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Diabetes mellitus is a long-term metabolic 
disease that presents a worldwide public health 
burden.[1] In 2017, it was estimated that there were 
451 million adults with diabetes. This number will 
increase to 693 million by 2024.[2] Type 2 diabetes 
affects approximately 90% of diabetic patients in the 
world.[3] The prevalence of type 2 diabetes is rapidly 
increasing in all countries in recent decades.[4] 
Diabetes can result in many complications in the 

body.[5] Diabetic neuropathy (DN) is one of the 
most prevalent complications of diabetes observed 
in 50% of patients with a more than 10 years 
history of disease.[6] It commonly behaves as a 
predominantly distal axonopathy at early stages, 
progressing to a proximal impairment at advanced 
stages. Additionally, chronic hyperglycemia causes 
demyelination, manifesting with decreased nerve 
conduction velocity (NCV).[7]
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ABSTRACT

Objectives: This study aimed to investigate the effect of Tecar therapy on neuropathy symptoms and tibial nerve conduction velocity in 
individuals with diabetes.
Patients and methods: The single-blind, randomized, sham-controlled clinical trial was conducted between January 2019 and October 
2019. Twenty-four type 2 diabetics (8 males, 16 females; mean age: 60.4±8.9 years; range, 40 to 78 years) with peripheral neuropathy were 
randomly allocated to control (n=12) and study (n=12) groups. The study group received the capacitive Tecar therapy with 10 to 30% 
intensity and infrared radiation in 10 sessions. The controls received the same protocol with zero intensity. The neuropathy symptoms and 
nerve conduction velocity were evaluated at baseline, after 10 sessions, and six weeks after the end of sessions.
Results: There were no significant differences in variables (p>0.05). In this way, the homogeneity of the data variables was confirmed. 
Moreover, the results of two-way mixed analysis of variance showed that improvement of neuropathy symptoms in the study group was 
significantly more than controls in all stages (p<0.001). After 10 sessions, the results of post hoc analysis showed that the neuropathy 
symptoms and tibial nerve conduction velocity were significantly improved in both groups (p<0.001). The improvements were still present 
at six weeks in the study group (p<0.05). However, there was no change in these outcomes after six weeks in the control group (p>0.05).
Conclusion: Tecar therapy could improve neuropathy symptoms and tibial nerve conduction velocity in diabetic individuals with 
peripheral neuropathy. Therefore, the use of this method to control the symptoms of diabetic patients can be recommended.
Keywords: Diabetic neuropathy, nerve conduction velocity, neuropathy symptoms, Tecar therapy.
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Physiotherapy modalities, such as electrical 
stimulation, laser therapy, infrared radiation (IR), 
and magnetic fields have been suggested to relieve 
the symptoms in diabetic patients.[8] Swislocki et al.[9] 
confirmed the short-term effect of IR on improving 
lower extremity sensory symptoms in DN. They 
applied 7 min of IR with a wavelength of 870 nm and 
energy density of 1.8 J/cm2.m on the surface of each 
foot. Due to the nervous system's electrical nature 
and the dependence of the secretion of hormones and 
neurohormones, electromagnetic fields can effectively 
improve the function of the hormonal system, cell 
growth, and differentiation.[10] Studies evaluating 
low-frequency electromagnetic fields’ effect on 
neuropathy symptoms[11,12] and nerve conduction study 
parameters[13,14] in DN have reported controversial 
results.

The discrepancies in the low-frequency 
electromagnetic field results affecting patients with 
DN have been discussed.[12,14] Tecar therapy (TT) is a 
high-frequency electromagnetic field (0.3 to 1.2 MHz) 
that can improve blood flow and release hemoglobin 
by producing deep heat in the tissues.[15] Capacitive-
resistive electromagnetic fields, known as Tecar today, 
have been used in clinical cases for the last 20 years, 
and there are systematic studies on their therapeutic 
effects.[16] Most studies in this field have reported 
reduced pain and improvement in musculoskeletal 
disorders, such as back pain[17] and muscle fatigue.[18] 
Recently, a novel method of TT has been developed, 
using an innovative mechanism resulting in endorphin 
release and nervous system improvement.[19] Tecar 
therapy reduced DN pain and ameliorated sensory 
tactile thresholds in a randomized study compared 
to sham intervention.[19] To our knowledge, the effect 
of TT has not been studied on the other neuropathic 
symptoms in diabetic patients. The present research 
aimed to apperceive how capacitive TT affected 
neuropathy symptoms and signs, as assessed by 
Michigan Neuropathy Screening Instrument (MNSI) 
and motor NCV in these patients.

