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ABSTRACT
Background: Therapeutic options for people experiencing neuropathic pain from diabetic peripheral 
neuropathy are limited, and impact can be severe. Physical and psychological interventions remain 
under-explored but may offer promise, especially in multimodal combination programs.
Objectives and methods: To address this gap, an intervention was developed according to the Medical 
Research Council’s framework for complex interventions, including research expert and stakeholder 
input. This will be tested for acceptability and feasibility in a trial.
Results: NeuOst (Neuropathy Optimisation through Self-management and Therapy) is a manual therapy- 
based intervention, incorporating exercise, psychologically informed training, and education. The protocol for 
a single-site, parallel, three-arm, partially participant-blinded, randomized controlled trial is presented. The 
experimental treatment is a 5-week course of NeuOst as adjunct to patients’ usual care. Comparators are 
a control intervention that lacks pre-specified components of interest as adjunct to usual care and usual care 
only in adults with painful diabetic peripheral neuropathy. The follow-up period is 16 weeks. Primary out
comes are feasibility measures such as recruitment, eligibility, and consent rates, retention, blinding, fidelity, 
acceptability, and safety. Secondary and exploratory outcomes involve clinical measures and qualitative 
feedback. A protocol was prospectively registered (NCT06423391).
Conclusion: After initial intervention development, a feasibility trial will inform intervention refinement 
and future research steps.
Clinical trial registration: www.clinicaltrials.gov identifier is NCT06423391.

PLAIN LANGUAGE SUMMARY
People with diabetes can develop nerve pain in their feet, which can greatly affect quality of life. 
Current treatments are limited. Physical and psychological approaches – like exercise, massage, and 
supportive conversations – may help but are rarely combined or fully tested.
We have developed a new treatment program called NeuOst, which brings together hands-on therapy, 
exercise, and conversations for pain management. It was designed with people with lived experience, 
healthcare professionals, and researchers. We are now running a small study to test whether this program is 
practical to deliver and acceptable to participants.
Adults with painful diabetic neuropathy are randomly placed into one of three groups (in addition to 
their normal care outside the study):
● NeuOst (5 sessions)
● A comparison treatment (similar to NeuOst but with some elements removed; 5 sessions)
● Usual care only
We follow participants for 16 weeks and look at how the program was delivered, how people experi
enced it, and any early signs of benefit.
The results will guide improvements to the treatment and inform future research.
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1. Introduction

Diabetes mellitus is a leading and increasing global health 
concern [1]. Diabetic peripheral neuropathy (DPN), 
a common complication, affects 20–40% of patients and 
often goes undiagnosed, potentially leading to severe foot 
complications [1,2]. About 26% of those with DPN experience 
painful diabetic peripheral neuropathy (pDPN), which reduces 
quality of life [3] and increases the risk of anxiety and depres
sion [4,5]. Musculoskeletal pain is also up to twice as prevalent 
in people with diabetes [6], linked to higher BMI and seden
tary lifestyles [7]. Both diabetes and musculoskeletal pain are 
disproportionately prevalent in socioeconomically margina
lized communities [8,9].

Clinical management guidelines for diabetes and neuropathy 
recommend combining pharmacotherapy with nonpharmacolo
gical options such as lifestyle modifications and cardiovascular 
risk interventions [10,11]. Experts also emphasize addressing 
sleep, functionality, and quality of life alongside pain manage
ment [11]. In practice, however, pDPN treatment often relies on 
pharmacological interventions [12,13], despite their limited effi
cacy and various side effects [14–16]. Calls for more person- 
centered pain management exist, including physical and psycho
logical approaches [17–19].

Research into nonpharmacological treatments for pDPN is 
limited. Systematic reviews highlight a lack of high-quality studies, 
particularly for manual therapy and exercise-based interventions, 
despite preliminary evidence of efficacy [20,21]. Reviews also point 
to an absence of trials for psychological interventions, despite the 
link between neuropathic pain and psychological distress [4]. 
Authors call for more long-term and high-quality studies, and 
the exploration of additional nonpharmacological treatments for 
painful peripheral neuropathies [22–24].

Allied Health Professionals, such as osteopaths or phy
siotherapists, may be well-placed to address this gap: They 
are trained in pain management, lifestyle advice, and differ
ential diagnosis [25–27]. Also, combinational or adjunct psy
chological approaches are increasingly explored for pain 
management, including psychologically informed physiother
apy [28], and ‘augmentations’ of osteopathic manual therapy 
with cognitive-behavioral techniques [29]. However, the appli
cation of these approaches to pDPN remains underexplored.

This article outlines the development of ‘NeuOst’ 
(Neuropathy Optimisation through Self-management and 
Therapy), a multimodal manual-therapy-based and psycholo
gically informed intervention for people living with pDPN, and 
details the protocol of a feasibility randomized controlled trial 
(RCT) to inform further research and intervention refinement.

2. Methods

The process of intervention development and feasibility test
ing was structured as illustrated in Figure 1 [30].

2.1. Intervention development

Development of the NeuOst intervention drew on the Medical 
Research Council (MRC) framework for iterative complex inter
ventions development and testing, focusing on the core ele
ments of considering intervention context, identifying and 
engaging stakeholders, developing and testing program the
ory, and identifying key uncertainties [31]. The main methods 
for identifying potential intervention components and defin
ing a program theory were collaboration within an expert 
working group, stakeholder engagement, and using available 
systematic literature reviews.

The working group of clinical research experts involved in 
intervention development included four osteopaths (DHS, SV, 
JDR, PB), three anaesthetists and pain physicians (HK, EPZ, 
ASCR, see acknowledgments), a diabetes specialist nurse (KW, 
see acknowledgments), a clinical psychologist (WS), a neurologist 
(ME), and two physiotherapists (AS, EW). Most were also pain 
researchers (DHS, AS, HK, EPZ, ASCR, ME, WS). The group was led 
by DHS who hosted group meetings, shared collaboration docu
ments, visited individual group members for specific tasks, and 
ensured that insights from stakeholder engagement informed all 
discussions.

Based on reviews [20,21,32–35] and key studies found therein, 
the working group developed a table of potential intervention 
components, defining each component’s theoretical therapeutic 
mechanism, its potential role within NeuOst and interactions 
with other components, and the available evidence of efficacy/ 
effectiveness. During intervention development, this table 
informed discussions among the research team and during sta
keholder engagement.

Stakeholder engagement was facilitated by purposively sam
pling individuals living with neuropathic pain – recruited via 
social media and a local flyer campaign – as well as osteopathic 
or physiotherapy clinicians experienced in the care of such indi
viduals. Stakeholders then discussed with the chief investigator 
(DHS), using a list of guiding questions that was iteratively

Article highlights

Background and rationale:
● Current interventions for people experiencing painful diabetic neuro

pathy are limited.
● Physical, psychological, and self-management approaches are pro

mising but require further study and may have to be combined to 
maximize effects.

Methods:
● A multimodal intervention was developed with stakeholder input and 

drawing on relevant complex intervention development frameworks.
Intervention:
● The NeuOst intervention combined manual therapy, exercises, and 

psychologically informed pain management strategies.
Trial protocol:
● A protocol for a 3-arm single-site feasibility randomized controlled 

trial is presented, aiming to randomize 36 participants with painful 
diabetic neuropathy to 5 sessions of NeuOst – delivered by osteo
paths in an academic setting −5 sessions of a dedicated control 
intervention aimed at blinding and balancing of context effects or 
to usual care only.

● The trial’s main objectives are to test intervention feasibility and 
acceptability and feasibility of trial processes.

