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Abstract

Background: Sciatica is a type of neuropathic pain that is characterised by pain radiating into the leg. It is often
accompanied by low back pain and neurological deficits in the lower limb. While this condition may cause
significant suffering for the individual, the lack of evidence supporting effective treatments for sciatica makes clinical
management difficult. Our objectives are to determine the efficacy of pregabalin on reducing leg pain intensity and
its cost-effectiveness in patients with sciatica.

Methods/Design: PRECISE is a prospectively registered, double-blind, randomised placebo-controlled trial of
pregabalin compared to placebo, in addition to usual care. Inclusion criteria include moderate to severe leg pain
below the knee with evidence of nerve root/spinal nerve involvement. Participants will be randomised to receive
either pregabalin with usual care (n = 102) or placebo with usual care (n = 102) for 8 weeks. The medicine dosage
will be titrated up to the participant’s optimal dose, to a maximum 600 mg per day. Follow up consultations will
monitor individual progress, tolerability and adverse events. Usual care, if deemed appropriate by the study doctor,
may include a referral for physical or manual therapy and/or prescription of analgesic medication. Participants,
doctors and researchers collecting participant data will be blinded to treatment allocation. Participants will be
assessed at baseline and at weeks 2, 4, 8, 12, 26 and 52. The primary outcome will determine the efficacy of
pregabalin in reducing leg pain intensity. Secondary outcomes will include back pain intensity, disability and quality
of life. Data analysis will be blinded and by intention-to-treat. A parallel economic evaluation will be conducted
from health sector and societal perspectives.

Discussion: This study will establish the efficacy of pregabalin in reducing leg pain intensity in patients with
sciatica and provide important information regarding the effect of pregabalin treatment on disability and quality of
life. The impact of this research may allow the future development of a cost-effective conservative treatment
strategy for patients with sciatica.
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Background
Neuropathic pain is a major clinical and epidemiological
problem. It is a result of a lesion or disease affecting the
somatosensory system [1]. The true prevalence of neuro-
pathic pain is difficult to estimate as it encompasses a
variety of disorders [2-4]. Neuropathic pain can result
from a lesion in the central nervous system, such as
cerebrovascular events, multiple sclerosis, spinal cord in-
juries, or a lesion in the peripheral nervous system, such
as painful diabetic neuropathy, or post-herpetic neural-
gia [5,6].
Sciatica is considered a type of neuropathic pain and

can also be referred to as lumbosacral radiculopathy [7].
It is a severe form of low back pain that is characterised
by radiating leg pain below the knee. Clinically, the in-
tense leg pain may be accompanied by neurological
changes of muscle weakness and wasting, sensory
change and diminished reflexes in a nerve root distribu-
tion [8,9]. Sciatica is most commonly caused by lumbar
disc herniation, while non-discogenic causes include
bony or vascular compression, infection or malignancy
[10]. Nearly a third of patients with sciatica will have
persisting symptoms, continuing for up to 2 years [8,11].
Treatment strategies aim at reducing pain and pre-
venting chronic disability, as patients with sciatica have
a reduced quality of life, a longer absence from work
and increased use of health resources compared to
people with localised back pain [12]. Treatment may in-
clude conservative care (such as physical therapies and
advice), pharmacological management and interven-
tional procedures (such as epidural injections and sur-
gery) [8,10,11,13,14].
There are few clinical guidelines on the treatment of

sciatica, reflecting the lack of quality evidence of effect-
ive strategies [15]. We conducted a systematic review of
the evidence for pharmacological management of pain in
patients with sciatica and found that there was no clear
evidence to support the use of non-steroidal anti-
inflammatory drugs, corticosteroids, antidepressants, or
opioid analgesics in the immediate term when compared
to the placebo [16]. When conservative and pharmaco-
logical treatments have been unsuccessful and the leg
pain persists, referral for interventional procedures such
as epidural and foraminal corticosteroid injection or in-
vasive surgery may be considered. These procedures can
be costly, have no guarantee of success and come with
some risk. We have found that early surgery provides a
benefit in the short term but is no better than conserva-
tive care at 1 and 2 years [17,18] and that epidural cor-
ticosteroid injections provide only small, short-term
benefits in pain and disability [11].
One pharmacological strategy that has been successful