PATIENTS AND METHODS

The single-blind, randomized clinical trial was 
performed on 24 individuals (8 males, 16 females; 
mean age: 60.4±8.9 years; range, 40 to 78 years) 
with type 2 diabetes and symptoms of peripheral 
neuropathy in both feet at a diabetes therapeutic 
center in the Imam Hossain Hospital between January 
2019 and October 2019. Inclusion criteria were as 
follows: age between 18 and 78 years, at least one 

year of type 2 diabetes, Grade 1 and 2 neuropathy 
symptoms based on the classification of Thomas[20] in 
the lower extremities, which is divided into the first 
degree (asymptomatic), second degree (symptomatic), 
and third degree (disability), a pain score of 3 or 
more (according to the visual analog scale), and a 
NCV <40 m/sec.[9] It should be noted that the clinical 
symptoms of polyneuropathy, such as diabetic foot 
symptoms and paresis of the dorsal foot muscles, 
and diagnostic signs of electroneurophysiology are 
evaluated in the Thomas classification. In addition, 
central and peripheral vascular system disorders, 
kidney disorders, pregnancy, infectious wounds, use 
of a pacemaker or insulin pump, severe anxiety, 
and unwillingness to cooperate were the exclusion 
criteria.[19] The patients were randomly allocated into 
two groups: the study group (n=12) and the control 
group (n=12). A pilot study of 10 participants was 
conducted to calculate the sample size. Considering the 
mean and standard deviation of response time outcome 
in two groups, the number of individuals required per 
group was calculated as 24, with a 95% confidence 
level, 0.05 probability level (a), and 80% power. For 
the randomization, 24 cards with a number ranging 
from 1 to 24 were assigned to each patient. Even cards 
entered the treatment group, and individuals entered 
the control group by card shuffling. No patient was 
withdrawn up to the follow-up phase, but if a patient 
was lost to follow-up, their data was removed from the 
analysis. The primary outcome was the NCV, and the 
secondary outcome was the neuropathy symptoms, 
which were evaluated three times in both groups: 
before treatment, after 10 treatment sessions, and six 
weeks after the end of sessions.

The process was conducted in two stages, IR 
(first stage) and capacitive TT (second stage), in both 
groups for 10 sessions (three times a week, every other 
day, for four weeks). Infrared has several advantages 
for clinical use. It can be arranged in large f lat arrays 
to treat wide surfaces. In addition, as IR light does 
not emit heat, there is no risk of heating damage to 
treated epithelial tissues.[9] The main reason for using 
IR as the first line of therapy is to improve pain and 
sensation in the feet, following a substantial reduction 
in the incidence of foot ulcers.[21] Diabetic patients with 
neuropathic symptoms were treated with IR and TT 
in the study group, while patients in the control group 
were given IR and sham TT.

First, each foot of the patients was treated with 
IR with a wavelength of 870 nm and density of 
1.3 J/cm2.m. Patients lied on their sides, and surfaces of 
their feet were treated with a distance of 80 to 90 cm 
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for a total of 30 min (Figure 1).[19] Then, a TT by model 
TEKRA XCRT (New Age, XCRT Model, Lugo RA, 
Italy) in capacitive mode was applied. The patient was 
positioned in the prone position, and TT was performed 
on both sides of the tibial nerves with an intensity of 
10 to 30%. The cream of the device was impregnated 
on the surface of two active and inactive electrodes and 
the patient's skin. The inactive electrode was placed on 
the anterior surface of the leg, and an active electrode 
was moved in the tibial pathway from the popliteal 
fossa to the medial malleolus. It was continuously 
moved for 20 min on each foot (Figure 2). The protocol 
of the sham group was similar to the study group. 
However, the intensity applied for this group was set 
at zero.[18] After 10 sessions of interventions and a 
six-week follow-up, the neuropathy symptoms and the 
tibial NCV (TNCV) were evaluated in both groups.

The neuropathy symptoms were assessed using 
the MNSI validated in the Persian language, with a 
specificity of 80 to 95%, a standard tool for diabetic 
peripheral neuropathy approval.[22] This questionnaire 
consists of two parts. One part is completed by the 
patient and another by the examiner. The first part, 
which the patient answers, contains 15 questions 
about burning sensations, numbness, open sores, 
temperature sensations, and pain during walking in 
lower limbs. A score of seven is considered abnormal. 
The second part includes a physical examination 
of the feet, the presence of an ulcer, vibration test, 
Achilles tendon stretch reflex, and monofilament test. 
A standardized tuning fork, a 128 Hz range diapason, 
was utilized to produce the vibration stimulus at 
the distal interphalangeal joint of the great toe and 
medial malleolus bilaterally. At the same time, the 

examiner began counting the seconds. The individual 
was instructed to tell the examiner when they felt the 
vibration stop. The start time of the vibration sense 
and time of cessation were recorded by a stopwatch.