Discussion and conclusions:
● This feasibility trial is limited by being conducted in a single aca

demic setting, but it will inform intervention refinement and research 
progression.
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refined as intervention development progressed, focusing on 
their lived experience with neuropathy, care experiences, self- 
management strategies, and attitudes toward potential NeuOst 
intervention components. Transcripts of these discussions were 
analyzed by DHS using thematic coding and categorization 
methods aligned with reflexive thematic analysis [36]. 
Individuals with lived experience were also invited to in-person 
testing of intervention components. Five patients with poly
neuropathy participated in online conversations, with one indi
vidual interviewed twice. One of these patients also attended an 
in-person session to test the combined intervention compo
nents, joined by a sixth person living with pDPN. All but one 
participant had Type 2 diabetes with varying degrees of neuro
pathy, while one had chemotherapy-induced neuropathy. The 
average age was 74, with three women and three men. In terms 
of ethnicity, four participants were white, one was Black- 
Caribbean, and one was Asian. Additionally, three osteopaths 
and one physiotherapist were interviewed about experiences 
with neuropathies and chronic pain management. Two osteo
paths had worked as tutors in a teaching clinic for people living 
with HIV (a patient population where peripheral neuropathy is 
common [37]), while the third had worked over a sustained 
period treating an individual with chemotherapy-induced neuro
pathy. The physiotherapist led an outpatient pain management 
program in Germany. All providers had over 20 years of experi
ence. Recruitment of physical or manual therapists with exten
sive pDPN experience was unsuccessful.

Methods for a feasibility and acceptability evaluation 
are detailed in the below trial protocol. Further interven
tion refinement may occur following the feasibility study, 
before potentially moving into an evaluation of clinical 
effects, healthcare economics, and implementation 
research.

2.2. Protocol development

Development of the feasibility trial protocol was done in 
a similarly iterative and collaborative manner, with more input 
from experts in trial methodology and experienced trialists (EW, 
SS, AS, JV, EPZ, WS, NKE, ASCR) and from a patient partner (EP). 
This included theoretical and practical development of the con
trol intervention, as detailed in Supplementary Material 1.

3. Results

3.1. The NeuOst intervention

The NeuOst intervention, as developed so far and evaluated 
in the feasibility trial, is delivered by UK osteopaths in 
individual treatment sessions. The intervention incorporates 
case history-taking, neurological and manual therapy exam
ination, complication screening, disease education and life
style advice, manual therapy applications and 
neurodynamic exercises, a structured exercise program per
formed at home, and experiential exploration of pain man
agement strategies informed by Acceptance and 
Commitment Therapy (ACT) [38].

In the feasibility trial, fully qualified osteopaths deliver the 
treatment in five 60-min 1:1 sessions (first session 90 min), 
using a treatment manual that specifies obligatory and 
optional elements (Supplementary Material 2). In each session, 
therapists employ manual therapy techniques, and conduct 
ACT-informed discussions with patients, structured through 
dedicated worksheets. During sessions, patients practise phy
sical exercises and are encouraged to follow a progressive 
home-exercise program. A ‘wobble board’ is provided to facil
itate balance exercises at home.

Figure 1. Process flowchart of intervention development and feasibility evaluation. Adapted from: Craig P, Campbell M. Evaluability assessment: a systematic approach 
to deciding whether and how to evaluate programmes and policies: a what works Scotland working paper. 2015. adapted from [30].
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3.1.1. Intervention context and rationale
The NeuOst intervention was designed to address neuropathic 
pain from DPN within the UK’s socio-political and population 
health context of rising diabetes prevalence, healthcare dispa
rities, and a lack of specialist services and effective treatments for 
those living with painful DPN in the UK National Health Service 
(NHS) [16,39,40]. In this context, NeuOst aims to reduce the 
personal and societal burden from pDPN [4]. NeuOst targets 
gaps in nonpharmacological pain management by upskilling 
qualified osteopaths, typically focused on musculoskeletal care 
[26], to provide biopsychosocial care for people living with pDPN. 
NeuOst aims to promote patient wellbeing while addressing 
structural barriers such as low income and lack of services [40]. 
In the feasibility trial, this meant that the treatment was delivered 
for free in a charitable clinic affiliated with a teaching institution, 
and we aim to explore incorporation into the NHS in future steps. 
More generally, the intervention also aspires to influence the 
osteopathic community’s and other Allied Health professions’ 
roles in an integrative healthcare framework.

3.1.2. Stakeholder engagement
Upon agreeing an initial theoretical framework among the aca
demic working group, NeuOst development involved people 
living with neuropathic pain from polyneuropathies and osteo
paths or physiotherapists experienced in their treatment. Patient 
and provider engagement highlighted the topics in Table 1.

3.1.3. Program theory
With the expert working group and informed by stakeholders, we 
developed the NeuOst intervention, a multimodal program com
bining manual therapy with cognitive-behavioral, exercise, and 
educational components to treat pDPN. The program theory 

recognizes interplays between neurological, musculoskeletal, car
diovascular, and psychological factors in pDPN and its quality-of- 
life impacts, aiming to target these mechanisms through various 
components.

The manual therapy components aim to improve joint mobi
lity, reduce pain, and provide sensory input, while the exercise 
components focus on enhancing strength, balance, and cardio
vascular fitness. Psychological components, informed by ACT, 
aim to promote psychological flexibility to improve daily func
tioning and reduce distress in the presence of pain. Educational 
elements should improve patients’ understanding of diabetes, 
pain management strategies, and healthy lifestyle choices. 
Furthermore, NeuOst emphasizes treatment personalization 
through flexibility in several intervention components, and com
patibility with standard medical care. Figure 2 presents the inter
vention’s logic model, with detailed components and 
mechanisms in Supplementary Material 2.

The agreed program theory informed a treatment manual 
for the feasibility trial (Supplementary Material 2) and 
a provider training course for osteopaths.

3.1.4. Key uncertainties and research perspectives
Key uncertainties after initial intervention development 
included the intervention’s deliverability and acceptability 
and the feasibility of conducting future RCTs to assess efficacy, 
effectiveness, and healthcare economics.

3.2. Feasibility trial protocol

Apart from testing acceptability and feasibility, a feasibility RCT is 
needed to facilitate refinement of treatment components and 
trial design if necessary [31,42].

Table 1. Key topics from stakeholder involvement discussions with people living with peripheral polyneuropathy and clinicians experienced in their care, as part of 
the stakeholder engagement during the NeuOst intervention development phase. Where appropriate, key insights are contextualized with references to external 
research studies.

Key insight How this shaped NeuOst development

Diagnostic uncertainty and education 
gaps

Several patients had not been formally diagnosed with neuropathy or expressed the desire to know more about the 
condition (also see [41,42]). This informed the incorporation of neurological testing and educational elements into 
NeuOst to increase patient understanding of their condition and treatment options.

Patient interest in 
nonpharmacological options

Many patients expressed frustration with medications, particularly due to side effects. They highlighted the need for 
a nonpharmacological treatment approach (also see [18,19,43]), such as manual therapy, which encouraged us in our 
approach. At the same time, we are aware of a potential sampling bias and aim to explore care attitudes in a broader 
population during separate projects. 

Acknowledging that exercise adherence can be challenging and that patients have different preferences and needs – 
including a need to feel safe while exercising – we designed NeuOst to incorporate flexible exercise components that 
accommodate varying levels of patient engagement and confidence.

Impact of symptoms on quality of life Sleep disturbances, balance problems, fear of falling, and avoidance of foot ulcerations were prominent issues (also see 
[3,4,42]), leading to the inclusion of therapeutic components aimed at reducing or better managing these symptoms, 
including manual therapy, psychological approaches, sensorimotor exercises, and foot care education.

