007632-200109010-00011
https://doi.org/10.3978/j.issn.2305-5839.2015.12.38
https://doi.org/10.1097/BRS.0000000000003529
https://doi.org/10.1002/bs.3830190102
https://doi.org/10.1001/archinte
https://doi.org/10.1001/archpsyc.1961.01710120031004
https://doi.org/10.1001/archpsyc.1961.01710120031004
https://doi.org/10.1080/08039480310000941
https://doi.org/10.1080/08039480310000941
https://doi.org/10.1016/j.yebeh.2015.03.001
https://www.terveysportti.fi/apps/dtk/tmi/article/tmm00083?toc=307487
https://www.terveysportti.fi/apps/dtk/tmi/article/tmm00083?toc=307487
https://www.terveysportti.fi/apps/dtk/tmi/article/tmm00109?toc=307496
https://www.terveysportti.fi/apps/dtk/tmi/article/tmm00109?toc=307496
https://doi.org/10.1007/s00586-009-1184-5
https://doi.org/10.1007/s00586-009-1184-5
https://doi.org/10.1016/j.spinee.2015.09.060
https://doi.org/10.1016/j.spinee.2015.09.060
https://doi.org/10.1007/s00586-007-0336-8
https://doi.org/10.1007/s00586-007-0336-8
https://doi.org/10.1093/aje/kwu007
https://doi.org/10.1093/aje/kwu007
https://doi.org/10.1016/j.amjmed.2009.05.028
https://doi.org/10.1093/aje/kwp356
https://doi.org/10.1038/srep27844
https://doi.org/10.1038/srep27844
https://doi.org/10.1016/j.spinee.2020.04.016
https://doi.org/10.1016/j.spinee.2020.04.016


Page 11 of 11Mertimo et al. BMC Musculoskeletal Disorders          (2022) 23:359 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

midlife in the northern Finland birth cohort 1966. Occup Environ Med. 
2017;74(5):351–6. https://​doi.​org/​10.​1136/​oemed-​2016-​104025.

	44.	 Albert H, Briggs A, Kent P, Byrhagen A, Hansen C, Kjaergaard K. The preva-
lence of MRI-defined spinal pathoanatomies and their association with 
modic changes in individuals seeking care for low back pain. Eur Spine J. 
2011;20(8):1355–62. https://​doi.​org/​10.​1007/​s00586-​011-​1794-6.

	45.	 Samartzis D, Karppinen J, Chan D, Luk K, Cheung K. The association of 
lumbar intervertebral disc degeneration on magnetic resonance imaging 
with body mass index in overweight and obese adults: a population-
based study. Arthritis Rheum. 2012;64(5):1488–96. https://​doi.​org/​10.​
1002/​art.​33462.

	46.	 Fujita N, Ishihara S, Michikawa T, Azuma K, Suzuki S, Tsuji O, et al. Potential 
association of metabolic and musculoskeletal disorders with lumbar 
intervertebral disc degeneration: cross-sectional study using medical 
checkup data. J Orthop Sci. 2020;25(3):384–8. https://​doi.​org/​10.​1016/j.​
jos.​2019.​05.​011.

	47.	 Takatalo J, Karppinen J, Niinimäki J, Taimela S, Mutanen P, Sequeiros RB, 
et al. Association of modic changes, Schmorl’s nodes, spondylolytic 
defects, high-intensity zone lesions, disc herniations, and radial tears with 
low back symptom severity among young Finnish adults. Spine (Phila 
Pa 1976). 2012;37(14):1231–9. https://​doi.​org/​10.​1097/​BRS.​0b013​e3182​
443855.

	48.	 Battié MC, Videman T, Parent E. Lumbar disc degeneration: epidemiol-
ogy and genetic influences. Spine (Phila Pa 1976). 2004;29(23):2679–90. 
https://​doi.​org/​10.​1097/​01.​brs.​00001​46457.​83240.​eb.

	49.	 Obesity: preventing and managing the global epidemic. Report of a WHO 
consultation. World Health Organ Tech Rep Ser. 2000;894:i-xii, 1–253.

