
Background: When conventional interventional procedures fail, percutaneous epidural 
adhesiolysis (PEA), which has moderate evidence for successful treatment of lumbar spinal stenosis 
(LSS), has been recommended over surgical treatments. In a previous study, we demonstrated the 
efficacy of a newly developed inflatable balloon catheter for overcoming the access limitations of 
pre-existing catheters for patients with severe stenosis or adhesions.

Objectives: This study compared the treatment response of combined PEA with balloon 
decompression and PEA only in patients with central LSS over 6 months of follow-up.

Study Design: This study used a randomized, single-blinded, active-controlled trial design. 

Setting: This study took place in a single-center, academic, outpatient interventional pain 
management clinic.

Methods: This randomized controlled study included 60 patients with refractory central LSS who 
suffered from chronic lower back pain and/or lumbar radicular pain. Patients failed to maintain 
improvement for > 1 month with epidural steroid injection or PEA using a balloon-less catheter. 
Patients were randomly assigned to one of 2 interventions: balloon-less (n = 30) and inflatable 
balloon catheter (n = 30). The Numeric Rating Scale (NRS-11), Oswestry Disability Index (ODI), 
Global Perceived Effect of Satisfaction (GPES), and Medication Quantification Scale III were each 
measured at 1, 3, and 6 months after PEA. 

Results: There was a significant difference between groups in NRS-11 reduction ≥ 50% (or 4 
points), ODI reduction ≥ 30% (or 10 points), GPES ≥ 6 and ≥ 4 points at 6 months, and NRS-
11 reduction ≥ 50% (or 4 points) at 3 months after PEA (P < .03). The proportion of successful 
responders was higher in the balloon group than in the balloon-less group throughout the total 
follow-up period. Furthermore, there was a statistically significant difference between groups at 6 
months after PEA (P = .035). 

Limitations: The results may vary according to the definition of successful response. Follow-up 
loss in the present study seemed to be high.

Conclusion: PEA using the inflatable balloon catheter leads to significant pain reduction and 
functional improvement compared to PEA using the balloon-less catheter in patients with central 
LSS.

The study protocol was approved by our institutional review board (2012-0235), and written 
informed consent was obtained from all patients. The trial was registered with the Clinical Research 
Information Service (KCT 0002093).  
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study was conducted at the pain management clinic 
of our center. Permission to conduct this study was 
granted by our Institutional Review Board (approval 
number: 2012-0235), and written informed consent 
was obtained from each patient who participated in 
this study. All aspects of patient privacy and confiden-
tiality were preserved. This study was registered with 
the Clinical Research Information Service (cris.nih.go.kr/
KCT0002093) and conducted in accordance with the 
Declaration of Helsinki (18). We followed the CONSORT 
guidelines to report this study.

Chronic LSS patients who visited the pain manage-
ment clinic in our center between January 2014 and 
June 2016 were examined to ascertain their eligibility. 
Inclusion criteria were as follows: (1) chronic LSS patients 
aged ≥ 40 years; (2) lower back pain and/or lumbar 
radicular pain intensity ≥ 6 (out of 10) on the Numeri-
cal Rating Scale (NRS-11), and neurogenic intermittent 
claudication; (3) confirmed diagnosis of moderate or 
severe central, but not foraminal or lateral recess, LSS by 
magnetic resonance imaging (MRI) (19); and (4) previous 
failure of conservative management, such as exercise 
therapy, physical therapy, or analgesic medication. ESI 
or PEA using a balloon-less catheter ≥ 12 weeks before 
recruitment was permitted because most of the patients 
visiting our clinic had a history of epidural injections. 
All eligible patients received a conventional diagnostic/
therapeutic fluoroscopy-guided transforaminal, inter-
laminar, caudal epidural injection with local anesthetic 
and steroid administration before enrollment. Patients 
who showed no or minimal pain reduction response (< 
50%) for < 1 month {AU: checking – should this be > 1 
month?} following ESI or PEA using a balloon-less cath-
eter (Racz or NaviCath) were enrolled.

Exclusion criteria were as follows: (1) age < 40 years, 
(2) acute pain for < 3 months, (3) unbearable pain of 10 
points on the NRS-11, (4) axial pain associated with facet 
joint or somatic origin, (5) cannot exclude a confounding 
diagnosis of vascular disease or disease of other origins, 
(6) signs of progressive neurological deficits or motor 
weakness, including muscle atrophy and abnormal ten-
don reflexes, (7) allergies to steroids or contrast dyes, 
(8) coagulopathy, (9) uncontrollable or unstable opioid 
use, (10) pregnancy or lactation, (11) malignancy, (12) 
systemic or injection site infection, (13) a history of prior 
lumbar spine surgery, (14) central LSS at ≥ 4 levels, and 
(15) unstable medical or psychiatric condition.

Randomization and Blinding
Patients were randomly assigned to one of two 

Spinal stenosis was first defined by Verbiest 
as a narrowing of the spinal canal producing 
radiculopathy or claudication, which are 

common findings in the degenerative spine (1). Lumbar 
spinal stenosis (LSS) is one of the most common causes 
of chronic lower back pain and leg pain in individuals of 
advanced age (2). LSS is important because it is socially 
disabling and economically expensive (3). Nonsurgical 
treatments (such as exercise, medical treatment, physical 
therapy, and conventional interventional procedures) 
for initial management of LSS have been recommended 
(4,5). However, these treatments have limitations, and 
even conventional interventional procedures, such 
as epidural steroid injection (ESI), are occasionally 
ineffective for pain and functional disability in patients 
with LSS (6,7). Because individuals of advanced age 
with various comorbidities are not always surgical 
candidates due to their limited physical status, surgery 
is not the solution in all patients nonresponsive to 
nonsurgical treatments. Therefore, when conventional 
interventional procedures fail, percutaneous epidural 
adhesiolysis (PEA), which has moderate evidence for 
successful treatment of LSS, has been recommended 
over surgical treatments (8-12).

Generally, PEA is performed with a Racz catheter 
or a more steerable navigation catheter (NaviCath) 
(4,13-15). In a previous study, we demonstrated the ef-
ficacy of a newly developed inflatable balloon catheter 
(ZiNeu®, JUVENUI, Seoul, Korea) for overcoming the 
access limitations of pre-existing catheters for patients 
with severe stenosis or adhesions (16,17). It has been 
suggested that the ZiNeu catheter could be an alterna-
tive to other PEA catheters in patients with failure to 
sufficiently relieve stenosis or remove adhesions. How-
ever, there is no randomized, single-blinded, active-
controlled study of Racz and ZiNeu catheter efficacy for 
PEA treatment in patients with LSS.