Clinician perceptions of manual 
therapy

Clinicians saw manual therapy as providing short-term relief but not life-changing benefits, and believed that no elaborate 
theoretical models were required to support manual therapy applications. They related patient stories where even 
a few hours of relief were deemed worthwhile by patients, but highlighted that this meant regular (e.g., weekly) 
treatment that was unlikely to be possible in private practice settings or the NHS. 

This feedback guided the design of NeuOst to incorporate repeated treatment sessions, prolonged mobilization 
techniques for the lower extremities, and to aim for realistic outcomes, addressing mechanisms beyond those directly 
relevant for symptomatic relief (such as cognitive-emotional changes, improved knowledge, and lifestyle modifications). 
We aim to explore incorporation into public health services during future development stages.

Focus on broader care beyond 
physical treatment

Clinicians emphasized the importance of addressing behavior change and false pain beliefs, which led to the 
incorporation of elements that promote self-management. They also recognized the need for person-centered support 
in managing multiple long-term conditions, a perspective that was reinforced by patient narratives highlighting the 
interconnection between neuropathy and diabetes (also see [43]). This informed the development of NeuOst provider 
training, aiming to equip clinicians with an understanding of relevant pathophysiology, common clinical management, 
and the ability to screen for and manage (where appropriate) complications such as ulcers and hypoglycemic episodes. 
The training also included guidance on signposting patients within the wider healthcare system.
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This RCT protocol is reported as per 2013 SPIRIT Statement 
(Defining Standard Protocol Items for Clinical Trials) [43] 
(Supplementary Material 3) – based on trial protocol version 
1.0, dated 22 March 2023 - and interventions according to 
other relevant reporting guidelines [44,45] (Supplementary 
Material 4). The trial was registered on ClinicalTrials.gov on 
15 May 2024 (NCT06423391) and with a full protocol on the 
Open Science Framework on 29 May 2024 (https://osf.io/jyftb).

The trial was funded by The Osteopathic Foundation and 
The Alan and Sheila Diamond Charitable Trust. Sponsor insti
tution is the Health Sciences University (HSU) – UCO School 
of Osteopathy.

3.2.1. Research ethics approval
The study was approved by the sponsor’s institutional 
research ethics committee on 5 April 2024.

3.2.2. Study objectives
This study’s primary objective is to test the feasibility of 
a single-site, three-parallel-arm, partially participant-blinded 
RCT of a 5-week course of NeuOst (as adjunct to usual care), 
compared to a designated control intervention (plus usual 
care) that lacks pre-specified components of interest to 
enable their study, and compared to usual care alone in 
adults with pDPN. Secondary objectives are to obtain indi
cations of the potential efficacy of NeuOst, including esti
mates of between-group treatment effects and their 
variance on key pain/disability outcomes. Further, qualita
tive data about recruitment routes, reasons for exclusion 

during screening, and participant and provider experiences 
during the feasibility trial will be collected where possible.

The development and nature of the control intervention, as 
well as detailed feasibility criteria are described below.

3.2.3. Trial design
This is a prospective, randomized, parallel-arm, three-group, 
controlled, partially blinded, clinical feasibility trial, employing 
a 16-week follow-up period (Figure 3).

3.2.4. Study setting
The NeuOst feasibility trial is conducted at the HSU – UCO 
School of Osteopathy clinic in central London (UK), an acces
sible facility serving a diverse local population. Trial-related 
appointments and clinical notes are integrated into an existing 
management system.

3.2.5. Study participants
3.2.5.1. Eligibility criteria and screening. Eligible are adults 
with pDPN, irrespective of most comorbidities and medication 
use. Eligibility is evaluated during a screening phone call 
(Figure 3), encompassing a structured interview covering all 
eligibility criteria (Table 2).

3.2.5.2. Recruitment. Participants are recruited through 
online and print advertising, including social media, news
letters, posters and flyers (Supplementary Material 5) in 
community spaces and private clinics (mainly osteopathy

Figure 2. NeuOst logic model, describing the intervention context, rationale, key resources, intervention components, target outcomes and mechanisms, and 
hypothesized wider impacts. ACT, acceptance and commitment therapy; MSK, musculoskeletal. Created based on available guidance for the development of logic 
models for complex interventions: https://www.Gov.uk/guidance/evaluation-in-health-and-wellbeing-creating-a-logic-model & https://www.strategyunitwm.nhs.uk/ 
sites/default/files/2018-03/Logic%20models%20%20complex%20programmes%20-%20a%20brief%20guide.pdf [41].
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and podiatry), and the study website. Initially excluding 
NHS services, recruitment was later expanded to include 
self-referrals from local NHS diabetes clinics, with staff 
informing eligible patients about the study during routine 
appointments without accessing patient records.

3.2.6. Consent
The consent process consists of verbal consent for telephone 
screening and full written consent for trial participation before 
the baseline assessment. Upon review of the Participant 
Information Sheet (PIS, Supplementary Material 6), signed consent 
is collected via post, email, or in person (Supplementary 
Material 7). Capacity to consent is assessed through discussion 
and, if necessary, a validated questionnaire [48].

3.2.7. Sample size and power
We aim to recruit 12 patients per group. This sample size was 
chosen pragmatically.

For context, a hypothetical two-armed trial would require 
100 participants per arm to detect a 1.2-point mean difference 
in pain intensity (SD 3.0) at 80% power and α = 0.05, and 35 
participants per arm to detect the typically cited clinically 
meaningful 2-point reduction in pain scores (SD 3.0) [49].

However, determining efficacy is not an objective of this feasi
bility study. Instead, this trial will help refine the sample size 
estimate for future RCTs, and may also suggest futility [50,51].

3.2.8. Assignment of interventions
Blocked randomization is used with permuted block sizes of 3–6 
participants and a 1:1:1 allocation ratio, without stratification or 
minimization. Participants are randomized upon completion of 
baseline assessments. The randomization sequence is generated 
and provided by the web-based system Sealed Envelope® (Sealed 
Envelope Ltd, London, UK), preventing researcher influence over 
group allocation. To maintain blinding, coded labels are used to 
inform treatment providers of assignments, the meaning of 
which is known only to providers.

Figure 3. Flow diagram of the NeuOst feasibility trial. Interventions are described in detail in the manuscript text and appendices, with ‘control intervention’ 
referring to a specifically designed intervention replicating the tested (‘NeuOst’) intervention but omitting components the effects of which are to be studied in the 
trial. All three trial groups continue their usual care outside the trial. BL, baseline assessment; F-U, follow-up assessment; R, randomization; UC, usual care.

Table 2. Eligibility criteria for participants in the NeuOst feasibility trial [46,47].

Inclusion criteria Exclusion criteria

● Medical diagnosis of diabetes mellitus (type 1 or type 2) as per patient self- 
report.

● Distal symmetrical peripheral neuropathy (defined as a score of ≥4 on the 
Michigan Neuropathy Screening Instrument (questionnaire part) [47]).

● Neuropathic pain in the legs or feet as assessed by DN4 interview question
naire (defined as a score of ≥3 of 7 self-reported items) [47].

● Stable analgesic medication regimen for at least 3 weeks prior to anticipated 
study enrolment and no revision of regimen planned within the next 3  
months.

● Stable attendance of out-of-study nonpharmacological therapies for neuro
pathic pain or professional exercise programs (including gym classes and 
manual therapy) for at least 3 weeks prior to anticipated study enrolment and 
no revision of routine planned within the next 3 months.