in the management of neuropathic pain is the use of
anticonvulsant drugs [5]. Pregabalin is an anticonvulsant
with analgesic and anxiolytic properties. It is a structural
analogue of the neurotransmitter gamma-aminobutyric
acid (GABA) that mediates its actions by binding to
voltage-gated calcium channels in the central nervous
system. Pregabalin is reported to provide rapid initial
pain relief [7] and its lack of metabolic drug interactions
means that pregabalin can be safely co-administered
with other drugs [19]. Pregabalin is known to be effect-
ive in treating post-herpetic neuralgia, painful diabetic
neuropathy and fibromyalgia [20-23] and recently in
neuropathic components of patients with back pain
[24,25] and neck pain [26]. It has also been shown to be
a cost-effective alternative to usual care in patients with
refractory neck pain [27].
Currently there is limited, direct, high quality research

to inform the use of pregabalin in the treatment of
people with sciatica. A small prospective randomised
trial of patients with chronic low back pain (n = 36),
which included some patients with sciatica, suggested
that pregabalin may produce a statistically significant re-
duction in back pain in the short term, but this trial
contained no placebo comparison [25]. Another study
demonstrated patients had a positive response to pre-
gabalin but the study design limited the conclusions
[28]. Observational studies have reported positive results
with pregabalin treatment but these trial designs contain
bias [29,30]. Therefore, while there are some indications
that pregabalin may be a successful treatment for pa-
tients with sciatica, high quality evidence is needed.
Sciatica is a severe, disabling condition with few effect-

ive treatment options. This double-blind, randomised,
placebo-controlled trial aims to determine the efficacy,
safety and cost-effectiveness of pregabalin in reducing
leg pain intensity in patients with sciatica.

Methods/Design
The PRECISE study is a double-blind, randomised,
placebo-controlled trial comparing pregabalin in addition
to usual care, to placebo in addition to usual care for the
treatment of sciatica (Figure 1). Ethics approval has been
granted by the University of Sydney Human Research Eth-
ics Committee (protocol number 15333). The study has
been registered with the Australian and New Zealand
Clinical Trials Registry (ACTRN12613000530729) and
this study protocol follows the SPIRIT statement [31].

Participants and recruitment
Participants will be recruited from patients in the commu-
nity, who have moderate to severe sciatica, and who con-
sult a study general practitioner (GP) or medical specialist
(for example, an orthopaedic surgeon, neurosurgeon,
neurologist or rheumatologist) as an outpatient [32]. GPs
and specialists will be recruited from the Sydney metro-
politan area (Australia) and will be required to hold



Figure 1 PRECISE study design.
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current practice registration in Australia. The study doc-
tors (that is, the GP or specialist) will obtain relevant med-
ical history including medication history, and screen the
patient against the eligibility criteria.
Eligible participants will meet all of the following cri-

teria: radiating pain into only one leg below the knee;
nerve root/spinal nerve involvement evidenced by at
least one of the following clinical features: myotomal
weakness, dermatomal sensory deficits, diminished re-
flexes, leg pain radiating in a dermatomal distribution;
leg pain severe enough to cause at least moderate pain
or moderate interference with normal work or daily ac-
tivities over the last week (measured by adaptations of
items 7 and 8 in the short form-36 (SF-36) question-
naire); pain duration of current episode of at least 1
week and up to 1 year; age 18 years or older; and suffi-
cient understanding of the English language or interpret-
ation assistance available to complete the study
treatment and assessments.
Patients will be excluded if they meet any of the fol-

lowing criteria: known or suspected serious spinal path-
ology (such as cauda equina syndrome, or spinal
fracture); pregnant or breastfeeding women, and males
or females planning conception during the 8-week treat-
ment period; scheduled or being considered for spinal
surgery or interventional procedures for sciatica during
the 8-week treatment period; contraindications to
pregabalin (known allergy to pregabalin or significant
renal impairment. Pregabalin is predominantly renally
excreted, so patients with an estimated creatinine clear-
ance of <60 ml/minute will be excluded); or already tak-
ing an anticonvulsant medication, a medication for
neuropathic pain, an antidepressant or a sedative and
unable to cease the medication.
If a patient is eligible, the study doctor will gain in-

formed consent and notify the research team when a
participant has been recruited by telephone, fax, email
or an online system. The doctor will also administer the
study treatment (see ‘Study treatment’ below), including
providing the participant with a sealed medication pack
(see ‘Randomisation and blinding’ below). A researcher
(blinded) will collect baseline data from the participant
in a telephone interview, within 72 hours of the initial
treatment visit with the doctor and before the partici-
pant starts the study medication. Following baseline data
collection, the researcher will inform the participant to
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break the seal on the medication pack and commence
the study medicine. At this point the participant is con-
sidered to be randomised into the study.
To ensure consistency, the study researchers will train