We hypothesized that the use of the ZiNeu catheter 
for PEA would increase the treatment response compared 
to the Racz catheter in patients with central LSS. In the 
present randomized controlled study, we evaluated the 
effects of 6 months of combined PEA with balloon de-
compression (ZiNeu catheter) compared to PEA only (Racz 
catheter) for patients presenting chronic lower back pain 
and/or leg pain caused by degenerative central LSS.

Methods

Study Design and Participants
This randomized, single-blinded, active-controlled 
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groups: the Racz (balloon-less) group (n = 30) or the 
ZiNeu (inflatable balloon) group (n = 30). An indepen-
dent data manager assigned the patients to groups 
based on a computer-generated randomization pro-
gram. The study patients and the outcome assessor, 
who was an independent physician from the outpatient 
pain management clinic, were blinded to each patient’s 
randomization number.

Intervention: Percutaneous Epidural 
Decompression and Adhesiolysis Using an 
Inflatable Balloon Catheter (ZiNeu)

All procedures in this study were performed by 2 
pain specialists with > 5 years of experience on an out-
patient basis, and no premedication or sedatives were 
used. Before the procedure, intravenous access was 
achieved, antibiotics were administered, and fluoro-
scopic guidance was implemented in all cases. A single 
fluoroscopy C-arm system (OEC 9800, General Electric 
Healthcare, Little Chalfont, United Kingdom) was used. 
Each patient was placed in the prone position with a 
pillow under the abdomen to minimize lumbar lordosis, 
and vital parameters were monitored (blood pressure, 
electrocardiogram, and pulse oximeter) during the 
procedure. After sterile preparation for the procedure, 
both the skin and soft tissues were infiltrated with 1% 
lidocaine. A 10-guage guide needle, which was custom 
designed to prevent cutting or skiving of the catheter, 
was inserted into the epidural space through the sacral 
hiatus under intermittent fluoroscopy. The epidural 
space was identified on the basis of the injection of 
approximately 8 mL of diluted contrast medium (Om-
nipaque, Nycomed Imaging AS, Oslo, Norway) under 
fluoroscopy. The diluted contrast mixture was com-
posed of approximately 4 mL of pure contrast medium, 
4 mL of 1% lidocaine, and 1500 IU of hyaluronidase. Fill-
ing defects were identified by examining the contrast 
flow. If intravascular or subarachnoid placement of the 
needle or contrast occurred, the needle was removed 
and repositioned.

After appropriate determination of the epiduro-
gram and target areas, a ZiNeu catheter was advanced 
through the guide needle to the area of the filling 
defect or to the site of pathology, as determined by 
MRI or symptomatology. Gentle mechanical adhesioly-
sis and epidural decompression were performed with 
the ZiNeu catheter at the appropriate target sites (the 
central ventral and/or dorsal epidural spaces). Epidural 
decompression and adhesiolysis were performed us-
ing gentle side-to-side movement of the catheter with 

intermittent ballooning. The balloon was then filled 
with 0.13 mL of contrast agent using a 1-mL Luer–Lock 
syringe (BD Medical, Franklin Lakes, NJ), and each bal-
looning process was limited to 5 seconds. The extent 
of balloon inflation was adjusted according to the 
degree of pain; if moderate to severe pain was noted 
during balloon inflation, no further attempt was made 
because of safety concerns. The catheter was only 
moved in the deflated state. After adhesiolysis and 
decompression, 1 mL of pure contrast was injected to 
identify subarachnoid or intravascular filling as well 
as to ensure satisfactory filling of the previous defects 
(Fig. 1). Then, a total of 5 mg of dexamethasone in 1% 
lidocaine was injected at each target site with a volume 
of 2 mL each. At the end of the procedure, a Perifix 
epidural catheter (B. Braun Melsungen AG, Melsungen, 
Germany) was retained at the main target site through 
the ZiNeu catheter lumen. After confirming the posi-
tion of the Perifix catheter tip, the ZiNeu catheter was 
removed. The catheter was fixed with bio-occlusive 
dressing. In the recovery room, a test injection of 2 mL 
of 1% lidocaine was administered through the Perifix 
catheter. After 10–15 minutes of monitoring, another 4 
mL of 10% hypertonic saline was injected through the 
Perifix catheter. The Perifix catheter was left in place 
for a 2-day drug-injection regimen. The catheter was 
removed on the second day after the procedure after 
the same drugs (2 mL of 1% lidocaine, a total of 5 mg 
dexamethasone, and 4 mL of 10% hypertonic saline) 
were injected. The administration of the drug on the 
second day was performed on an outpatient basis and 
the patient was discharged after confirming that there 
was no complication.

Intervention: PEA Using a Balloon-less 
Catheter (Racz)

Similar to the ZiNeu procedure, after prepara-
tion for the procedure a 15-gauge RK needle (Epimed 
International, Inc., Gloversville, NY) was inserted into 
the epidural space through the sacral hiatus under in-
termittent fluoroscopy, and a 19-gauge Racz catheter 
was advanced through the needle up to the third sacral 
vertebra. An epidurogram was then obtained by inject-
ing 5 mL of contrast medium; filling defects were iden-
tified by examining the contrast flow. If intravascular 
or subarachnoid placement of the needle or contrast 
occurred, the needle was removed and repositioned.

After appropriate determination of the epiduro-
gram and target areas, a Racz catheter was advanced 
through the guide needle to the area of the filling de-
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fect or to the site of pathology, as determined by MRI 
or symptomatology. Gentle adhesiolysis was performed 
at the appropriate target sites (the central ventral and/
or dorsal epidural spaces). After adhesiolysis, 1 mL of 
pure contrast was injected to detect subarachnoid or 
intravascular filling as well as to ensure satisfactory 
filling of the previous defects (Fig. 2). Then, injections 

of 2 mL of 1% lidocaine with steroid (a total of 5 mg 
dexamethasone) and 1500 IU of hyaluronidase were 
performed separately at each target site. At the end 
of the procedure, a Racz catheter was retained at 
the main target site. The catheter was fixed with bio-
occlusive dressing. In the recovery room, a test injection 
of 2 mL of lidocaine was administered through the Racz 

Fig. 1. A serial fluoroscopic image of  lumbar spine during percutaneous epidural adhesiolysis (PEA) using an inflatable 
balloon catheter (ZiNeu). (A, B) Anteroposterior and lateral views verified before the procedure showing filling defects of  
contrast medium at the epidural space at L4-5 intervertebral disc level. (C) Fluoroscopic view showing the inflatable balloon 
neuroplasty catheter placed at L4-5 intervertebral disc level and the balloon filled with contrast medium (arrow). (D, E) After 
balloon decompression and PEA along the pass from the L5 to the L4 vertebra level, the contrast agent spread well to L2 vertebra 
level.   