In addition, the monofilament test was performed 
by the 5.07/10 g Semmes-Weinstein monofilament. 
The monofilament was placed on 10 points of the 
plantar and dorsal surfaces of the foot, and the patient 
reported the feeling of perceiving the stimuli with 
yes or no. If the patient was able to distinguish eight 
points out of 10 points applied by the monofilament, 
the test was considered normal. If a person recognized 
one to seven points, it meant a decrease in tactile 
sensation of the feet. When the scores from the two 
parts are finally added together, the highest achievable 
total score is 8, and in the scoring algorithm, a score 
of 2.5 is considered abnormal. Higher scores suggest 
more lesions in the mention symptoms.[23]

Nerve conduction velocity is a valuable method 
for assessing the severity of diabetic peripheral 
neuropathy. Considering the relationship between 
increasing the thickness of the basement membrane 
in the endothelial layer vessels and decreasing the 
thickness of myelin fibers,[24] TNCV was assessed 
at all stages of the study. The present study 
evaluated intratester reliability for the assessor using 
electroneuromyography in 10 patients with type 2 
diabetes. Measurement of TNCV was performed by 
one assessor twice a day with an interval of 30 min 
by disconnecting and reconnecting the electrodes on 
the skin at baseline and after 10 sessions to calculate 
the correlation coefficient of TNCV. It was assessed 

Figure 1. Method of applying infrared radiation on the 
surfaces of feet.

Figure 2. Method of applying Tecar therapy on the tibial 
nerve.



Turk J Phys Med Rehab482

by Synergy T2 Plinth (Medelec, Surrey, UK). The 
amplifier was set to record the motor nerve conduction 
with frequency characteristics of 8 Hz to 10 kHz, a 
sampling frequency of 20 kHz, a duration of 200 µsec, 
an excitation frequency of 1 Hz, with the notch filter 
on, and at supramaximal intensity. Nerve conduction 
velocities below 40 m/sec were considered DN.[25]

Statistical analysis

Data were analyzed using IBM SPSS version 20.0 
software (IBM Corp., Armonk, NY, USA). The data 
are described by the mean and standard deviation. 
The Kolmogorov-Smirnov test was utilized to 
determine the normality distribution of the variables. 
Levene’s test was used to assess the homogeneity of 
variances among groups. The main effects of the 
group (treatment), time, and the interaction effect 
of treatment and time were assessed using two-way 
mixed analysis of variance. Pairwise comparisons of 
variables in each group were evaluated using post hoc 
analysis. Interclass correlation (ICC), standard error of 
measurement, and minimal detectable change indices 
were also used for the reliability of NCV. A p-value 
<0.05 was considered statistically significant.

RESULTS

None of the patients withdrew from the study, 
leaving the data of 24 patients available in the analysis, 
as illustrated in Figure 3. Before the intervention, 
there was no discernible difference in demographic 

characteristics between the groups (Table 1). The 
analysis of the data distribution was normal in both 
groups. The homogeneity of variances among groups 
was confirmed by Levene’s test (p>0.05).

The results of interclass correlation

The statistical indices of reliability in TNCV in two 
groups were presented before and after 10 sessions. 
The level of agreement was evaluated according to 
six levels, including poor (0.00), slight (0.00-0.20), 
fair (0.21-0.40), moderate (0.41-0.60), substantial 
(0.61-0.80), and almost perfect (0.81-1.00). Since all 
ICC coefficient values were above 0.80, the reliability 
of the TNCV data was perfect. In addition, scores less 
than 1 of the standard error of measurement, which 
estimates how repeated measures of a person on the 
same instrument tend to be distributed around the 
true score, and minimal detectable change, defined 
as minimal change that falls the measurement error 
in the score of an instrument used to measure a 
symptom, are also indicative of this point (Table 2).[26] 

The results of the neuropathy symptoms from 
MNSI

The mean and standard deviation of the variables 
in the groups are shown in Table 3. The MNSI 
score had a statistically significant decrease after 
10 sessions of treatment compared to the baseline 
in both groups (p<0.001). The difference between 
the two groups was significant after 10 sessions, 
meaning that patients in the study group experienced 