study doctors in the study design and conduct regular
visits to confirm the protocol is being followed. We also
plan to recruit patients with sciatica who present to
physiotherapists and chiropractors. Registered physio-
therapists and chiropractors will identify potential par-
ticipants and refer them to the research team, who will
then refer potential participants to a study GP for formal
screening. If a patient is eligible and gives their informed
consent, the study GP will then notify the research team
as above and provide the study treatment.
Randomisation and blinding
A researcher not involved in participant recruitment or
data collection will generate a randomisation schedule a
priori using a computer-derived random number se-
quence. Study medication will be prepared according to
the randomisation schedule by the central study phar-
macy, then sealed in an opaque medication pack and
supplied to the study doctors. The randomisation sched-
ule will be kept concealed from other researchers. Upon
recruitment, the doctor (blinded) will provide a sealed
medication pack to the participant (blinded), thus ran-
domising the participant to one of two groups: pre-
gabalin with usual care or placebo with usual care.
Placebo capsules will have an identical appearance to the
active pregabalin capsules. The randomisation process
will ensure concealed allocation and blinding of the doc-
tor, participant and outcome assessor.
Study treatment
The study treatment will consist of the study medicine
and advice (patient reassurance, staying active and
avoiding bed rest) [33]. Each participant will receive up to
nine weekly face-to-face or telephone consultations with
the study doctor to begin treatment, monitor progress and
adjust the dose of the study medication over the 8-week
treatment period. Specialists who are unable to provide
regular follow up care will refer the participant to the
Table 1 PRECISE study medicine dosage

Week Pregabalin (or placebo) dosage

Week 1 1 × 75 mg capsule, twice a day, for 7 day

Week 2 2 × 75 mg capsule, twice a day, for 7 day

Week 3 3 × 75 mg capsule, twice a day, for 7 day

Weeks 4 to 7 4 × 75 mg capsule, twice a day, for 7 day
improvement (0 or 1 out of 10 leg pain f

Week 8 (or after reaching
adequate improvement)

Gradual titration down to cessation, for e
then 1 × 75 mg capsule, twice a day, for

Standard study medication regimen [5].
research team who will then arrange for a study GP to
continue the 8-week study treatment.
The starting dose of the study medication, either

pregabalin or placebo, is 75 mg twice daily. This will be
titrated to the participant’s optimal dose, up to a max-
imum of 300 mg twice daily, depending on the patient’s
progress and tolerability at each dose level. In the stand-
ard study dosing regimen (Table 1), we expect a 3-week
titration period, then the maximum tolerated dose for
each participant will be maintained for 4 weeks before
the study medication is titrated down to cessation in the
final (8th) treatment week. The study doctor can amend
the dosage based on a participant’s adequate improve-
ment, defined as a pain rating of 0 or 1 out of 10, for leg
pain, for a minimum of 72 hours, with none or tolerable
side effects. If adequate improvement is achieved before
the 8-week standard treatment regimen is completed,
early titration down to cessation is possible. The max-
imum treatment period is 8 weeks.
In addition to the study medicines, both groups may

receive usual care as deemed appropriate by their study
doctor during the 8-week treatment period. Usual care
may include physical or manual therapies and other an-
algesic medications (except adjuvant analgesics). It is
recommended that the study doctors follow the World
Health Organisation (WHO) pain ladder [34] for analgesic
medication prescription, and refrain from prescribing add-
itional medicines for neuropathic pain or scheduling inter-
ventional procedures. Medicines for neuropathic pain
include antidepressants, selective serotonin and noradren-
aline re-uptake inhibitors, topical lignocaine and gaba-
pentin and other anticonvulsant medications [7]. Also
participants should not take concomitant medication that
could result in an adverse interaction with pregabalin, in-
cluding medicines that might increase the risk of excessive
sedation (for example, benzodiazepines) [35].

Data collection
Data collection will be conducted by the study re-
searchers via telephone, email or online at baseline,
weeks 2, 4, 8, 12, 26 and 52. Data will be collected re-
gardless of participants’ compliance to the study treat-
ment. Data collection by trained study researchers will
Total daily dose

s 150 mg/day

s 300 mg/day

s 450 mg/day

s, maintained over 4 weeks or until adequate
or 72 hours)

600 mg/day

xample 2 × 75 mg capsule, twice a day, for 4 days,
3 days

300 mg/day or
150 mg/day
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minimise the study doctor workload, increase data col-
lection quality and aid participant retention.