Fig. 2. A serial fluoroscopic image of  lumbar spine during percutaneous epidural adhesiolysis (PEA) using a balloon-less 
catheter (Racz). (A, B) Anteroposterior and lateral views verified before the procedure showing filling defects of  contrast 
medium at the epidural space at L5-S1 intervertebral disc level. (C, D) Fluoroscopic view showing the Racz catheter passed 
through L5-S1 intervertebral disc level and placed at L4-5 intervertebral disc level (arrow). After the procedure, the contrast 
agent spread well to L3 vertebra level. 
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catheter. After 10–15 minutes of monitoring, another 
4 mL of 10% hypertonic saline was injected through 
the Racz catheter. The Racz catheter was maintained in 
place for a 2-day drug-injection regimen. The catheter 
was removed on the second day after the procedure 
after the same drugs (2 mL of 1% lidocaine, a total of 
5 mg dexamethasone, and 4 mL of 10% hypertonic sa-
line) were injected. Administration of the drug on the 
second day was performed on an outpatient basis and 
the patient was discharged after confirming that there 
was no complication.

Outcome Assessments and Follow-Up
The baseline characteristics of all study patients 

were collected. Outcome assessments were performed 
at baseline and at 1, 3, and 6 months after the proce-
dure. Before the procedure, all patients were taught to 
use the NRS-11 (0 = no pain and 10 = worst possible 
pain) to assess intensity of both leg and lower back pain 
(20,21), along with the Korean version of the Oswestry 
Disability Index (ODI) questionnaire (10-items, range 
0–100; 0 = no disability) to assess physical function 
(22,23). Additionally, the Beck Depression Inventory 
was used to assess emotional functioning (21) and the 
Global Perceived Effect of Satisfaction (GPES) was used 
to assess patient satisfaction and improvement on a 
7-point Likert scale (24). The Medication Quantification 
Scale III (MQS) was also measured to quantify changes 
in analgesics (25). Adverse events during treatment and 
follow-up were recorded. A multidimensional approach 
was used to define these study outcomes.

The primary outcomes were mean differences from 
baseline pain as measured by the NRS-11 at 1, 3, and 
6 months. Secondary outcomes were changes in ODI, 
MQS, GPES with treatment, and incidence of adverse 
events in each group during follow-up. Determination 
of a successful response was based on prior studies with 
some modifications (17,21,26-28). Successful response 
was defined as follows: (1) ≥ 50% (or ≥ 4 points) reduc-
tion from baseline leg or lower back NRS-11, no increase 
from baseline ODI and MQS, and ≥ 4 points on the 
GPES scale; or (2) ≥ 30% (or ≥ 2 points) reduction from 
baseline NRS-11 with any one of the following criteria: 
simultaneous ≥ 30% (or ≥ 10 point) reduction in ODI 
from baseline, ≥ 6 points on the GPES scale, or ≥ 25% 
reduction from baseline MQS. In addition, NRS-11, ODI, 
MQS, and GPES scores were determined at 1, 3, and 6 
months after the procedure. The changes from baseline 
for pain intensity, ODI, and MQS were determined at 
each follow-up assessment. If procedure-related com-

plications were reported, they were recorded, and any 
adverse events were further evaluated at follow-up 
visits.

The patients were advised to continue their for-
merly prescribed analgesic medications. For the first 
month after the procedure, the patients were instruct-
ed not to change any formerly prescribed medications. 
All patients were aware of this guideline before study 
participation. The prescribed doses of each analgesic 
were increased or decreased according to the patient’s 
remnant pain intensity at each follow-up visit. Patients 
with alterations in analgesic medication were consid-
ered as treatment failures after that follow-up visit and 
were dropped from the study. Patients lost to follow-
up, prescribed an increased dose of opioid, or treated 
surgically or with another procedure were also deter-
mined to be treatment failures at that point. Each case 
of treatment failure was defined as a non-responder at 
the next follow-up visit.

Sample Size
The study population size was determined on the 

basis of previous publications (17,29). Assuming a type I 
error of .05 (2-tailed) and a power of .80, a minimum of 
20 patients per group was required for between-group 
comparisons. Because the drop-out rate was 30% at 6 
months in a previous study (17), we decided to enroll 
30 patients. 

Statistical Analysis
Categorical variables are presented as absolute 

numbers and percentages. Continuous variables are 
presented as means with standard deviation, 95% con-
fidence intervals, or medians with interquartile range. 
To compare data between groups, the χ2 test or Fisher’s 
exact test were used to assess categorical variables and 
the Student’s t test or Mann–Whitney U-test were used 
to analyze continuous variables, as appropriate. All ob-
served data were analyzed on an intent-to-treat (ITT) 
basis, regardless of loss to follow-up or dropout from 
the study. Because data loss resulting from dropout, in-
cluding treatment failure, was expected, a linear mixed-
effect model was used to analyze continuous variables 
(NRS-11, ODI, MQS, and GPES) at baseline and 1, 3, and 
6 months after the procedure. For strict interpretation 
of the results of this study, successful follower analy-
sis was performed with consideration of all follow-up 
losses as treatment failures. All data manipulations and 
statistical analyses were performed using SPSS Version 
21 (IBM Corporation, Armonk, NY) and Stata Version 
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13.1 (StataCorp LP, College Station, TX). A 2-tailed P 
value of < .05 was considered to indicate a statistically 
significant difference. 