Assessed for eligibility (n=50)

Excluded (n=26)
•	 Not meeting inclusion criteria (n=20)
•	 Declined to participant (n=4)
•	 Other reasons (n=2)

•	 Assigned to & received Tecar (n=12)
•	 Received allocation intervention (n=12)

•	 Assigned to & received sham Tecar (n=12)
•	 Received allocation intervention (n=12)

•	 Discontinued intervention (n=0)
•	 Lost to follow-up (n=0)

•	 Discontinued intervention (n=0)
•	 Lost to follow-up (n=0)

•	 Analyzed (n=12)
•	 Excluded from analysis (n=0)

•	 Analyzed (n=12)
•	 Excluded from analysis (n=0)

Randomized (n=24)

Allocation

Follow-up

Analysis

Figure 3. CONSORT flowchart of patient recruitment.
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a more remarkable improvement in neuropathy 
symptoms than the controls (p<0.001). A significant 
ordinal interaction between time and the group was 
also observed (p<0.001), indicating that despite a 
slight increase in scores after six weeks compared 
to the 10th sessions in the control group, there was a 
considerable reduction in the mean scores compared 
to the baseline (Figure 4a). However, the decrease 

in the study group's mean scores continued after 
six weeks, and a more significant decrease in score 
disorders was observed compared to the baseline 
(Table 4).

The results of the tibial nerve conduction velocity

The results showed a significant increase in mean 
scores TNCV after 10 sessions of treatment compared 

TABLE 1
Demographic characteristics of the participants

Control group Study group

Variables Mean±SD Mean±SD p

Age (year) 60.5±9.1 59.6±8.6 0.803

Height (cm) 159.00±7.32 159.58±8.15 0.855

Weight (kg) 72.91±12.45 77.04±8.51 0.341

Body mass index (kg/cm2) 28.81±4.15 30.32±3.44 0.341

Duration of involvement (year) 7.6±4.8 10.7±6.6 0.211

Fasting blood sugar (mg/dL) 159.75±25.24 166.58±20.34 0.473

HbA1c (%) 6.63±0.37 6.68±0.43 0.766
SD: Standard deviation; HbA1c: Hemoglobin A1c.

TABLE 2
Absolute and relative coefficients of TNCV measurement reliability

Time ICC coefficient MDC SEM

Before intervention

Control group 0.978 (0.915-0.995) 0.579 0.209

Study group 0.950 (0.8130-0.987) 0.846 0.306

After intervention

Control group 0.983 (0.935-0.996) 0.491 0.177

Study group 0.983 (0.935-0.996) 0.495 0.178
TNCV: Tibial nerve conduction velocity; ICC: Interclass correlation; MDC: Minimal detectable change; SEM: Standard error 
of measurement.

TABLE 3
Comparison of neuropathy symptoms and NCVs of patients in the two groups

Pre-test   
(baseline)

Post-test 
(10 sessions)

Follow-up  
(6 weeks)

The main effect
of time

The main effect 
of group

Interaction 
effect

Mean±SD Mean±SD Mean±SD p F p F p F

MNSI score

Control group 11.95±1.13 4.29±1.35 3.45±1.03
<0.001* 788.81 <0.001* 22.67 <0.001* 30.59

Study group 12.91±2.03 7.58±1.52 7.33±1.3

TNCV (m/s)

Control group 36.50±1.28 37.26±1.22 37.53±1.10
<0.001* 231.16 0.848 0.037 <0.001* 79.39

Study group 36.74±1.46 37.10±1.43 37.01±1.44
NCVs: Nerve conduction velocities; SD: Standard deviation; MNSI: Michigan Neuropathy Screening Instrument; TNCV: Tibial  nerve conduction velocity; * p<0.001.
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to the baseline in both groups (p<0.001, Table 3). 
Nerve conduction velocities for the tibial division 
of the sciatic nerve in the healthy adult person is 
52.8±4.7 m/sec (46.7-59.6 m/sec).[27] Although the main 
effect of group was not significant, a significant 
interaction between time and group was observed. 
Thus, the results of post hoc analysis showed that 
TNCV significantly improved after 10 sessions 
in both groups compared to baseline (Figure 4b, 
Table 4, p<0.001). These improvements in the study 
group continued at six weeks (Figure 4b, Table 4, 
p<0.05). However, there was no change in these 
outcomes at six weeks in the control group (p>0.05).