Primary outcome
The primary outcome is leg pain intensity using the Nu-
merical Pain Rating Scale, measured at baseline and weeks
2, 4, 8, 12, 26 and 52. The participants will be asked to rate
their average leg pain over the last 24 hours out of 10,
with zero representing ‘no leg pain’, and 10 representing
the ‘worst pain imaginable’ [36].

Secondary outcomes
The key secondary outcome is the Roland Disability
Questionnaire for Sciatica [18], measured at baseline
and weeks 2, 4, 8, 12, 26 and 52, to assess disability.
The Numerical Pain Rating Scale [36], rated as an

average over the last 24 hours, measured at baseline and
weeks 2, 4, 8, 12, 26 and 52, will assess back pain
intensity.
The SF-12v2 Quality of Life questionnaire [37] will be

used at baseline and weeks 2, 4, 8, 12, 26 and 52, to as-
sess quality of life.
The Global Perceived Effect [38] will be measured at

baseline and weeks 2, 4, 8, 12, 26 and 52, this asks the
participant to compare their leg pain to when this epi-
sode first started. It is measured on a Likert scale, from
a score of −5 (vastly worse) to 0 (unchanged), to +5
(completely recovered).
Work and health utilisation questions will be asked at

weeks 4, 12, 26 and 52. These will report the use of
health services and the number of hours missed from
paid employment because of sciatica, for the cost-
effectiveness analysis.

Other data collected
The use of other analgesic medicines over the previous
week will be collected at baseline. The PainDETECT
questionnaire, which screens for the presence of neuro-
pathic pain [39], will be completed at baseline. Con-
firmed pregnancy will be recorded at 2, 4, 8 and 12
weeks.
Details of adverse events will be collected at 2, 4, 8, 12,

26 and 52 weeks of treatment. The most common ad-
verse effects of pregabalin are dizziness and somnolence
[7]. Any serious adverse events, defined as an event that
is life threatening, results in death, hospitalisation, or
significant disability, will be reported immediately to the
serious adverse events committee (authors, CM, AM
and ROD). The serious adverse events committee will
investigate the relationship between a serious adverse
event and the study medication, and if a potential rela-
tionship is suspected, unblinding to treatment allocation
is permissible. The ethics committee will also be in-
formed of the serious adverse event.
Questions will be asked regarding blinding and satis-
faction at week 8. The blinding question will ask the par-
ticipant to guess to which study treatment they were
randomized, that is whether they have been randomized
to pregabalin or placebo, or do not know. The satisfaction
question will ask the participant to rate how satisfied they
felt with the study treatment overall on a 5-point scale
(extremely dissatisfied, dissatisfied, neutral, satisfied or ex-
tremely satisfied).
Adherence to study medication will be documented

through a self-reported daily medication diary and by
counting the returned medicine, compared to the prescribed
regimen as recorded by the study doctor. Participants will
be asked to return unused medicines via a reply-paid post
satchel at the end of the 8-week treatment period.

Data integrity and analysis
The integrity of trial data will be monitored by regularly
scrutinising data files for omissions and errors. We will
perform double data entry of the primary (leg pain) and
key secondary (Roland Disability Questionnaire for Sciatica)
outcomes. Other outcomes will be checked using a risk-
based approach, checking random samples until achiev-
ing a satisfactorily low error rate (for example, <10%).
The source of any inconsistencies will be explored and
resolved. Electronic data will be stored on a secure ser-
ver and paper copies located in a locked cabinet. Data
will only be accessible by researchers and participant
confidentiality will be maintained through secure data
storage, during and post-trial.
Treatment effectiveness analyses will be blinded and

performed on intention-to-treat basis. A two-tailed P-
value <0.05 will be considered statistically significant. Our
primary analysis will be by analysis of covariance, to exam-
ine the effects of treatment on leg pain at week 8, using
the treatment arm, baseline leg pain and symptom dur-
ation as covariates. Similar analyses will be applied to sec-
ondary endpoints. Those will be supported by longitudinal
linear models of leg pain and secondary outcomes, includ-
ing all available post-baseline measurements, with the
baseline measurement and symptom duration as covari-
ates. In the case of significant missing data, sensitivity ana-
lyses will be conducted where reasonable using multiple
imputation [40]. A secondary analysis will assess the pres-
ence of neuropathic pain features, measured by the
PainDETECT questionnaire at baseline as a modifier of
treatment effects.
Economic evaluation will entail a cost-utility analysis