Results

Between January 2014 and June 2016, a series of 
604 patients diagnosed with LSS were screened for 
eligibility to participate in the study. These patients 
presented with chronic lower back pain with or without 
lumbar radicular pain. A total of 60 patients who ful-
filled both the inclusion and exclusion criteria agreed 
to participate in this study. After randomization, 30 
patients each were assigned to the Racz (balloon-less) 
and the ZiNeu (inflatable balloon) groups. Among the 
30 eligible Racz group patients, 10 patients did not re-
ceive the allocated intervention or did not visit again, 
and one patient experienced a complication (suspicious 
dura mater puncture). Among the 30 eligible ZiNeu 
group patients, 6 did not receive the allocated interven-
tion or did not visit again, and one patient experienced 
a complication (suspicious dura mater puncture). Thus, 
a total of 44 patients (20 in the Racz group and 24 in 
the ZiNeu group) were included in the ITT analysis. All 
44 patients underwent follow-up at 1, 3, and 6 months. 
By the 3-month follow-up examinations, 3 patients 
(15.0%) in the Racz group and 2 patients (8.3%) in 
the ZiNeu group had dropped out. At the last follow-
up examination at 6 months, a total of 5 patients in 
each group had dropped out. At study completion, 
15 patients (75.0%) in the Racz group and 19 patients 
(79.2%) in the ZiNeu group were still enrolled (Fig. 3). 
The reason for dropout was that the patient had under-
gone another procedure during follow-up or had not 
visited again.

As indicated in Table 1, groups were not signifi-
cantly different in baseline demographic characteristics 
except for diabetes as a concurrent disease and total 
duration of pain (P < .03). The estimated mean changes 
in pain (NRS-11) and functional status (ODI) from base-
line over the 6-month follow-up are shown in Table 2 
and Fig. 4. The results of these ITT analyses showed that 
the pain intensities of the lower back and leg and the 
functional capacity of both groups were improved from 
baseline at 3 months following PEA. These effects (back 
and leg pain and ODI) of treatment were maintained 
at 6 months in the ZiNeu group, but not in the Racz 
group. In addition, according to the responder analysis, 
the proportion of successful responders was higher in 
the ZiNeu group than in the Racz group throughout the 
follow-up (Table 3). Furthermore, there was a statisti-

cally significant difference between groups at 6 months 
after PEA (P = .035).

Table 4 shows the observed numbers of patients 
who satisfied the individual criteria of a successful re-
sponse at each follow-up visit. There was a significant 
difference between groups in NRS-11 reduction ≥ 50% 
(or 4 points), ODI reduction ≥ 30% (or 10 points), GPES 
≥ 6 and ≥ 4 points at 6 months, and NRS-11 reduction 
≥ 50% (or 4 points) at 3 months after PEA (P < .03). 
However, MQS was not significantly different between 
groups. GPES in the ZiNeu group was higher than in 
the Racz group (Table 5), demonstrating statistically 
significant differences at 3 and 6 months after PEA (P = 
.039 and P = .014, respectively).

Serious adverse events were not observed in any 
study patients, and minor adverse events that pre-
sented during the study period were transient. Some 
patients complained of 2–3 days of pain after PEA, but 
temporary pain aggravation was relieved spontane-
ously without any neurological sequelae in all cases. 
Some patients reported transient pain during needle 
insertion and paresthesia during adhesiolysis, which 
was bearable and did not require extra medication or 
termination of PEA. No other complications or adverse 
events, such as intravenous injection, severe pain or 
paresthesia, persistent motor or sensory impairment, 
or infection, were reported except for suspicious dura 
mater puncture. No withdrawal from the study because 
of adverse effects was noted.

discussion

LSS functional disability, such as neurogenic clau-
dication, is one of the most common causes of chronic 
lower back and leg pain in aged people (2,3). PEA, which 
can relieve adhesion, has recently been recommended 
for patients with severe LSS who fail to respond to con-
ventional treatment, including ESI (4,9,13). However, 
there has been no study comparing the effects of PEA 
combined with ballooning and conventional PEA with 
a Racz catheter. The objective of this study was to com-
pare the treatment response between combined PEA 
with balloon decompression and PEA only in patients 
with central LSS. The present study is the first random-
ized controlled trial showing the clinical efficacy of a 
newly developed ZiNeu catheter for patients with cen-
tral LSS.

We set the minimally important change to 2 
points or 30% in the NRS-11 pain scores and 10 points 
or 30% in the ODI. We found that, for patients who 
were refractory to conventional ESI, PEA using a ZiNeu 
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catheter provided better pain relief and maintenance 
of that relief for 6 months after the procedure than 
did PEA using the Racz catheter. These patients also 
experienced significant functional improvement after 
the procedure, as shown by improved ODI scores. Our 
results suggest that PEA using a ZiNeu catheter may 
have beneficial effects for refractory central LSS pa-

tients with functional impairment and neurogenic clau-
dication. In addition, the ZiNeu group patients showed 
higher satisfaction with the procedure for 6 months 
compared to the Racz group patients. The percentage 
of successful responders at 6 months, as measured by 
various indicators including the NRS-11, ODI, GPES, and 
MQS, was higher in the ZiNeu group than in the Racz 

Fig. 3. CONSORT flow diagram of  patients in this trial. Sixty patients were randomly assigned to the Racz (n = 30) or 
ZiNeu (n = 30) groups. At 6 months after the procedure, 20 and 24 patients remained in each arm, respectively.
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Table 1. Baseline characteristics of  each group

Parameters Racz (n = 20) ZiNeu (n = 24) P Value

Age (yrs) 66.1 ± 12.2 65.5 ± 6.4 .834

Gender (men / women) 9 (45.0%) / 11 (55.0%) 17 (70.8%) / 7 (29.2%) .125

Body mass index (kg/m2) 24.3 ± 2.4 24.3 ± 2.2 .959

Concurrent disease
Diabetes
Hypertension
CV
CVA
Other

1 (5.0%)
8 (40.0%)
3 (15.0%)

0 (0%)
3 (15.0%)

8 (33.3%)
7 (29.2%)
2 (8.3%)
2 (8.3%)

3 (12.5%)

.027

.450

.646

.493

.810

Spondylolisthesis 3 (15.0%) 6 (25.0%) .477

Neuropathic component 6 (30.0%) 5 (20.8%) .484

Total duration of pain (mos) 17.0 ± 15.5 59.5 ± 84.5 .023

Number of previous epidural injections 3.3 ± 2.8 3.7 ± 3.5 .616

Previous epidural adhesiolysis 3 (15.0%) 3 (12.5%) .810

Medication Quantification Scale 4.0 (0–8.2) 4.0 (0–8.0) .532

Opioid use 2 (10.0%) 1 (4.2%) .583

Central stenosis grades  Mild
Moderate
Severe 

0 (0%)
5 (25.0%)