DISCUSSION

This study was one of the recent trials performed 
to test electromagnetic therapy with high frequency 
in symptoms of peripheral neuropathy in type 2 
diabetic patients. A previous review has confirmed 
the effect of TT on improving pain, disability, and 
function in people with musculoskeletal disorders.[26] 
Recently, the short-term efficacy of this modality 
on foot pain and tactile sensation in patients was 
expressed.[19] To the best of our knowledge, limited 
studies have been performed on the effect of TT on the 
improvement of neuropathy symptoms, particularly 

(a) (b)

Figure 4. Changes in (a) neurological disorders and (b) TNCV  at baseline (1), after 10 sessions (2), and six weeks of follow-up (3).
TNCV: Tibial nerve conduction velocity.
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TABLE 4
Pairwise comparisons of variables in each group

MNSI score TNCV

Pairwise comparisons p p

Control group Pre-test (baseline)
Post-test (10 sessions) <0.001* <0.001*

Follow-up (6 weeks) <0.001* <0.001*

Post-test (10 sessions) Post-test (10 sessions) 1.000 0.390

Study group Pre-test (baseline)
Post-test (10 sessions) <0.001* <0.001*

Follow-up (6 weeks) <0.001* <0.001*

Post-test (10 sessions) Follow-up (6 weeks) 0.003** 0.000
MNSI: Michigan Neuropathy Screening Instrument; TNCV: Tibial  nerve conduction velocity; * p<0.001; ** p<00.05.
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in DN. The findings of the current study suggest that 
administration of capacitive TT and IR could result 
in significant reduced MNSI scores at six weeks. 
Furthermore, patients who received the TT reported 
a significant increase in TNCV compared to controls 
at six weeks. The Tecar device establishes the current 
with two separate active and inactive electrodes 
in both capacitive and resistive methods.[28] In this 
study, due to the lower extremity nerve symptoms, 
capacitive TT was utilized to improve blood f low, 
increase local heat, and dilate tissue vessels.[29] The 
basic principles of this protocol, such as parallel 
placement of electrodes on sides, were based on a 
previous study.[17] However, this method was applied 
in the present study due to the effectiveness of 
capacitive mode on foot pain and tactile sensation.[19]

Decrease in tactile and temperature sensations 
associated with diabetic peripheral neuropathy can 
result in notable complications, including burning 
pain, paresthesia, and anesthesia.[30] The effects of TT 
on neuropathy symptoms of DN at all stages of the 
evaluation were notable, with significantly reduced 
MNSI scores compared to controls. Moreover, follow-
up after the intervention showed that the therapeutic 
effects continued to an acceptable level until six 
weeks later. Nevertheless, the combination of IR and 
capacitive mode had more success in reducing this 
complication. Some findings of the present study, 
such as improved pain and tactile foot sensation, 
agree with Bosi et al.,[31] who examined pulsed 
electromagnetic fields with 1-50 Hz for 10 sessions 
on the lower extremity of type 1 and 2 diabetics. 
In the study, the intervention significantly reduced 
the pain and tactile sensation disorders in the feet 
by gradual stimulation of the potential of the tissue 
membrane. However, the findings of the present study 
are inconsistent with the results of another study,[12] 
in which researchers examined electromagnetic fields 
with frequency modulation of 1 to 1000 Hz on the 
feet since the MNSI scores of diabetic patients did 
not show a significant change after three periods of 
10 sessions with a one-year follow-up.[12] Different 
severity of DN in the populations of two studies 
may explain the method's ineffectiveness in that 
research. Consequently, neuropathy symptoms in 
those patients were at mild grade. Therefore, the 
effect of electromagnetic fields on the improvement 
of this level of symptoms may not be significant. 
Accordingly, TT could reduce neuropathy symptoms. 
It can improve the neurovascular system's function 
and decrease foot pain in a diabetic patient with mild 
or moderate grade of neuropathy.[19]

An essential finding of the current study was 
the significant improvements in the TNCV for the 
study group at 10th session of treatment compared 
to the baseline, which had perfect reliability with 
ICC indices higher than 0.9 in all stages. Diabetic 
neuropathy leads to impaired nerve conduction with 
progressive axonal degeneration or demyelination of 
peripheral nerve fibers.[32] After 10 sessions, the effect 
of treatment on nerve conduction was considerable, 
with a significant increase in TNCV in both groups. 
This improvement in the study group, which received 
TT with 10 to 30% intensity on the tibial nerve 
pathway in 10 sessions, significantly continued at six 
weeks. However, the beneficial effect on the NCV was 
not sustained in the control group since the TNCV 
scores had returned toward the baseline value at the 
six-week follow-up.