in which the intervention will be assessed in terms of its
incremental cost per quality-adjusted life-year (QALY).
As we do not expect any effect on survival, our QALY
estimates will be based exclusively on health state util-
ities. These will be obtained from measures derived from
the SF-12 and transformed into health state utilities via
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the SF-6D algorithm [37]. For each participant, these
utilities will be averaged out between observations over
the entire duration of follow up of 1 year. The primary
analysis will be conducted from the perspective of the
health sector. The costs of the intervention will be
assessed in terms of costs of medications and consulta-
tions (including follow up visits needed during titration).
Healthcare services and medicines will be valued at
standard rates published by the Australian Government
(the Medical Benefits Scheme standard fees for non-
hospital medical costs, the Pharmaceutical Benefits
Schedule for costs of medicines and Australian Refined
Diagnosis Related Groups cost weights for hospitalisa-
tion costs). Private non-medical healthcare services
(such as physiotherapy) will be valued at standard rates
published by the relevant professional body or third
party payer. An additional analysis will entail a societal
perspective, investigating costs associated with the use of
community services (for example, community hydro-
therapy classes) and work absenteeism because of sciat-
ica. Costs of community services will be based on the
self-reported costs. Costs of absenteeism from paid em-
ployment will be estimated by the number of days ab-
sent from work multiplied by the average wage rate. The
incremental cost per QALY will be estimated as the ratio
of the difference in average cost and QALYs between
intervention arms. Sensitivity analysis will test uncer-
tainty in key parameters such as the selection of cost
weights and statistical variation in quality of life scores.

Sample size
We have calculated the required sample size using a
standard algorithm [41]. The primary outcome is leg pain
at week 8. A sample size of 204 participants (102 per
group) will provide 90% power to detect a difference of
1.5 out of 10 units of leg pain on the Numerical Pain Rat-
ing Scale, assuming a standard deviation of 2.5 [18], a
two-tailed alpha of 0.05, and allowing for 10% of dropouts
and 20% non-compliance. There is no robust evidence for
the smallest worthwhile effect in pain reduction in sciatica
[42]. We have based the sample-size calculation on a
between-group difference of 1.5/10 in leg pain from previ-
ous trials of pregabalin for neuropathic pain [43]. The
sample size also has 90% power to detect a difference be-
tween groups in score of 3 out of 23 at week 8 on our key
secondary outcome, the Roland Disability Questionnaire
for Sciatica. This is based on the between-group difference
(3/23) and standard deviation from one of our previous
sciatica trials (4/23) [18] and the same assumptions taken
for the primary outcome calculation [18].

Modification of the protocol
Any modifications to the protocol that may impact on
the design and conduct of the study will require a formal
protocol amendment. Such amendment will be agreed
upon by the study investigators and approved by the eth-
ics committee prior to implementation. Once approved,
the changes will be communicated to the relevant par-
ties (for example, doctors and participants).
Discussion
This paper presents the design and rationale for a
double-blind, placebo-controlled randomised trial com-
paring the efficacy of pregabalin and placebo in addition
to usual care for patients with sciatica. If pregabalin is
shown to be more effective in reducing leg pain com-
pared to placebo, then this study will be one of the first
to provide rigorous evidence of an effective conservative
treatment for the management of sciatica.
The results of this research will definitively assess the

efficacy and cost-effectiveness of pregabalin for the treat-
ment of sciatica and aid in the future development of
clinical management guidelines for patients with sciatica,
as there are, at present, limited effective conservative
treatment options.
We anticipate recruitment to start in the second half