15 (75.0%)

0 (0%)
3 (12.5%)

21 (87.5%)

1.000
.436
.436

Target level  One
Two
Three

16 (80.0%)
3 (15.0%)
1 (5.0%)

20 (83.3%)
4 (16.7%)

0 (0%)

.775

.880

.455

Pain intensity (Numerical Rating Scale)  Leg
  Back

7.0 (4.0–8.0)
7.0 (6.0–8.0)

6.0 (6.0–8.0)
6.0 (3.0–8.0)

.646

.311

Oswestry Disability Index (%) 41.3 ± 14.3 37.7 ± 12.4 .372

Beck Depression Inventory 12.0 (4.0–24.0) 7.0 (2.0–10.5) .057
Data are expressed numbers (%), means ± standard deviation, or medians (interquartile range). CV = cardiovascular disease; CVA = cardiovascu-
lar accident; Other = malignancy, osteoarthritis of knee, osteoporosis, benign prostate hyperplasia, liver disease, respiratory disease, or Parkinson’s 
disease.

Table 2. Changes in adjusted predictions of  pain scores and physical function after percutaneous epidural adhesiolysis using balloon-
less (Racz) or inflatable balloon (ZiNeu) catheter in intractable lumbar central canal stenosis patients.

Variables Time
Adjusted Prediction (95% CI) Estimated Difference (95% 

CI )*
P Value

Racz ZiNeu

Back pain
(NRS-11)

Baseline 6.45 (5.39–7.51) 5.50 (4.53–6.47) −0.95 (−2.39–0.49) .195

1 mo 4.25 (3.19–5.31) 3.88 (2.91–4.84) −0.38 (−1.81–1.06) .609

3 mos 4.54 (3.40–5.67) 3.41 (2.42–4.40) −1.13 (−2.63–0.38) .142

6 mos 5.00 (3.80–6.15) 2.96 (1.92–3.99) −2.02 (−3.58–−0.45) .011

Leg pain
(NRS-11)

Baseline 6.30 (5.47–7.13) 6.71 (5.95–7.47) 0.41 (−0.71–1.53) .476

1 mo 4.15 (3.32–4.98) 4.88 (4.12–5.63) 0.73 (−0.40–1.85) .206

3 mos 4.71 (3.80–5.62) 4.02 (3.24–4.81) −0.69 (−1.89–0.52) .263

6 mos 5.46 (4.50–6.42) 3.58 (2.75–4.41) −1.88 (−3.15–−0.61) .004

ODI
(%)

Baseline 41.30 (35.58–47.02) 37.67 (32.44–42.89) −3.63 (−11.38–4.11) .358

1 mo 32.80 (27.08–38.52) 26.67 (21.44–31.89) −6.13 (−13.88–1.61) .121

3 mos 31.85 (25.75–37.95) 25.22 (19.86–30.57) −6.63 (−14.75–1.48) .109

6 mos 35.62 (29.28–41.96) 21.89 (16.31–27.46) −13.74 (−22.18–−5.30) .001

A numerical rating scale (NRS-11) was used to assess the intensity of both lower back and leg pain. The Oswestry Disability Index (ODI) was used 
to assess physical function. A linear mixed model was used for the statistical analysis. *Estimated difference in values between groups. P values for 
interactions between group and time for back pain, leg pain, and ODI = .156, .001, and .074, respectively. CI = confidence interval.
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Fig. 4. Numerical rating scale (NRS-11) of  back 
(A) and leg (B) pain, and Oswestry Disability 
Index (ODI; C) at baseline (O), 1, 3, and 6 
months after percutaneous epidural adhesiolysis 
with Racz catheter or ZiNeu catheter. Data are 
presented as adjusted predicted value ± 95% 
confidence interval. P values for interactions 
between group and time for back pain, leg pain, 
and ODI = .156, .001, and .074, respectively. ✝P 
< .05 vs. baseline in Racz catheter group. *P < .05 
vs. baseline in ZiNeu catheter group. 

Table 3. Proportions of  successful responders among the intractable lumbar central canal stenosis patients treated using balloon-less 
(Racz) or inflatable balloon (ZiNeu) catheter

Parameters Follow-up Racz (n = 20) ZiNeu (n = 24) P Value

Successful responders

1 mo 8 (40.0%) 14 (58.3%) .364

3 mos 8 (40.0%) 14 (58.3%) .364

6 mos 5 (25.0%) 14 (58.3%) .035

Successful response was defined as follows: (1) ≥ 50% (or ≥ 4-point) reduction from baseline leg or lower back NRS-11, and no increase from base-
line ODI and MQS, and ≥ 4 points on the GPES scale or (2) ≥ 30% (or ≥ 2-point) reduction from baseline NRS with any one of the following crite-
ria: simultaneous ≥ 30% (or ≥ 10-point) reduction in ODI from baseline, ≥ 6 points on the GPES scale, or ≥ 25% reduction in MQS from baseline.
Data are expressed as numbers (%). Racz = intractable lumbar central canal stenosis patients treated with percutaneous epidural adhesiolysis us-
ing balloon-less Racz catheter. ZiNeu = intractable lumbar central canal stenosis patients treated with combined epidural adhesiolysis and balloon 
decompression using an inflatable balloon ZiNeu catheter.

group. In our study, the ZiNeu group showed superior 
improvements in lower back and/or leg pain, ODI, and 
GPES than the Racz group at all assessment points after 
the procedure, although there was no significant dif-

ference between groups in the decrease in MQS scores.
This present study is unique given the comparison 

of PEA with an inflatable balloon catheter to a balloon-
less catheter in patients with central LSS. Several factors 
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could have contributed to functional improvement, 
effective pain relief, and higher satisfaction after 
PEA with an inflatable balloon catheter compared to 
a balloon-less catheter. First, the inflatable balloon 
catheter is more capable of reaching difficult target 
sites because it is thicker and easier to manipulate. 
The ZiNeu catheter can be manipulated both side-
to-side and vertically (17). Although there may be 
concern about adverse effects such as nerve damage 
and dura mater tear because of the thicker catheter 
or balloon inflation/deflation, previous studies have 

shown that there is no sustained and severe adverse 
effect (16,17,30). In addition, there was no difference 
in adverse events between groups in the current study. 
Second, after approaching the target point of central 
LSS, the spread of drugs, such as local anesthetics and 
steroids, would be facilitated if the adhesion is relieved 
by balloon inflation. Balloon inflation would allow for 
more effective distribution of epidural injections to the 
involved region of central LSS. The distribution of the 
drug would contribute to more effective decreases in 

Table 4. Observed number of  patients who satisfied the individual parameters for a successful response at each follow-up visit.