● Participants able and willing to provide informed consent.
● Participants able to speak, understand, and read English at conversational 

levels.
● Age 18 and older.

● Contraindications to manual therapy and conservative pain management (as 
determined by recruiting staff during screening calls or the trial provider at 
the initial or any other appointment; May include medical emergencies and 
suspected severe pathology, advanced osteoporosis, and active foot 
ulcerations).

● Past or scheduled amputations.
● Advanced renal failure. *
● Recent physical trauma with suspected or unclear fracture.
● Currently experiencing severe depression or other current and severe/poorly 

controlled psychopathology such as bipolar/psychosis, and/or presenting with 
active suicidal risk.

● Carpal Tunnel Syndrome diagnosis or symptoms as the only source of neuro
pathic pain.

● Unable to attend in-person appointments at treatment site (for health/orga
nizational reasons).

● Knowing other participants signed up to the study (to avoid group 
contamination).

● Concomitant participation in another clinical intervention study.

*In a protocol amendment, this exclusion criterion was further specified as not requiring hospital-based renal dialysis, irrespective of the diagnostic stage of renal 
failure. 

392 D. HOHENSCHURZ-SCHMIDT ET AL.



3.2.9. Interventions
Participants in all groups continue their usual care outside the 
trial, in addition to trial-related processes.

3.2.9.1. Tested intervention (NeuOst treatment). The 
NeuOst treatment is described above, in the appended inter
vention description following the TIDieR reporting checklist 
[44], and in the appended treatment manual as used during 
this trial (Supplementary Material 2). In the trial, patients are 
encouraged to attend one of the five treatment sessions each 
week, and a session is considered ‘missed’ if intervals between 
two sessions exceed 2 weeks.

3.2.9.2. Control intervention. The control intervention was 
designed to replicate the NeuOst intervention while omit
ting components of interest for scientific study. While 
sometimes called ‘placebo’ or ‘sham,’ trial communication 
and this protocol avoid these terms, in line with current 
guidance [45].

The control intervention’s objectives are 1) to isolate the 
effects of intervention components of interest, 2) to blind 
participants in the test and control intervention arms to their 
group allocation, and 3) to balance expectancy effects 
between those two study arms. It was developed upon 
completion of the NeuOst intervention’s development, fol
lowing current best-practice guidance for control interven
tions in mechanistic and efficacy trials [45]. This included 
conceptual discussions within the working group, and two 
practical piloting sessions with designated trial providers 
and the chief investigator and two people with lived 
experience.

In the control intervention arm, the same trial providers 
deliver a modified version of NeuOst, using a manual and 
having regular supervision with the chief investigator. Key 
differences to the NeuOst test intervention include reduced 
(minimal) force and amplitude in manual techniques, omis
sion of specific physical exercises, and alterations to psycho
logically informed strategies (e.g., replacing ACT-based 
exercises with generic discussions of patients’ pain experi
ences). Physical exercise advice in the control arm is general
ized and minimally supervised. Matched elements include 
session length, frequency and amount, therapeutic relation
ship, advice on foot care, provision of a ‘wobble board,’ and 
the clinical environment. The control intervention is 
described in more detail, and the trial manual is provided 
in Supplementary Material 1.

3.2.9.3. Usual care arm. Participants allocated to the usual 
care (UC) comparator, continue any existing treatments for 
pDPN or other medical conditions. They do not receive any 
attention or information as part of the trial, except for attend
ing assessment calls as described below.

3.2.10. Concomitant care
Participants across all trial arms are encouraged to maintain 
stable medication regimens and out-of-trial activities related 
to DPN care throughout the study. However, no formal restric
tions are applied beyond the eligibility criteria. Usual medical 

care continues in all trial arms. Data on out-of-trial healthcare 
use, including healthcare providers, self-management prac
tices, physical activity, and medication use, are collected via 
patient-report at baseline and follow-ups.

3.2.11. Trial provider training and eligibility
Trial providers are fully qualified, General Osteopathic Council 
(GOsC)-registered osteopaths trained specifically to deliver 
NeuOst and the control intervention. Training comprised a 
7-h online learning program on diabetes, neuropathic pain, 
exercise, manual therapy, and trial protocols, followed by an 
8 h in-person training with practical modules (e.g., ACT for 
pDPN, neurological exams, patient-centered communication, 
manual therapy, and exercise protocols). Additional sessions 
with the chief investigator focused on refining trial processes 
and control intervention application, hands-on practice with 
patient partners, and scripting intervention processes. 
Providers were encouraged to review materials and practice 
NeuOst techniques with patients or peers. During the trial, all 
trial providers attend supervision sessions with the trial’s clin
ical psychologist who has 10+ years’ experience delivering 
ACT for persistent pain (WS), occurring every 2–3 months to 
discuss the ACT-related intervention and control procedures. 
Supervision sessions take a problem-oriented and questions- 
and-answer approach, with both the clinicians and the super
visor proposing discussion topics.

Providers are recruited via social media, a professional 
magazine, and HSU staff outreach. Eligibility required active 
GOsC registration, at least 1 year of clinical experience, com
pletion of NeuOst training, attendance at trial-specific ses
sions, and indemnity insurance. Exclusions applied to those 
with extensive experience treating polyneuropathies, specia
lized diabetes training, or teaching roles in the HIV-related 
HSU clinic.

Of 23 trainees, 11 expressed interest and 9 became trial 
providers. Competency was verified through a quiz, review of 
engagement with training resources, and chief investigator 
observation during the training.

3.2.12. Blinding
Blinding is attempted for trial participants (except in the usual 
care group), administrative staff, and the research team, 
including outcome assessors and statistician. The control inter
vention, which mimics the NeuOst intervention, aims to blind 
to allocation to NeuOst or control intervention. Providers and 
staff are trained to maintain blinding, with measures like 
staggered appointments and excluding participants who 
know others, to minimize contamination. Unblinding occurs 
only after data analysis or in emergencies with trial oversight 
committee approval.

3.2.13. Outcome measures
Outcome data are collected at baseline, at the end of the 
treatment period (approx. 5 weeks), and 3 and 11 weeks there
after (approx. 8 and 16 weeks after randomization, depending 
on clinic appointment scheduling) (Figure 3). Data are also 
collected from participants in the intervention and control 
intervention groups (but not the Usual Care group) prior to 
each clinical appointment.
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3.2.13.1. Primary (feasibility) outcomes. Feasibility of a full- 
scale trial will be assessed using pre-specified criteria and 
progression rules across several feasibility outcomes. 
Recruitment, eligibility, and consent rates will be evaluated 
based on the number of participants recruited within defined 
timeframes, the proportion of screened participants found 
eligible, and the percentage of eligible participants providing 
consent. Retention rates will be determined by participant 
attrition at the 16-week follow-up. Blinding effectiveness will 
be assessed based on allocation guesses at the first follow-up, 
using Bang’s blinding index [52]. Interventionist fidelity will be 
measured by the proportion of fidelity assessments confirming 
protocol adherence. Data completeness will be assessed by 
the percentage of missing data at the 16-week follow-up. 
Treatment acceptability will be measured through participant 
satisfaction ratings, attendance rates of clinical appointments, 
and qualitative feedback from interviews and feedback forms. 
Adverse events will be monitored, with minor related side 
effects (e.g., transient soreness) considered acceptable in up 
to 80% of patients, but suspected unexpected serious adverse 
reactions (SUSARs) prompting reassessment. Progression to 
a full trial will be guided by a traffic-light system, with pre
defined thresholds for green (proceed), amber (amendments 
required), and red (stop) (see full protocol on https://osf.io/ 
jyftb).