The combination of IR and capacitive treatment 
significantly affected the TNCV, while IR and sham 
TT with short-term action were not effective in 
controlling NCV. It can be stated that TT helps 
improving NCV by stimulating the nervous system 
and modulating the action of neurotransmitter 
receptor.[18] These findings agree with Battecha ś[33] 
study, which indicated that electromagnetic fields 
with a frequency of 50 Hz and intensity of 20 Gauss 
could increase TNCV by stimulating the nervous and 
vascular system in the lower limbs in 12 sessions, 
along with exercise. While in another study, despite 
using an appropriate period and long-term follow-up, 
no significant effect of modulated electromagnetic 
fields with frequencies 1 to 1000 Hz on sensory 
and motor NCV was found, which may be since 
only patients with mildly impaired symptoms were 
treated.[12] Therefore, patients with moderate to severe 
neuropathy are likely to benefit more than patients 
with mild symptoms of NCV.

There are some limitations to this analysis 
that should be noted. Two limitations are the 
short-term follow-up and the single-blinded design. 
Additionally, it should be stated that the use of 
MNSI to evaluate clinical improvement might be 
a potential limitation, as it was conceived as a 
screening instrument that gives a global score 
without grading the severity of the distinct 
symptoms. The other limitation is the usage of tibial 
NCV only as the main NCS outcome parameter 
due to the difficulty of sensory NCV recording. It 
can be more accurate to use the sensory potential 
amplitude (sural sensory nerve action potential) as 
an outcome measure in future studies.
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In conclusion, the combination of IR and capacitive 
TT has reduced the lower extremities' neuropathy 
symptoms and improved the TNCV, indicating 
enhancement of the metabolism and cell regeneration. 
Based on the findings, the use of this method can be 
suggested as an effective method in improving the 
symptoms of peripheral neuropathy in type 2 diabetes 
with other physiotherapy modalities.

Acknowledgments: The authors would like to thank 
all the faculty members of the Physiotherapy Department 
of Shahid Beheshti, University of Medical Sciences, who 
assisted us in this research. The authors wish to thank all 
the participants and their families for their participation and 
contribution to the research study.

Ethics Committee Approval: The ethics committee 
approved this plan of Shahid Beheshti University of Medical 
Sciences with the code IR.SBMU.RETECH.REC.1397.713. 
Also, this trial was registered in the Iranian clinical trial 
registration database with the code IRCT20190726044337N1. 
The study was conducted in accordance with the principles of 
the Declaration of Helsinki.

Patient Consent for Publication: A written informed 
consent was obtained from each patient.

Data Sharing Statement: The data that support the 
findings of this study are available from the corresponding 
author upon reasonable request.

Author Contributions: Idea/concept, design, data 
collection and/or processing,, writing the article: M.N.; 
Design, control/supervision: M.M.R.; Data collection 
and/or processing, writing the article: A.D.; Idea/concept, 
design,control/supervision, writing the article: S.S.N.; 
Literature review, writing the article: M.J.A.

Conflict of Interest: The authors declared no conflicts of 
interest with respect to the authorship and/or publication of 
this article.

Funding: The authors received no financial support for 
the research and/or authorship of this article.

REFERENCES
1. Jahantigh Akbari N, Hosseinifar M, Naimi SS, Mikaili S, 

Rahbar S. The efficacy of physiotherapy interventions in 
mitigating the symptoms and complications of diabetic 
peripheral neuropathy: A systematic review. J Diabetes 
Metab Disord 2020;19:1995-2004. doi: 10.1007/s40200-020-
00652-8.

2. Cho NH, Shaw JE, Karuranga S, Huang Y, da Rocha 
Fernandes JD, Ohlrogge AW, et al. IDF Diabetes Atlas: 
Global estimates of diabetes prevalence for 2017 and 
projections for 2045. Diabetes Res Clin Pract 2018;138:271-
81. doi: 10.1016/j.diabres.2018.02.023.

3. Rahbar S, Naimi S, Soltani A, Rahimi A, Akbarzadeh A, 
Rashedi V, et al. Improvement in biochemical parameters 
in patients with type 2 diabetes after twenty-four sessions 

of aerobic exercise: A randomized controlled trial. Iranian 
Red Crescent Medical Journal 2017;19;e13931. doi: 10.5812/
ircmj.13931.