of 2013, with data collection completed by early 2016.
The allocation concealment and double-blind design
minimise bias, while data collection by the study re-
searchers improves data quality and minimises the work-
load placed on recruiting GPs and specialists. This
reduction in doctor workload will allow minimal inter-
ference with their clinical practice and facilitate recruit-
ment. Our team has successfully conducted trials
recruiting from primary care in the Sydney metropolitan
area [44]. This established collaborative network and
trial design will facilitate doctor and patient recruitment
for a sufficient sample size, and aid compliance. Results
of the study will be disseminated via publications and
presentations. The completion of the PRECISE trial will
potentially present a simple, effective and cost-effective
treatment option for patients suffering with sciatica.
Competing interests
The study has been awarded funding from the National Health and
Medical Research Council (NHMRC), Australia. The investigators maintain
full autonomy in the design, conduct and reporting of the study. We
have ethics approval to reimburse study clinicians for their time spent on
study specific tasks. There are no other competing interests of the trial or
study sites.
Authors’ contributions
CWCL, AJM, JL, BWK, MH, ROD and CGM conceived the study. CWCL, CGM,
AJM, JL, BWK, MH, IH, ROD, JP, SJ and LB procured funding. All authors
contributed to the design of the study. CWCL, CGM, AJM, JL, BWK, MH, IH,
ROD form the steering committee and end point adjudication. CWCL, CM
and SM form the data management team. SM and research assistants form
the coordination centre, responsible for recruitment, study doctors and data
collection. SM drafted the manuscript. All authors contributed to the
manuscript and approved the final version for publication.



Mathieson et al. Trials 2013, 14:213 Page 7 of 8
http://www.trialsjournal.com/content/14/1/213
Acknowledgments
The PRECISE study is funded by a project grant from the National Health and
Medical Research Council (NHMRC) of Australia (ID APP1042073). JL and CM
hold future fellowships funded by the Australian Research Council. SJ holds
an NHMRC Senior Research Fellowship.

Author details
1The George Institute for Global Health and Sydney Medical School,
University of Sydney, PO Box M201, Missenden Rd, Camperdown, Sydney,
NSW 2050, Australia. 2Faculty of Pharmacy and Centre for Education and
Research on Ageing, University of Sydney, Sydney, Australia. 3Department of
General Practice, Erasmus University Medical Center, Rotterdam, The
Netherlands. 4Faculty of Human Sciences, Macquarie University, Sydney,
Australia. 5The South Western Sydney Clinical School, Faculty of Medicine,
University of New South Wales, Sydney, Australia. 6St Vincent’s Clinical
School, Faculty of Medicine, University of New South Wales, Sydney,
Australia. 7ACT NeuroSpine Clinic, Australian Capital Territory, Deakin,
Australia.

Received: 24 May 2013 Accepted: 1 July 2013
Published: 11 July 2013

References
1. Haanpää M, Treede RD: Diagnosis and classification of neuropathic pain

epidemiology and impact of neuropathic pain. Pain Clinical Updates 2010,
18:1–6.

2. Smith BH, Torrance N: Epidemiology of neuropathic pain and its impact
on quality of life. Curr Pain Headache Rep 2012, 16:191–198.

3. Attal N, Finnerup NB: Pharmacological management of neuropathic pain.
Pain Clinical Updates 2010, 18:1–8.

4. Finnerup NB, Scholz J, Attal N, Baron R, Haanpää M, Hansson P, Raja SN,
Rice ASC, Rief W, Rowbotham MC, Simpson DM, Treede RD: Neuropathic
pain needs systematic classification. Eur J Pain 2013, 17:953–956.

5. Straube S, Derry S, McQuay HJ, Moore RA: Enriched enrollment: definition
and effects of enrichment and dose in trials of pregabalin and
gabapentin in neuropathic pain. A systematic review. Brit J Clin
Pharmacol 2008, 66:266–275.

6. McDermott AM, Toelle TR, Rowbotham DJ, Schaefer CP, Dukes EM: The
burden of neuropathic pain: results from a cross-sectional survey.
Eur J Pain 2006, 10:127–135.

7. Dworkin RH, O’Connor AB, Backonja M, Farrar JT, Finnerup NB, Jensen TS, Kalso
EA, Loeser JD, Miaskowski C, Nurmikko TJ, Portenoy RK, Rice ASC, Stacey BR,
Treede RD, Turk DC, Wallace MS: Pharmacologic management of neuropathic
pain: evidence-based recommendations. Pain 2007, 132:237–251.

8. Koes BW, Van Tulder MW, Peul WC: Diagnosis and treatment of sciatica.
BMJ (Clinical research ed.) 2007, 334:1313–1317.

9. Konstantinou K, Dunn K: Sciatica: review of epidemiological studies and
prevalence estimates. Spine 2008, 33:2464–24722.

10. Stafford MA, Peng P, Hill DA: Sciatica: a review of history, epidemiology,
pathogenesis, and the role of epidural steroid injection in management.
Brit J Anaesth 2007, 99:461–473.

11. Pinto RZ, Maher CG, Ferreira ML, Hancock M, Oliveira VC: Review epidural
corticosteroid injections in the management of sciatica. Ann Intern Med
2012, 157:865–877.