Parameters Follow-up Racz (n = 20) ZiNeu (n = 24) P Value

≥ 50% (or ≥ 4 points) reduction in NRS-11
1 mo
3 mos
6 mos

6 (30.0%)
3 (15.0%)
1 (5.0%)

10 (41.7%)
12 (50.0%)
13 (54.2%)

.534

.025

.001

≥ 30% (or ≥ 2 points) reduction in NRS-11
1 mo
3 mos
6 mos

11 (55.0%)
8 (40.0%)
8 (40.0%)

16 (66.7%)
16 (66.7%)
15 (62.5%)

.429

.128

.225

≥ 30% (or ≥ 10 points) reduction in ODI
1 mo
3 mos
6 mos

6 (30.0%)
7 (35.0%)
4 (20.0%)

13 (54.2%)
15 (62.5%)
13 (54.2%)

.135

.129

.030

No increase from baseline ODI
1 mo
3 mos
6 mos

17 (85.0%)
16 (80.0%)
15 (75.0%)

21 (87.5%)
20 (83.3%)
21 (87.5%)

.810

.775

.436

≥ 6 points in GPES
1 mo
3 mos
6 mos

6 (30.0%)
4 (20.0%)
3 (15.0%)

10 (41.7%)
12 (50.0%)
12 (50.0%)

.534

.060

.025

≥ 4 points in GPES
1 mo
3 mos
6 mos

12 (60.0%)
12 (60.0%)
10 (50.0%)

20 (83.3%)
21 (87.5%)
20 (83.3%)

.102

.078

.025

≥ 25% reduction in MQS
1 mo
3 mos
6 mos

3 (15.0%)
3 (15.0%)
3 (15.0%)

3 (12.5%)
4 (16.7%)
3 (12.5%)

.810
1.000
.810

No increase from baseline MQS
1 mo
3 mos
6 mos

13 (65.0%)
12 (60.0%)
10 (50.0%)

13 (54.2%)
10 (41.7%)
8 (33.3%)

.547

.364

.359

Data are expressed as numbers (%). NRS-11 = Numerical Rating Scale; ODI = Oswestry Disability Index; GPES = Global Perceived Effect of 
Satisfaction; MQS = Medication Quantification Scale. Racz = intractable lumbar central canal stenosis patients treated with percutaneous epi-
dural adhesiolysis using balloon-less Racz catheter. ZiNeu = intractable lumbar central canal stenosis patients treated with combined epidural 
adhesiolysis and balloon decompression using an inflatable balloon ZiNeu catheter.

Table 5. Changes in the Global Perceived Effect of  Satisfaction in 2 groups.

Parameters Follow-up Racz (95% CI) * ZiNeu (95% CI) * P Value

GPES

1 mo 4.44 (3.86–5.74) 5.00 (4.60–5.78) .258

3 mos 4.35 (3.70–5.37) 5.36 (4.73–6.03) .039

6 mos 4.20 (3.50–4.90) 5.33 (4.73–5.93) .014

Data are expressed as mean (95% CI). *Mean values were calculated using a linear mixed model. GPES = Global Perceived Effect of Satisfaction, 
CI = confidence interval.
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neurogenic and perineural inflammation. Third, expan-
sion of the epidural space by balloon inflation would be 
effective for mechanical disentanglement of perineural 
adhesions, which would play a role in decreasing long-
lasting pain and improving function. Adhesion and 
fibrosis in the epidural space would develop because 
of inflammation around the involved neural tissue (31), 
and such factors interfere with the motility of nerve 
roots and cause radiculopathy (32). Lastly, mechanical 
balloon inflation/deflation would lead to decreased 
mechanical irritation and venous congestion at the tar-
get site. Venous congestion is known to be an essential 
factor inducing neurogenic recurrent claudication and 
precipitating circulatory disturbance in compressed 
nerve roots (33,34). Perineural fibrosis associated with 
venous congestion may interfere with nutrient transfer 
and cause predisposition to nerve stretch injury (35).

Although several studies have shown that conven-
tional PEA is effective for treating epidural adhesion of 
patients with LSS (8-11,36), there are limitations, such 
as weakness and short duration of treatment effect. 
Our study shows that PEA using an inflatable balloon 
catheter has a superior therapeutic effect and dura-
tion than PEA using a balloon-less catheter. Even in the 
ZiNeu group, NRS-11 and ODI scores decreased over 6 
months, whereas the Racz group decreased over one 
month, but the effect diminished after one month. This 
is probably because of balloon inflation/deflation and 
the resulting increase in the diameter of the epidural 
space. In a previous study, Kim et al demonstrated the 
effect of the balloon, which increased the diameter of 
the epidural space by 10.5%–31.8% (median 28.0%) 
(30). This ballooning effect supports the therapeutic 
mechanism of PEA using the ZiNeu catheter and pro-
vides evidence of successful epidural space expansion. 
In contrast, adhesiolysis performed with the Racz cath-
eter is based on the concept of chemical adhesiolysis 
through the administration of a drug to the target site 
(i.e., saline flushing); this resolves filling defects rather 
than providing mechanical adhesiolysis. Combining 
epidural PEA and balloon decompression results in me-
chanical adhesiolysis through the ballooning procedure 
and chemical adhesiolysis through drug administra-
tion at the same time. The ZiNeu catheter procedure 
differs from adhesiolysis with a Racz catheter in that 
the ZiNeu catheter is placed in either the ventral or 
dorsal epidural space; whereas, the Racz catheter is 
usually placed in the ventral lateral epidural space, 
with midline positioning to be avoided. Success with 
PEA without a balloon has been shown to be related 

to foraminal filling with dye, but not with the extent of 
stenosis. PEA without a balloon is also accompanied by 
postprocedural exercises called neural flossing.