	50.	 Altman D. Practical statistics for medical research: Chapman Hall/CRC; 
1991.

	51.	 Miles J, Mark S. Applying regression & correlation: a guide for students 
and researchers; 2001.

	52.	 Luoma K, Riihimäki H, Luukkonen R, Raininko R, Viikari-Juntura E, Lam-
minen A. Low back pain in relation to lumbar disc degeneration. Spine 
(Phila Pa 1976). 2000;25(4):487–92. https://​doi.​org/​10.​1097/​00007​632-​
20000​2150-​00016.

	53.	 DePalma M, Ketchum J, Saullo T. What is the source of chronic low Back 
pain and does age play a role? Pain Med. 2011;12(2):224–33. https://​doi.​
org/​10.​1111/j.​1526-​4637.​2010.​01045.x.

	54.	 Samartzis D, Borthakur A, Belfer I, Bow C, Lotz JC, Wang HQ, et al. Novel 
diagnostic and prognostic methods for disc degeneration and low back 
pain. Spine J. 2015;15(9):1919–32. https://​doi.​org/​10.​1016/j.​spinee.​2014.​
09.​010.

	55.	 de Schepper E, Damen J, van Meurs J, Ginai A, Popham M, Hofman A, 
et al. The association between lumbar disc degeneration and low back 
pain: the influence of age, gender, and individual radiographic features. 
Spine (Phila Pa 1976). 2010;35(5):531–6. https://​doi.​org/​10.​1097/​BRS.​
0b013​e3181​aa5b33.

	56.	 Burton A, Balagué F, Cardon G, Eriksen H, Henrotin Y, Lahad A, et al. Chap-
ter 2. European guidelines for prevention in low back pain : November 
2004. Eur Spine J. 2006;15(Suppl 2):S136–68. https://​doi.​org/​10.​1007/​
s00586-​006-​1070-3.

	57.	 Aoyagi K, He J, Nicol A, Clauw D, Kluding P, Jernigan S, et al. A subgroup 
of chronic low Back pain patients with central sensitization. Clin J Pain. 
2019;35(11):869–79. https://​doi.​org/​10.​1097/​AJP.​00000​00000​000755.

	58.	 Boonstra A, Schiphorst Preuper H, Balk G, Stewart R. Cut-off points for 
mild, moderate, and severe pain on the visual analogue scale for pain in 
patients with chronic musculoskeletal pain. Pain. 2014;155(12):2545–50. 
https://​doi.​org/​10.​1016/j.​pain.​2014.​09.​014.

	59.	 Oura P. Search for lifetime determinants of midlife vertebral size. Empha-
sis on Lifetime Physical Activity and Early-life Physical Growth. Oulu 
University; 2017.

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

https://doi.org/10.1136/oemed-2016-104025
https://doi.org/10.1007/s00586-011-1794-6
https://doi.org/10.1002/art.33462
https://doi.org/10.1002/art.33462
https://doi.org/10.1016/j.jos.2019.05.011
https://doi.org/10.1016/j.jos.2019.05.011
https://doi.org/10.1097/BRS.0b013e3182443855
https://doi.org/10.1097/BRS.0b013e3182443855
https://doi.org/10.1097/01.brs.0000146457.83240.eb
https://doi.org/10.1097/00007632-200002150-00016
https://doi.org/10.1097/00007632-200002150-00016
https://doi.org/10.1111/j.1526-4637.2010.01045.x
https://doi.org/10.1111/j.1526-4637.2010.01045.x
https://doi.org/10.1016/j.spinee.2014.09.010
https://doi.org/10.1016/j.spinee.2014.09.010
https://doi.org/10.1097/BRS.0b013e3181aa5b33
https://doi.org/10.1097/BRS.0b013e3181aa5b33
https://doi.org/10.1007/s00586-006-1070-3
https://doi.org/10.1007/s00586-006-1070-3
https://doi.org/10.1097/AJP.0000000000000755
https://doi.org/10.1016/j.pain.2014.09.014

	Association of lumbar disc degeneration with low back pain in middle age in the Northern Finland Birth Cohort 1966
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Aims
	Study design
	Study sample
	Assessment of lumbar MRI and evaluation of LDD
	Assessment of low back pain and other musculoskeletal pains
	Assessment of mental distress
	Assessment of confounders
	Statistical analyses
	Ethical approval

	Results
	Characteristics of the study population
	Inter-rater reliability in the Pfirrmann classification
	Prevalence of LDD
	Association between LDD and LBP
	Mental symptoms modify the association between LDD and LBP

	Discussion
	Conclusions
	Acknowledgements
	References