3.2.13.2. Secondary outcomes. Secondary outcomes assess 
clinical measures for potential use as primary endpoints in 
future trials. These are pain in the feet and disability (mea
sured by the Brief Pain Inventory [53–55] and Diabetic 
Peripheral Neuropathic Pain Impact Measure [56,57]), and 
quality of life and function (NeuroQoL [58] and Falls Efficacy 
Scale-International [59–61]).

3.2.13.3. Exploratory outcomes. Exploratory measures con
textualize primary and secondary outcomes, including symp
tom bothersomeness and tolerability [62–64], patient global 
impression of change [55,65], medication and intervention 
use, expectancy and credibility measures (assessed at baseline 
and prior to visit 2) [66,67], and qualitative feedback from 
participants and providers on perceived benefits, harms, 
mechanisms, and trial design suggestions. Additionally, parti
cipants and providers will be invited to a dedicated qualitative 
interview study after completion of their trial involvement 
(separate ethics approval sought). By discussing their perspec
tives on trial processes and intervention components, this 
study seeks to identify enablers and barriers to engagement, 
and inform adaptations, including for diverse patient popula
tions. By incorporating a theory-based so-called ‘realist evalua
tion,’ this study also seeks to further refine the NeuOst 
intervention theory by exploring how, why, and for whom 
the intervention produced certain outcomes [68].

3.2.14. Data collection methods
Data sources include electronic case report forms (CRFs) cap
turing patient-reported measures during telephone/videocall 
interviews, provider-completed paper CRFs, and specific forms 
for recording safety data. The electronic data capture (EDC) 

system was self-built using Microsoft Forms and Excel. Clinical 
questionnaires are administered via patient self-report, either 
in person or during telephone/videocall interviews with 
a blinded investigator or as paper copies prior to clinical 
appointments, which are later entered into the EDC system. 
Qualitative information is collected as part of follow-up assess
ments, using dedicated feedback questions, and during 
a separate qualitative interview study.

3.2.15. Data management and monitoring
A designated data monitoring officer oversees data handling 
and record keeping, including real-time validation checks 
within the EDC system, regular audits to verify accuracy, and 
ongoing personnel training. All data are encrypted during 
transmission and stored to ensure confidentiality and regula
tory compliance. At study conclusion, the sponsor archives 
original source documents and electronic data for 
a minimum of 5 years.

3.2.16. Study monitoring
A Trial Steering Committee/Data Monitoring and Ethics 
Committee (TSC/DMEC) provides independent oversight of 
data integrity, participant safety, and overall trial conduct. It 
consists of two independent researchers and a patient partner 
(EP), convening at least every 3 months, and with a sponsor 
representative and the chief investigator present. The TSC/ 
DMEC can request data and information for review, including 
the possibility of interim analyses. In addition, sponsor and 
chief investigator convene monthly.

3.2.17. Risk and harms reporting
Although the components of the NeuOst intervention are 
considered safe, the study is classified as of somewhat higher 
risk than standard medical care because of limited experience 
with the intervention in the study population.

All adverse events (AEs) are recorded, regardless of severity 
or perceived relationship to the intervention. Trial providers 
and outcome assessors actively inquire about AEs at each 
visit/assessment, and participants are encouraged to report 
unusual symptoms at any time via the study phone or 
e-mail. Suspected serious adverse events (SAEs) are immedi
ately reported to the chief investigator. The chief investigator 
then reports them to the sponsor and the TSC/DMEC within 
24 h. The sponsor is responsible for reporting any Suspected 
Unexpected Serious Adverse Reactions (SUSARs) to relevant 
regulatory authorities.

3.2.18. Auditing
No external or internal audits are planned, beyond auditing of 
the EDC for quality assurance and review by the TSC/DMEC.

3.2.19. Statistical methods
A detailed statistical analysis plan (SAP) was developed prior 
to enrollment, focusing on descriptive statistics for primary 
(feasibility) outcomes and using pre-specified progression 
rules for benchmarking (https://osf.io/jyftb). Secondary ana
lyses will explore potential clinical changes, focusing on esti
mating the variance of effects rather than hypothesis testing. 
Mean changes from baseline to follow-up for each outcome
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and group will be presented with several confidence intervals 
(75% to 95%), illustrated as forest plots with minimally impor
tant clinical differences marked. Analyses will be conducted 
using both intention-to-treat (ITT) and per-protocol 
approaches. Sensitivity analyses, adjusting for baseline values 
and potential confounders, will assess the robustness of the 
findings.

3.2.20. Open science and data access
A full protocol and SAP were registered on the Open Science 
Framework (OSF (https://osf.io/jyftb)). The final, anonymized 
dataset will also be shared on OSF.io.

3.2.21. Ethical considerations
3.2.21.1. Payments. Participants are reimbursed up to 
£11.40 for travel per clinical visit and receive £15 per com
pleted study assessment (i.e., for baseline and follow-up 
assessments, not for attending clinic visits).

3.2.21.2. Confidentiality and data protection. Data are 
coded and de-identified, access restricted to authorized per
sonnel, and encryption used during transmission and storage.

3.2.22. Ancillary and post-trial care
While no specific post-trial clinical care is offered due to the 
feasibility nature of the study, ‘aftercare’ includes communi
cating findings to participants, disclosing group allocation, 
inviting them to a qualitative interview study, and exploring 
the potential for a subsidized community clinic offering the 
intervention, contingent upon feasibility, funding, and the 
sponsor’s strategy.

3.2.23. Protocol amendments
The chief investigator can make non-substantial amendments 
at any time in agreement with the sponsor. Substantial 
amendments require formal review and approval by the 
research ethics committee. All amendments will be added to 
the protocol registration.

3.2.24. Dissemination policy
Dissemination prioritizes open science practices by dissemi
nating findings through peer-reviewed open-access publica
tions, open-access platforms, conference presentations, lay 
summaries and discussion opportunities for participants and 
the public, and targeted communication to relevant 
organizations.

4. Discussion and limitations

This project represents an attempt to develop and test a novel 
multimodal intervention for people living with pDPN, addres
sing fundamental care gaps [18,19,69] and research priorities 
[22–24,70]. In line with complex intervention development 
frameworks [31], this feasibility trial will inform subsequent 
research steps and possibly further intervention refinement.

Key areas for critical appraisal upon completion of this feasi
bility trial include the potential for sampling bias, as individuals 
responding to recruitment calls for research on “a multimodal 
manual therapy-based intervention” may not represent the 

broader community’s attitudes toward physical, psychological, 
and self-management interventions. Generalizability may be 
further constrained by the single-center design and the trial’s 
setting in a university-affiliated teaching clinic. However, locating 
the study in central London is hoped to facilitate engagement 
with a diverse population. Intervention development may have 
been enhanced by involving more patient partners and clinicians 
to increase diversity. Given the limited experience of study clin
icians with diabetic neuropathy prior to this trial, fidelity assess
ments will have to evaluate if provider training was sufficient. To 
be delivered by members from other professions or in public 
healthcare settings, the intervention may also require adaptation 
in the future.

Strengths of this study include the comprehensive 
approach to intervention development, including formulation 
of a detailed and testable theoretical model, the evidence- and 
stakeholder-informed selection of initial intervention compo
nents, and collaboration within a multidisciplinary expert 
working group. The feasibility trial design notably features 
a dedicated control intervention, developed according to best- 
practice guidelines [45]. If demonstrated to effectively blind 
participants to group allocation, this approach could set 
a higher standard for efficacy testing in complex intervention 
trials. This is especially relevant for studying psychological 
intervention components, where such a control intervention 
represents a novel approach [71]. The additional inclusion of 
a usual care group can further contextualize findings [45,72].