This study has several limitations. First, the appli-
cation of the present results may be limited to central 
stenosis, although the ballooning procedure can be 
helpful for foraminal stenosis (30). We are currently 
performing a multicenter prospective investigation of 
PEA using the ZiNeu catheter performed in patients 
with both foraminal and central stenosis. Second, the 
results may vary according to the definition of successful 
response. We cautiously designated response criteria to 
reflect the success of the procedure as either substantial 
or clinically meaningful pain reduction combined with 
patient-reported outcomes, including the ODI, MQS, 
and GPES (20,23,37). Third, the groups differed with 
regard to prevalence of diabetes and total duration of 
pain. Despite the fact that the prevalence of diabetes 
was higher and the total duration of pain longer in 
the ZiNeu group, the treatment effect was paradoxi-
cally better in the ZiNeu group than in the Racz group. 
Therefore, the difference in the prevalence of diabetes 
and total duration of pain did not seem to affect the 
outcome of the 2 groups. Finally, the follow-up loss in 
the present study seemed to be high. Since this study 
was performed in one of the largest centers in Korea, 
a significant proportion of the patients were from dif-
ferent cities. Having a high proportion of patients in 
remote areas may have influenced the extent of follow-
up loss. Therefore, the linear mixed model was used 
to adjust for missing values and an ITT-based analysis 
was performed. Furthermore, in order to interpret the 
results of this study strictly, all follow-up loss was con-
sidered as treatment failure in responder analysis. 

conclusion

In conclusion, PEA using the inflatable balloon cath-
eter leads to significant pain reduction and functional 
improvement in patients with central LSS compared to 
PEA using the balloon-less catheter. Therefore, we sug-
gest that this can be a useful alternative modality in 
refractory central LSS patients who have not responded 
to conventional treatment, including pre-existing PEA 
using a ballºon-less catheter. 

Acknowledgments
The authors wish to acknowledge the contribu-

tion to recruitment and data collection of the Pain 
Clinic members of our center. The authors would like to 
thank Enago (http://www.enago.co.kr) for the English 



Pain Physician: November/December 2018: 21:593-605

604  www.painphysicianjournal.com

RefeRences
1. Verbiest H. A radicular syndrome from 

developmental narrowing of the lumbar 
vertebral canal. J Bone Joint Surg Br 1954; 
36-b:230-237.

2. Kim HJ, Lee HM, Kim HS, Moon ES, 
Park JO, Lee KJ, Moon SH. Life expec-
tancy after lumbar spine surgery: One- 
to eleven-year follow-up of 1015 pa-
tients. Spine 2008; 33:2116-2121. discus-
sion 2122-2113. 

3. Benoist M. The natural history of lum-
bar degenerative spinal stenosis. Joint 
Bone Spine 2002; 69:450-457.

4. Manchikanti L, Abdi S, Atluri S, Benya-
min RM, Boswell MV, Buenaventura 
RM, Bryce DA, Burks PA, Caraway DL, 
Calodney AK, Cash KA, Christo PJ, Co-
hen SP, Colson J, Conn A, Cordner H, 
Coubarous S, Datta S, Deer TR, Diwan 
S, Falco FJ, Fellows B, Geffert S, Grider 
JS, Gupta S, Hameed H, Hameed M, 
Hansen H, Helm S, 2nd, Janata JW, 
Justiz R, Kaye AD, Lee M, Manchikanti 
KN, McManus CD, Onyewu O, Parr AT, 
Patel VB, Racz GB, Sehgal N, Sharma 
ML, Simopoulos TT, Singh V, Smith HS, 
Snook LT, Swicegood JR, Vallejo R, Ward 
SP, Wargo BW, Zhu J, Hirsch JA. An up-
date of comprehensive evidence-based 
guidelines for interventional techniques 
in chronic spinal pain. Part II: guidance 
and recommendations. Pain Physician 
2013; 16:S49-S283.

5. Tran DQ, Duong S, Finlayson RJ. Lum-
bar spinal stenosis: A brief review of the 
nonsurgical management. Can J Anaesth 
2010; 57:694-703.

6. Fukusaki M, Kobayashi I, Hara T, Sumi-
kawa K. Symptoms of spinal stenosis do 
not improve after epidural steroid injec-
tion. Clin J Pain 1998; 14:148-151.

7. Armon C, Argoff CE, Samuels J, Back-
onja MM. Assessment: Use of epidural 
steroid injections to treat radicular lum-
bosacral pain: Report of the Therapeutics 
and Technology Assessment Subcom-
mittee of the American Academy of Neu-
rology. Neurology 2007; 68:723-729.

8. Lee F, Jamison DE, Hurley RW, Cohen 
SP. Epidural lysis of adhesions. Korean J 
Pain 2014; 27:3-15.

9. Jamison DE, Hsu E, Cohen SP. Epidural 
adhesiolysis: An evidence-based review. J 
Neurosurg Sci 2014; 58:65-76.

10. Helm Ii S, Benyamin RM, Chopra P, Deer 
TR, Justiz R. Percutaneous adhesiolysis 
in the management of chronic low back 
pain in post lumbar surgery syndrome 
and spinal stenosis: A systematic review. 
Pain Physician 2012; 15:E435-E462.

11. Manchikanti L, Cash KA, McManus CD, 
Pampati V. Assessment of effectiveness 
of percutaneous adhesiolysis in manag-
ing chronic low back pain secondary to 
lumbar central spinal canal stenosis. Int 
J Med Sci 2013; 10:50-59.

12. Helm S 2nd, Racz GB, Gerdesmeyer L, 
Justiz R, Hayek SM, Kaplan ED, El Terany 
MA, Knezevic NN. Percutaneous and en-
doscopic adhesiolysis in managing low 
back and lower extremity pain: A system-
atic review and meta-analysis. Pain Physi-
cian 2016; 19:E245-E282.

13. Lee JH, Lee SH. Clinical effectiveness 
of percutaneous adhesiolysis versus 
transforaminal epidural steroid injec-
tion in patients with postlumbar surgery 
syndrome. Reg Anesth Pain Med 2014; 
39:214-218.

14. Manchikanti L, Bakhit CE. Percutaneous 
lysis of epidural adhesions. Pain Physi-

cian 2000; 3:46-64.
15. Lee JH, Lee SH. Clinical effectiveness of 

percutaneous adhesiolysis using Navi-
cath for the management of chronic 
pain due to lumbosacral disc herniation. 
Pain Physician 2012; 15:213-221.

16. Choi SS, Joo EY, Hwang BS, Lee JH, Lee 
G, Suh JH, Leem JG, Shin JW. A novel 
balloon-inflatable catheter for percuta-
neous epidural adhesiolysis and decom-
pression. Korean J Pain 2014; 27:178-185.