4. Rahman MS, Akter S, Abe SK, Islam MR, Mondal MN, 
Rahman JA, et al. Awareness, treatment, and control of 
diabetes in Bangladesh: A nationwide population-based 
study. PLoS One 2015;10:e0118365. doi: 10.1371/journal.
pone.0118365.

5. Forbes JM, Cooper ME. Mechanisms of diabetic 
complications. Physiol Rev 2013;93:137-88. doi: 10.1152/
physrev.00045.2011.

6. Khawaja N, Abu-Shennar J, Saleh M, Dahbour SS, 
Khader YS, Ajlouni KM. The prevalence and risk factors 
of peripheral neuropathy among patients with type 2 
diabetes mellitus; the case of Jordan. Diabetol Metab Syndr 
2018;10:8. doi: 10.1186/s13098-018-0309-6.

7. Dunnigan SK, Ebadi H, Breiner A, Katzberg HD, Lovblom 
LE, Perkins BA, et al. Conduction slowing in diabetic 
sensorimotor polyneuropathy. Diabetes Care 2013;36:3684-
90. doi: 10.2337/dc13-0746.

8. Yamany A, Mahmoud H. Effect of low level laser therapy on 
neurovascular function of diabetic peripheral neuropathy. J 
Adv Res 2012;3:21-8. 10.1016/j.jare.2011.02.009.

9. Swislocki A, Orth M, Bales M, Weisshaupt J, West C, 
Edrington J, et al. A randomized clinical trial of the 
effectiveness of photon stimulation on pain, sensation, 
and quality of life in patients with diabetic peripheral 
neuropathy. J Pain Symptom Manage 2010;39:88-99. doi: 
10.1016/j.jpainsymman.2009.05.021.

10. Wang MH, Chen KW, Ni DX, Fang HJ, Jang LS, Chen 
CH. Effect of extremely low frequency electromagnetic 
field parameters on the proliferation of human breast 
cancer. Electromagn Biol Med 2021;40:384-92. doi: 
10.1080/15368378.2021.1891093.

11. Conti M, Peretti E, Cazzetta G, Galimberti G, Vermigli C, 
Pola R, et al. Frequency-modulated electromagnetic neural 
stimulation enhances cutaneous microvascular f low in 
patients with diabetic neuropathy. J Diabetes Complications 
2009;23:46-8. doi: 10.1016/j.jdiacomp.2008.02.004.

12. Bosi E, Bax G, Scionti L, Spallone V, Tesfaye S, Valensi 
P, et al. Frequency-modulated electromagnetic neural 
stimulation (FREMS) as a treatment for symptomatic 
diabetic neuropathy: Results from a double-blind, 
randomised, multicentre, long-term, placebo-controlled 
clinical trial. Diabetologia 2013;56:467-75. doi: 10.1007/
s00125-012-2795-7.

13. Graak V, Chaudhary S, Bal BS, Sandhu JS. Evaluation of the 
efficacy of pulsed electromagnetic field in the management 
of patients with diabetic polyneuropathy. Int J Diabetes Dev 
Ctries 2009;29:56-61. doi: 10.4103/0973-3930.53121.

14. Fezyioğlu P, Özdemir F, Özdemir F, Güldiken S, Balcı K, Süt 
N. Dirençli diyabetik nöropatik ağrıda puls elektromanyetik 
alan tedavisinin etkinliği. Balkan Med J 2010;2010: 227-33. 
doi:10.5174/tutfd.2009.01556.2.

15. Tashiro Y, Hasegawa S, Yokota Y, Nishiguchi S, Fukutani 
N, Shirooka H, et al. Effect of Capacitive and Resistive 
electric transfer on haemoglobin saturation and tissue 
temperature. Int J Hyperthermia 2017;33:696-702. doi: 
10.1080/02656736.2017.1289252.



487Tecar therapy on neuropathy symptoms

16. Wiegerinck JI, Kerkhoffs GM, van Sterkenburg MN, 
Sierevelt IN, van Dijk CN. Treatment for insertional 
Achilles tendinopathy: A systematic review. Knee Surg 
Sports Traumatol Arthrosc 2013;21:1345-55. doi: 10.1007/
s00167-012-2219-8.

17. Notarnicola A, Maccagnano G, Gallone MF, Covelli I, 
Tafuri S, Moretti B. Short term efficacy of capacitive-
resistive diathermy therapy in patients with low back pain: 
A prospective randomized controlled trial. J Biol Regul 
Homeost Agents 2017;31:509-15.