5. Conclusion

A novel intervention for people living with pDPN has been 
developed. A feasibility RCT will inform intervention refine
ment and research progression.

Acknowledgments

We are a group of multidisciplinary researchers and clinicians working in 
pain care and diabetes management. We hold strong values about evi
dence-based, integrative, biopsychosocially informed pain and diabetes 
care and addressing inequities in access to such care. We strive for 
rigorous, open, and transparent science to produce the highest quality 
of evidence to ultimately influence patient care. We have a strong com
mitment to working with people with lived experience and other key 
stakeholders to shape pain research and care.

We extend our heartfelt thanks to Cormac O’Dalaigh, Francesca 
Wiggins, and all other site staff for their leadership at the NeuOst treat
ment site, as well as to the individuals with lived experience and clinicians 
who contributed to the intervention development and feasibility study 
protocol. Gratitude is also due to the NeuOst trial providers, attendees of 
the January 2024 NeuOst training course, and especially to the study 
participants for their invaluable contributions. We also thank the team of 
the Imperial College Trials Unit for their support. We acknowledge the 
efforts of Lateef Kamal, George Bassarian, Stefanie Butendieck, and Sam 
Tan in the trial setup and management, and the support of academic 
collaborators Dr Kirsty Winkley, Prof Lene Vase, and Prof Andrew SC Rice.

Author contributions
Conceptualization: DHS, SS, AS, PB, JDR, ME, HK, EP, ES, JV, EW, EPZ
Methodology: DHS, SS, AS, PB, JDR, ME, HK, EP, ES, JV, EW, EPZ, SV
Software: DHS, NKE
Validation: N/A (to be completed at later stage)

PAIN MANAGEMENT 395

https://osf.io/jyftb


Formal analysis: N/A (to be completed at later stage)
Investigation: DHS, NKE, SV
Resources: DHS, JDR
Data Curation: N/A (to be completed at later stage)
Writing – Original Draft: DHS
Writing – Review & Editing: All authors
Visualization: DHS
Supervision: JDR, WS
Project administration: DHS, SV
Fun ding acquisition: JDR, SV, ASCR

Disclosures

DHS received consulting fees from Altern Health Ltd. and income from 
private osteopathic practice. He reports employment with Health 
Sciences University and Imperial College London, and or self- 
employed income from Osteopathie Schule Deutschland and Haute 
école de santé Fribourg, where he received honoraria for teaching 
and supervision. He serves on the executive committee of the Society 
for Back Pain Research, the Scientific Committee for the 2026 
International Association for the Study of Pain (IASP) World Congress, 
and as an editor at BMC Medical Research Methodology. He also 
received research funding from The Osteopathic Foundation, the Alan 
and Sheila Diamond Charitable Trust, the UK National Institute for 
Health and Care Research (NIHR), the Chelsea and Westminster 
Hospital Joint Research Council, and personal support through prizes 
or conference travel awards from IASP, BritSpine, and EFIC. He received 
personal honoraria for research from the Analgesic, Anesthetic, and 
Addiction Clinical Trial Translations, Innovations, Opportunities, and 
Networks (ACTTION). He stands to receive personal honoraria from 
future delivery of the NeuOst training course as Continued 
Professional Development course.
SS is supported by research grants from Actegy Ltd (Bracknell, UK).
ABS receives honoraria for postgraduate teaching in the field of conser
vative management of neuropathic pain.
PB received salary funding as an Academic Portfolio Lead for the 
University of Greenwich, and he serves as the Chair of Trustees for the 
National Council for Osteopathic Research (NCOR) charity.
MCE is funded by UKRI/Versus Arthritis, via the Advanced Pain Discovery 
Platform (APDP), specifically the PAINSTORM collaboration.
HK received salary funding as an NIHR Clinical Lecturer and has received 
research project funding from the Academy of Medical Sciences and the 
British Pain Society, unrelated to the current work.
WS is partly funded through the National Institute for Health and Care 
Research (NIHR), Biomedical Research Centre at the South London and 
Maudsley NHS Foundation Trust and King’s College London. The views 
expressed are those of the authors and not necessarily those of the NHS, 
the NIHR, or the Department of Health and Social Care. Whitney Scott has 
received funding from the Medical Research Council and Versus Arthritis 
Advanced Pain Discovery Platform (MR/W002388/1), unrelated to the 
current work.
EP declares no interests.
JV holds a grant funded by Viatris, paid to his institution, and serves on 
advisory boards for Merz Pharmaceuticals and AstraZeneca.
EW is funded by the Oxford and Thames Valley NIHR Applied Research 
Collaboration (ARC).
EPZ, in the last 3 years, received financial support from Gruenenthal for 
research activities and advisory and lecture fees from Gruenenthal, MSD/ 
Merck, and Medtronic. In addition, she receives scientific support from 
the German Research Foundation (DFG), the Federal Ministry of 
Education and Research (BMBF), the Federal Joint Committee (G-BA), 
and the Innovative Medicines Initiative 2 Joint Undertaking under 
grant agreement No 777500. This Joint Undertaking receives support 
from the European Union’s Horizon 2020 research and innovation pro
gram and EFPIA. All money went/goes to the institutions EPZ is working 
for. EPZ is president elect of the European Pain Federation (EFIC), past 
council member of the International Association for the Study of Pain 
(IASP), executive board member of the German Pain Society, executive 
board member of the Acute Pain SIG of the IASP, member of the 

research committee of the European Society of Anaesthesiology and 
Intensive Care (ESAIC), and member of the ESRA-prospect group 
(https://esraeurope.org/pain-management/). EPZ is Deputy Editor in 
Chief for the European Journal of Anaesthesiology and the European 
Journal of Anaesthesiology and Intensive Care, and section editor of the 
European Journal of Pain. EPZ regards all the above as unrelated to the 
current work.
SV has received income from private osteopathic practice and the delivery 
of continuing professional development for physical therapists. He reports 
employment with Health Sciences University. He served on the executive 
committee of the Society for Back Pain Research and is currently president 
and Chair of trustees of the Society. He is a member and trustee of the 
United Kingdom Spine Societies Board and Editor in Chief of the 
International Journal of Osteopathic Medicine. He has received research 
funding from the General Osteopathic Council, Versus Arthritis, The 
Osteopathic Foundation, Institute of Osteopathy, National Council for 
Osteopathic Research, Burdett Trust, European Spine Society, NIHR, 
BacKCAre ESRC. He stands to receive additional employed payment from 
future delivery of the NeuOst training course as Continued Professional 
Development course.
The authors have no other relevant affiliations or financial involvement 
with any organization or entity with a financial interest in or financial 
conflict with the subject matter or materials discussed in the manuscript 
apart from those disclosed.

Ethical disclosure statement
The study was conducted with the approval of the sponsor’s institutional 
research ethics committee (Health Sciences University, UCO School of 
Osteopathy), with approval granted on 5 April 2024 (No identification 
numbers used by this committee). The consent process consists of verbal 
consent for telephone screening and full written consent for trial partici
pation before the baseline assessment. Upon review of the Participant 
Information Sheet (PIS, Supplementary Material 6), signed consent is 
collected via post or in person (Supplementary Material 7). Capacity to 
consent is assessed through discussion and, if necessary, a validated 
questionnaire [48].