17. Choi SS, Lee JH, Kim D, Kim HK, Lee S, 
Song KJ, Park JK, Shim JH. Effectiveness 
and factors associated with epidural de-
compression and adhesiolysis using a 
balloon-inflatable catheter in chronic 
lumbar spinal stenosis: 1-year follow-up. 
Pain Med 2016; 17:476-487.

18. World Medical Association. World Med-
ical Association Declaration of Helsinki. 
Ethical principles for medical research 
involving human subjects. Bull World 
Health Organ 2001; 79:373-374.

19. Schizas C, Theumann N, Burn A, Tansey 
R, Wardlaw D, Smith FW, Kulik G. Quali-
tative grading of severity of lumbar spi-
nal stenosis based on the morphology 
of the dural sac on magnetic resonance 
images. Spine 2010; 35:1919-1924.

20. Farrar JT, Young JP Jr, LaMoreaux L, 
Werth JL, Poole RM. Clinical impor-
tance of changes in chronic pain inten-
sity measured on an 11-point numerical 
pain rating scale. Pain 2001; 94:149-158.

21. Dworkin RH, Turk DC, Farrar JT, Hay-
thornthwaite JA, Jensen MP, Katz NP, 
Kerns RD, Stucki G, Allen RR, Bellamy 
N, Carr DB, Chandler J, Cowan P, Di-
onne R, Galer BS, Hertz S, Jadad AR, 

language review. We appreciate and thank Dr. Seong-
Sik Cho (Clinical Associate Professor, Department of 
Occupational and Environmental Medicine, Hallym 

University Sacred Heart Hospital, Anyang, Republic of 
Korea) for the his assistance of data analysis.



Balloon Decompression and Adhesiolysis 

www.painphysicianjournal.com  605

Kramer LD, Manning DC, Martin S, Mc-
Cormick CG, McDermott MP, McGrath 
P, Quessy S, Rappaport BA, Robbins W, 
Robinson JP, Rothman M, Royal MA, 
Simon L, Stauffer JW, Stein W, Tollett 
J, Wernicke J, Witter J. Core outcome 
measures for chronic pain clinical tri-
als: IMMPACT recommendations. Pain 
2005; 113:9-19.

22. Kim DY, Lee SH, Lee HY, Lee HJ, Chang 
SB, Chung SK, Kim HJ. Validation of the 
Korean version of the Oswestry Disabil-
ity Index. Spine 2005; 30:E123-E127.

23. Ostelo RW, Deyo RA, Stratford P, Wad-
dell G, Croft P, Von Korff M, Bouter LM, 
de Vet HC. Interpreting change scores 
for pain and functional status in low 
back pain: Towards international con-
sensus regarding minimal important 
change. Spine 2008; 33:90-94.

24. Van Zundert J, Patijn J, Kessels A, Lame 
I, van Suijlekom H, van Kleef M. Pulsed 
radiofrequency adjacent to the cervical 
dorsal root ganglion in chronic cervi-
cal radicular pain: A double blind sham 
controlled randomized clinical trial. Pain 
2007; 127:173-182.

25. Gallizzi M, Gagnon C, Harden RN, Sta-
nos S, Khan A. Medication Quantifica-
tion Scale Version III: Internal validation 
of detriment weights using a chronic 
pain population. Pain Pract 2008; 8:1-4.

26. Geurts JW, van Wijk RM, Wynne HJ, 
Hammink E, Buskens E, Lousberg R, 
Knape JT, Groen GJ. Radiofrequency le-

sioning of dorsal root ganglia for chron-
ic lumbosacral radicular pain: A ran-
domised, double-blind, controlled trial. 
Lancet 2003; 361:21-26.

27. 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. Inter-
preting the clinical importance of group 
differences in chronic pain clinical tri-
als: IMMPACT recommendations. Pain 
2009; 146:238-244.

28. Koh W, Choi SS, Karm MH, Suh JH, 
Leem JG, Lee JD, Kim YK, Shin J. Treat-
ment of chronic lumbosacral radicular 
pain using adjuvant pulsed radiofre-
quency: A randomized controlled study. 
Pain Med 2015; 16:432-441.

29. Racz GB, Heavner JE, Raj PP. Percutane-
ous epidural neuroplasty: Prospective 
one-year follow-up. Pain Digest 1999; 
9:97-102.

30. Kim SH, Choi WJ, Suh JH, Jeon SR, 
Hwang CJ, Koh WU, Lee C, Leem JG, 
Lee SC, Shin JW. Effects of transforami-
nal balloon treatment in patients with 
lumbar foraminal stenosis: A random-
ized, controlled, double-blind trial. Pain 
Physician 2013; 16:213-224.

31. Rydevik B, Brown MD, Lundborg G. 
Pathoanatomy and pathophysiology 
of nerve root compression. Spine 1984; 
9:7-15.

32. Merrild U, Sogaard I. Sciatica caused by 
perifibrosis of the sciatic nerve. J Bone 

Joint Surg Br 1986; 68:706.
33. Kobayashi S, Takeno K, Miyazaki T, 

Kubota M, Shimada S, Yayama T, Uchida 
K, Normura E, Mwaka E, Baba H. Effects 
of arterial ischemia and venous conges-
tion on the lumbar nerve root in dogs. J 
Orthop Res 2008; 26:1533-1540.

34. Berthelot JM, Le Goff B, Maugars Y. The 
role for radicular veins in nerve root 
pain is underestimated: Limitations of 
imaging studies. Joint Bone Spine 2011; 
78:115-117.

35. Cooper RG, Freemont AJ, Hoyland JA, 
Jenkins JP, West CG, Illingworth KJ, Jay-
son MI. Herniated intervertebral disc-
associated periradicular fibrosis and 
vascular abnormalities occur without in-
flammatory cell infiltration. Spine 1995; 
20:591-598.

36. Manchikanti L, Pampati V, Cash KA. 
Protocol for evaluation of the compara-
tive effectiveness of percutaneous ad-
hesiolysis and caudal epidural steroid 
injections in low back and/or lower ex-
tremity pain without post surgery syn-
drome or spinal stenosis. Pain Physician 
2010; 13:E91-E110.

37. Farrar JT, Pritchett YL, Robinson M, 
Prakash A, Chappell A. The clinical im-
portance of changes in the 0 to 10 nu-
meric rating scale for worst, least, and 
average pain intensity: Analyses of data 
from clinical trials of duloxetine in pain 
disorders. J Pain 2010; 11:109-118.