12. Selim AJ, Ren XS, Fincke G, Deyo RA, Rogers W, Miller D, Linzer M, Kazis L:
The importance of radiating leg pain in assessing health outcomes
among patients with low back pain; results from the Veterans health
study. Spine 1998, 15:470–474.

13. Lewis R, Williams N, Matar HE, Din N, Fitzsimmons D, Phillips C, Jones M,
Sutton A, Burton K, Nafees S, Hendry M, Rickard I, Chakraverty R, Wilkinson
C: The clinical effectiveness and cost-effectiveness of management
strategies for sciatica: systematic review and economic model.
Health Technol Assess 2011, 15:1–578.

14. Luijsterburg PAJ, Verhagen AP, Ostelo RWJG, Van Os TAG, Peul WC, Koes
BW: Effectiveness of conservative treatments for the lumbosacral
radicular syndrome: a systematic review. Eur Spine J 2007, 16:881–899.

15. Freynhagen R, Baron R: The evaluation of neuropathic components in low
back pain. Curr Pain Headache Rep 2009, 13:185–190.

16. Pinto RZ, Maher CG, Ferreira ML, Ferreira PH, Hancock M, Oliveira VC,
McLachlan AJ, Koes BW: Drugs for relief of pain in patients with sciatica:
systematic review and meta-analysis. BMJ 2012, 344:E497–E497.
17. Peul WC, van den Hout WB, Brand R, Thomeer RTWM, Koes BW: Prolonged
conservative care versus early surgery in patients with sciatica caused by
lumbar disc herniation: two year results of a randomised controlled trial.
BMJ (Clinical research ed.) 2008, 336:1355–1358.

18. Peul WC, van Houwelingen HC, van den Hout WB, Brand R, Eekhof JAH,
Tans JTJ, Thomeer RTWM, Koes BW: Surgery versus prolonged
conservative treatment for sciatica. N Eng J Med 2007, 356:2245–2256.

19. Ben-Menachem E: Pregabalin pharmacology and its relevance to clinical
practice. Epilepsia 2004, 45(Suppl 6):3–8.

20. Moore RA, Straube S, Wiffen PJ, Derry S, McQuay HJ: Pregabalin for acute
and chronic pain in adults. Cochrane Database Syst Rev 2009,
Issue 3:CD007076.

21. Finnerup NB, Sindrup SH, Jensen TS: The evidence for pharmacological
treatment of neuropathic pain. Pain 2010, 150:573–581.

22. Rosenstock J, Tuchman M, LaMoreaux L, Sharma U: Pregabalin for the
treatment of painful diabetic peripheral neuropathy: a double-blind,
placebo-controlled trial. Pain 2004, 110:628–638.

23. Wiffen PJ, McQuay HJ, Edwards JE, Moore RA: Gabapentin for acute and
chronic pain. Cochrane Database Syst Rev 2005, 3, CD005452.

24. Morlion B: Pharmacotherapy of low back pain: targeting nociceptive and
neuropathic pain components. Curr Med Res Opin 2011, 27:11–33.

25. Romanò CL, Romanò D, Bonora C, Mineo G: Pregabalin, celecoxib, and
their combination for treatment of chronic low-back pain. J Orthop
Traumatol 2009, 10:185–191.

26. Flórez-García M, Ceberio-Balda F, Morera-Domínguez C, Masramón X, Pérez
M: Effect of pregabalin in the treatment of refractory neck pain: cost and
clinical evidence from medical practice in orthopedic surgery and
rehabilitation clinics. Pain Pract 2011, 11:369–380.

27. Gordon J, Lister S, Prettyjohns M, McEwan P, Tetlow A, Gabriel Z: A cost-utility
study of the use of pregabalin in treatment-refractory neuropathic pain.
J Med Econ 2012, 15:207–218.

28. Baron R, Freynhagen R, Tölle TR, Cloutier C, Leon T, Murphy TK, Phillips K:
The efficacy and safety of pregabalin in the treatment of neuropathic
pain associated with chronic lumbosacral radiculopathy. Pain 2010,
150:420–427.

29. Lampl C, Schweiger C, Haider B, Lechner A: Pregabalin as mono- or add-
on therapy for patients with refractory chronic neuropathic pain: a post-
marketing prescription-event monitoring study. J Neurol 2010,
257:1265–1273.

30. Toelle TR, Varvara R, Nimour M, Emir B, Brasser M: Pregabalin in
neuropathic pain related to DPN, cancer and back pain: analysis of a
6-week observational study. Open Pain J 2012, 44:1–11.