Funding

Funding was provided by The Osteopathic Foundation [project grants 
URNLG011; URNSG005], The Alan and Sheila Diamond Charitable Trust 
(salary funding to chief investigator DHS), and The Society for Back Pain 
Research (Travel Fellowship to chief investigator). The funders had no role 
in the preparation, conduct, analysis or reporting of the present work. 
DHS’ salary was also supported by the National Institute for Health and 
Care Research (NIHR). ABS is supported by a Wellcome Trust Clinical 
Career Development Fellowship [222101/Z/20/Z] and the National 
Institute for Health and Care Research (NIHR) Oxford Health Biomedical 
Research Centre (BRC). The views expressed are those of the author(s) and 
not necessarily those of the NIHR or the Department of Health and Social 
Care.

ORCID
David Hohenschurz-Schmidt http://orcid.org/0000-0002-1964-6069
Sasha Smith http://orcid.org/0000-0001-9843-5368
Annina B Schmid http://orcid.org/0000-0001-7759-0211
Philip Bright http://orcid.org/0000-0002-5339-8281
Jerry Draper-Rodi http://orcid.org/0000-0002-1900-6141
Matthew C Evans http://orcid.org/0000-0003-1016-3228
Harriet Kemp http://orcid.org/0000-0001-5657-3009
Nuno Koch Esteves http://orcid.org/0000-0002-0580-7642
Jan Vollert http://orcid.org/0000-0003-0733-5201
Esther Williamson http://orcid.org/0000-0003-0638-0406
Esther M Pogatzki-Zahn http://orcid.org/0000-0003-0981-3940
Steven Vogel http://orcid.org/0000-0002-8597-575X

396 D. HOHENSCHURZ-SCHMIDT ET AL.

https://esraeurope.org/pain-management/


Data availability statement
A full protocol and SAP were registered on the Open Science Framework 
(https://osf.io/jyftb). The final, anonymized dataset of the feasibility RCT 
will also be shared on OSF.io.

References

Papers of special note have been highlighted as either of interest (•) 
or of considerable interest (••) to readers.

1. International Diabetes Federation. IDF diabetes atlas 10th edition 
[Internet]. 2021 [cited 2021 Sep 8]. Available from: https://diabete 
satlas.org/en/

2. Savelieff MG, Elafros MA, Viswanathan V, et al. The global and 
regional burden of diabetic peripheral neuropathy. Nat Rev 
Neurol. 2025;21(1):17–31. doi: 10.1038/s41582-024-01041-y

3. Davies M, Brophy S, Williams R, et al. The prevalence, severity, and 
impact of painful diabetic peripheral neuropathy in type 2 
diabetes. Diabetes Care. 2006;29(7):1518–1522. doi: 10.2337/dc05- 
2228

4. Kioskli K, Scott W, Winkley K, et al. Psychosocial factors in painful 
diabetic neuropathy: a systematic review of treatment trials and 
survey studies. Pain Med. 2019;20(9):1756–1773. doi: 10.1093/pm/ 
pnz071

5. Kec D, Rajdova A, Raputova J, et al. Risk factors for depression and 
anxiety in painful and painless diabetic polyneuropathy: 
a multicentre observational cross-sectional study. Eur J Pain 
[Internet]. 2022 [cited 2021 Nov 12];26(2):n/a(n/a). doi: 10.1002/ 
ejp.1865

6. Themistocleous AC, Ramirez JD, Shillo PR, et al. The pain in neuro
pathy study (PiNS): a cross-sectional observational study determin
ing the somatosensory phenotype of painful and painless diabetic 
neuropathy. Pain. 2016;157(5):1132–1145. doi: 10.1097/j.pain. 
0000000000000491

7. Molsted S, Tribler J, Snorgaard O. Musculoskeletal pain in patients 
with type 2 diabetes. Diabetes Res Clin Pract. 2012;96(2):135–140. 
doi: 10.1016/j.diabres.2011.12.022

8. Karran EL, Grant AR, Moseley GL. Low back pain and the social 
determinants of health: a systematic review and narrative 
synthesis. Pain. 2020;161(11):2476–2493. doi: 10.1097/j.pain. 
0000000000001944

9. Hill-Briggs F, Adler NE, Berkowitz SA, et al. Social determinants of 
Health and diabetes: a scientific review. Diabetes Care. 2021;44 
(1):258–279. doi: 10.2337/dci20-0053

10. McGuire H, Longson D, Adler A, et al. Management of type 2 
diabetes in adults: summary of updated NICE guidance. BMJ. 
2016;353:i1575. doi: 10.1136/bmj.i1575

11. Ziegler D, Tesfaye S, Spallone V, et al. Screening, diagnosis and 
management of diabetic sensorimotor polyneuropathy in clinical 
practice: international expert consensus recommendations. 
Diabetes Res Clin Prac. 2021;109063:109063. doi: 10.1016/j.dia 
bres.2021.109063 

• A good overview of current diagnosis and clinical best 
practice.

12. Tölle T, Xu X, Sadosky AB. Painful diabetic neuropathy: a 
cross-sectional survey of health state impairment and treatment 
patterns. J Diabetes Complications. 2006;20(1):26–33. doi: 10.1016/ 
j.jdiacomp.2005.09.007

13. Meisinger C, Bongaerts BWC, Heier M, et al. Neuropathic pain is not 
adequately treated in the older general population: results from 
the KORA F4 survey. Pharmacoepidemiol Drug Saf. 2018;27 
(7):806–814. doi: 10.1002/pds.4559

14. Dixit S, Asiri F. Pharmacological and nonpharmacological therapies 
in the management of diabetic peripheral neuropathy in type 2 
diabetes: a comprehensive review. J Cardiovasc Dis Res. 2014;5 
(4):37–48. doi: 10.5530/jcdr.2014.4.7

15. Javed S, Petropoulos IN, Alam U, et al. Treatment of painful diabetic 
neuropathy. Ther Adv Chronic Dis. 2015;6(1):15–28. doi: 10.1177/ 
2040622314552071

16. Soliman N, Moisset X, Ferraro MC, et al. Pharmacotherapy and 
non-invasive neuromodulation for neuropathic pain: a systematic 
review and meta-analysis. Lancet Neurol. 2025;24(5):413–428. doi:  
10.1016/S1474-4422(25)00068-7 

• An up-to-date review and recommendations of pharmacologi
cal options for neuropathic pain.

17. Davies B, Cramp F, Gauntlett-Gilbert J, et al. Peoples’ experiences of 
painful diabetic neuropathy: a qualitative interview study. Pain 
Rehabil J Physiother Pain Assoc. 2021;2021(50):14–21.

18. Davies B, Cramp F, Gauntlett-Gilbert J, et al. Peoples’ experiences of 
painful diabetic neuropathy: are pain management programmes 
appropriate? Br J Pain. 2021;15(4):450–459. doi: 10.1177/ 
2049463721989753 

• A patient-centred study investigating people’s experiences 
with painful diabetic neuropathy and the care they receive.

19. Davies B, Cramp F, Gauntlett-Gilbert J, et al. Painful diabetic neuro
pathy (PDN): an internet survey to the determine health-care prio
rities of people with PDN. Pain Rehabil J Physiother Pain Assoc. 
2022;2022(52):7–19.