18. Osti R, Pari C, Salvatori G, Massari L. Tri-length laser 
therapy associated to tecar therapy in the treatment of low-
back pain in adults: A preliminary report of a prospective 
case series. Lasers Med Sci 2015;30:407-12. doi: 10.1007/
s10103-014-1684-3.

19. Niajalili M, Sedaghat M, Reazasoltani A, Akbarzade 
Baghban AR, Naimi SS. Effect of capacitive Tecar therapy 
on foot pain and tactile sensation in patients with type 2 
diabetes. Jrehab 2020;21:304-19. doi: 10.32598/RJ.21.3.60.5.

20. Thomas PK. Classification, differential diagnosis, and 
staging of diabetic peripheral neuropathy. Diabetes 1997;46 
Suppl 2:S54-7. doi: 10.2337/diab.46.2.s54.

21. Harkless LB, DeLellis S, Carnegie DH, Burke TJ. Improved 
foot sensitivity and pain reduction in patients with 
peripheral neuropathy after treatment with monochromatic 
infrared photo energy--MIRE. J Diabetes Complications 
2006;20:81-7. doi: 10.1016/j.jdiacomp.2005.06.002.

22. Didangelos T, Tziomalos K, Margaritidis C, Kontoninas Z, 
Stergiou I, Tsotoulidis S, et al. Efficacy of administration of 
an angiotensin converting enzyme inhibitor for two years 
on autonomic and peripheral neuropathy in patients with 
diabetes mellitus. J Diabetes Res 2017;2017:6719239. doi: 
10.1155/2017/6719239.

23. Herman WH, Pop-Busui R, Braffett BH, Martin CL, Cleary 
PA, Albers JW, et al. Use of the Michigan Neuropathy 
Screening Instrument as a measure of distal symmetrical 
peripheral neuropathy in Type 1 diabetes: Results from the 
Diabetes Control and Complications Trial/Epidemiology 
of Diabetes Interventions and Complications. Diabet Med 
2012;29:937-44. doi: 10.1111/j.1464-5491.2012.03644.x.

24. Hussain G, Rizvi SA, Singhal S, Zubair M, Ahmad J. Cross 
sectional study to evaluate the effect of duration of type 
2 diabetes mellitus on the nerve conduction velocity in 
diabetic peripheral neuropathy. Diabetes Metab Syndr 
2014;8:48-52. doi: 10.1016/j.dsx.2013.02.003.

25. Oh SJ. Clinical electromyography: Nerve conduction 
studies. Philadelphia: Lippincott Williams & Wilkins; 2003.

26. Shibata Y, Himeno T, Kamiya T, Tani H, Nakayama T, 
Kojima C, et al. Validity and reliability of a point-of-care 
nerve conduction device in diabetes patients. J Diabetes 
Investig 2019;10:1291-8. doi: 10.1111/jdi.13007.

27. Buschbacher RM, Prahlow ND. Manual of nerve conduction 
studies. 2nd ed. New York: Demos Medical Publishing. 
2006.

28. Ribeiro S, Henriques B, Cardoso R. The effectiveness of 
Tecar therapy in musculoskeletal disorders. Int J Public 
Health 2018;3:77-83. 

29. Kumaran B, Watson T. Thermal build-up, decay and 
retention responses to local therapeutic application of 
448 kHz capacitive resistive monopolar radiofrequency: 
A prospective randomised crossover study in healthy 
adults. Int J Hyperthermia 2015;31:883-95. doi: 
10.3109/02656736.2015.1092172.

30. Shi TJ, Zhang MD, Zeberg H, Nilsson J, Grünler J, Liu 
SX, et al. Coenzyme Q10 prevents peripheral neuropathy 
and attenuates neuron loss in the db-/db- mouse, a type 2 
diabetes model. Proc Natl Acad Sci U S A 2013;110:690-5. 
doi: 10.1073/pnas.1220794110.

31. Bosi E, Conti M, Vermigli C, Cazzetta G, Peretti E, 
Cordoni MC, et al. Effectiveness of frequency-modulated 
electromagnetic neural stimulation in the treatment of 
painful diabetic neuropathy. Diabetologia 2005;48:817-23. 
doi: 10.1007/s00125-005-1734-2.

32. Vinik AI, Mehrabyan A. Diabetic neuropathies. 
Med Clin North Am 2004;88:947-99, xi. doi: 10.1016/j.
mcna.2004.04.009.

33. Battecha K. Efficacy of pulsed electromagnetic field 
on pain and nerve conduction velocity in patients with 
diabetic neuropathy. Bull Fac Phys Ther 2017;22:9-14. doi: 
10.4103/1110-6611.209877.