31. Chan AW, Tetzlaff JM, Gøtzsche PC, Altman DG, Mann H, Berlin J, Dickersin
K, Hróbjartsson A, Schulz KF, Parulekar WR, Krleža-Jerić K, Laupacis A, Moher
S: SPIRIT 2013 explanation and elaboration: guidance for protocols and
clinical trials. BMJ 2013, 346:e7586.

32. Chou R, Qaseem A, Snow V, Casey D, Cross T, Shekelle P, Owens DK: Clinical
guidelines diagnosis and treatment of low back pain: a joint clinical
practice guideline from the American College of Physicians and the
American Pain Society. Ann Intern Med 2007, 147:478–491.

33. Koes BW, Tulder MWV, Ostelo R, Burton AK, Waddell G: An updated
overview of clinical guidelines for the management of nonspecific low
back pain in primary care. Eur Spine J 2010, 19:2075–2094.

34. Ehrlic GE: Low back pain. Bull World Health Organ 2003, 81:671–676.
35. Lyrica Approved Product information (Pregabalin) 2010; [https://www.ebs.

tga.gov.au/ebs/picmi/picmirepository.nsf/pdf?OpenAgent&id=CP-2010-PI-
04219-3]. Accessed March 2011.

36. Williamson A, Hoggart B: Pain: a review of three commonly used pain
rating scales. J Clin Nurs 2005, 14:798–804.

37. Brazier JE, Roberts J: The estimation of a preference-based measure of
health from the SF-12. Med Care 2004, 42:851–859.

38. Kamper SJ, Ostelo RWJG, Knol DL, Maher CG, DeVet HCW, Hancock MJ:
Global perceived effect scales provided reliable assessments of health
transition in people with musculoskeletal disorders, but ratings are
strongly influenced by current status. J Clin Epidemiol 2010, 63:760–766.

39. Freynhagen R, Baron R, Gockel U, Tölle TR: PainDETECT: a new screening
questionnaire to identify neuropathic components in patients with back
pain. Curr Med Res Opin 2006, 22:1911–1920.

40. Kenward MG: Multiple imputation: current perspectives. Stat Methods Med
Res 2007, 16:199–218.

41. Hintze J: PASS 2008, NCSS. Kaysville, Utah: LLC; 2008.

https://www.ebs.tga.gov.au/ebs/picmi/picmirepository.nsf/pdf?OpenAgent&id=CP-2010-PI-04219-3
https://www.ebs.tga.gov.au/ebs/picmi/picmirepository.nsf/pdf?OpenAgent&id=CP-2010-PI-04219-3
https://www.ebs.tga.gov.au/ebs/picmi/picmirepository.nsf/pdf?OpenAgent&id=CP-2010-PI-04219-3


Mathieson et al. Trials 2013, 14:213 Page 8 of 8
http://www.trialsjournal.com/content/14/1/213
42. Ferriera ML, Herbert RD, Ferreira PH, Latimer J, Osteol RW, Nascimento DP,
Smeets RJ: A critical review of methods used to determine the smallest
worthwhile effect of interventions for low back pain. J Clin Epidemiol
2012, 65:253–261.

43. Dworkin RH, Turk DC, McDermott MP, Peirce-Sandner S, Burke LB, Cowan P,
Farrar JT, Hertz S, Raja SN, Rappaport BA, Rauschkolb C, Sampaio C:
Interpreting the clinical importance of group differences in chronic pain
clinical trials: IMMPACT recommendations. Pain 2009, 146:238–244.

44. Williams CM, Latimer J, Maher CG, McLachlan AJ, Cooper CW, Hancock MJ,
Day RO, McAuley JH, Lin CWC: PACE - The first placebo controlled trial of
paracetamol for acute low back pain: design of a randomised controlled
trial. BMC Musculoskel Dis 2010, 11:1–6.

doi:10.1186/1745-6215-14-213
Cite this article as: Mathieson et al.: PRECISE - pregabalin in addition to
usual care for sciatica: study protocol for a randomised controlled trial.
Trials 2013 14:213.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods/Design
	Discussion
	Trial registration

	Background
	Methods/Design
	Participants and recruitment
	Randomisation and blinding
	Study treatment
	Data collection
	Primary outcome
	Secondary outcomes
	Other data collected
	Data integrity and analysis
	Sample size
	Modification of the protocol

	Discussion
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References