20. Moisset X, Bouhassira D, Avez Couturier J, et al. Pharmacological 
and non-pharmacological treatments for neuropathic pain: sys
tematic review and French recommendations. Rev Neurol (Paris). 
2020;176(5):325–352. doi: 10.1016/j.neurol.2020.01.361

21. Hernández-Secorún M, Vidal-Peracho C, Márquez-Gonzalvo S, et al. 
Exercise and manual therapy for diabetic peripheral neuropathy: 
a systematic review. Appl Sci. 2021;11(12):5665. doi: 10.3390/ 
app11125665

22. Çakici N, Fakkel TM, van Neck JW, et al. Systematic review of 
treatments for diabetic peripheral neuropathy. Diabet Med. 
2016;33(11):1466–1476. doi: 10.1111/dme.13083

23. Amato Nesbit S, Sharma R, Waldfogel JM, et al. Non-pharmacologic 
treatments for symptoms of diabetic peripheral neuropathy: 
a systematic review. Curr Med Res Opin. 2019;35(1):15–25. doi: 10. 
1080/03007995.2018.1497958

24. Liampas A, Rekatsina M, Vadalouca A, et al. Non-pharmacological 
management of painful peripheral neuropathies: a systematic 
review. Adv Ther. 2020;37(10):4096–4106. doi: 10.1007/s12325- 
020-01462-3

25. Fawkes C, Carnes D, Hurst DJ. Patient reported outcomes in a large 
cohort of patients receiving osteopathic care in the United Kingdom. 
PLoS One. 2021;16(4):e0249719. doi: 10.1371/journal.pone.0249719

26. Plunkett A, Fawkes C, Carnes D. UK osteopathic practice in 2019: 
a retrospective analysis of practice data [Internet]. 2021 [cited 2021 
Nov 3]. p. 21250601. Available from: https://www.medrxiv.org/con 
tent/10.1101/2021.01.28.21250601v1

27. General Osteopathic Council. Graduate Outcomes and Standards 
for Education and Training [Internet]. 2022 [cited 2023 Feb 18]. 
Available from: https://www.osteopathy.org.uk/news-and- 
resources/document-library/publications/graduate-outcomes-and- 
standards-for-education-and-training/

28. Keefe FJ, Main CJ, George SZ. Advancing psychologically informed 
practice for patients with persistent musculoskeletal pain: promise, 
pitfalls, and solutions. Phys Ther. 2018;98(5):398–407. doi: 10.1093/ 
ptj/pzy024

29. Carnes D, Mars T, Plunkett A, et al. A mixed methods evaluation of 
a third wave cognitive behavioural therapy and osteopathic treatment 
programme for chronic pain in primary care (OsteoMAP). 
Int J Osteopathic Med. 2017;24:12–17. doi: 10.1016/j.ijosm.2017.03.005

30. Craig P, Campbell M. Evaluability assessment: a systematic 
approach to deciding whether and how to evaluate programmes 
and policies: a what works Scotland working paper. 2015.

31. Skivington K, Matthews L, Simpson SA, et al. Framework for the devel
opment and evaluation of complex interventions: gap analysis, 

PAIN MANAGEMENT 397

https://osf.io/jyftb
https://diabetesatlas.org/en/
https://diabetesatlas.org/en/
https://doi.org/10.1038/s41582-024-01041-y
https://doi.org/10.2337/dc05-2228
https://doi.org/10.2337/dc05-2228
https://doi.org/10.1093/pm/pnz071
https://doi.org/10.1093/pm/pnz071
https://doi.org/10.1002/ejp.1865
https://doi.org/10.1002/ejp.1865
https://doi.org/10.1097/j.pain.0000000000000491
https://doi.org/10.1097/j.pain.0000000000000491
https://doi.org/10.1016/j.diabres.2011.12.022
https://doi.org/10.1097/j.pain.0000000000001944
https://doi.org/10.1097/j.pain.0000000000001944
https://doi.org/10.2337/dci20-0053
https://doi.org/10.1136/bmj.i1575
https://doi.org/10.1016/j.diabres.2021.109063
https://doi.org/10.1016/j.diabres.2021.109063
https://doi.org/10.1016/j.jdiacomp.2005.09.007
https://doi.org/10.1016/j.jdiacomp.2005.09.007
https://doi.org/10.1002/pds.4559
https://doi.org/10.5530/jcdr.2014.4.7
https://doi.org/10.1177/2040622314552071
https://doi.org/10.1177/2040622314552071
https://doi.org/10.1016/S1474-4422(25)00068-7
https://doi.org/10.1016/S1474-4422(25)00068-7
https://doi.org/10.1177/2049463721989753
https://doi.org/10.1177/2049463721989753
https://doi.org/10.1016/j.neurol.2020.01.361
https://doi.org/10.3390/app11125665
https://doi.org/10.3390/app11125665
https://doi.org/10.1111/dme.13083
https://doi.org/10.1080/03007995.2018.1497958
https://doi.org/10.1080/03007995.2018.1497958
https://doi.org/10.1007/s12325-020-01462-3
https://doi.org/10.1007/s12325-020-01462-3
https://doi.org/10.1371/journal.pone.0249719
https://www.medrxiv.org/content/10.1101/2021.01.28.21250601v1
https://www.medrxiv.org/content/10.1101/2021.01.28.21250601v1
https://www.osteopathy.org.uk/news-and-resources/document-library/publications/graduate-outcomes-and-standards-for-education-and-training/
https://www.osteopathy.org.uk/news-and-resources/document-library/publications/graduate-outcomes-and-standards-for-education-and-training/
https://www.osteopathy.org.uk/news-and-resources/document-library/publications/graduate-outcomes-and-standards-for-education-and-training/
https://doi.org/10.1093/ptj/pzy024
https://doi.org/10.1093/ptj/pzy024
https://doi.org/10.1016/j.ijosm.2017.03.005


workshop and consultation-informed update. Health Technol Assess 
[Internet]. 2021 [cited 2021 Feb 9];25(57):1–132. doi: 10.3310/hta25570

32. Jackson W, Zale EL, Berman SJ, et al. Physical functioning and 
mindfulness skills training in chronic pain: a systematic review. 
J Pain Res. 2019;12:179–189. doi: 10.2147/JPR.S172733

33. Racaru S, Sturt J, Celik A. The effects of psychological interventions 
on diabetic peripheral neuropathy: a systematic review and 
meta-analysis. Pain Manag Nurs. 2021;22(3):302–311. doi: 10.1016/ 
j.pmn.2020.11.001

34. McClintock AS, McCarrick SM, Garland EL, et al. Brief 
mindfulness-based interventions for acute and chronic pain: 
a systematic review. J Alternative Complementary Med. 2019;25 
(3):265–278. doi: 10.1089/acm.2018.0351

35. He X, Li J, Wang B, et al. Diabetes self-management education 
reduces risk of all-cause mortality in type 2 diabetes patients: 
a systematic review and meta-analysis. Endocrine. 2017;55 
(3):712–731. doi: 10.1007/s12020-016-1168-2

36. Braun V, Clarke V. Thematic analysis: a practical guide. 1st ed. 
London ; Thousand Oaks (CA): SAGE Publications Ltd; 2021.

37. Aziz-Donnelly A, Harrison TB. Update of HIV-Associated sensory 
neuropathies. Curr Treat Options Neurol. 2017;19(10):36. doi: 10. 
1007/s11940-017-0472-3

38. Lau MA, McMain SF. Integrating mindfulness meditation with cog
nitive and behavioural therapies: the challenge of combining 
acceptance- and change-based strategies. Can J Psychiatry. 
2005;50(13):863–869. doi: 10.1177/070674370505001310

39. Marmot M. Health equity in England: the marmot review 10 years 
on. BMJ [Internet]. 2020 [cited 2020 Jun 2];368:m693. doi: 10.1136/ 
bmj.m693

40. Whicher CA, O’Neill S, Holt RIG. Diabetes in the UK: 2019. Diabet 
Med. 2020;37(2):242–247. doi: 10.1111/dme.14225

41. The Strategy Unit. Logic models and complex programmes - a brief 
guide [Internet]. [cited 2025 May 29]. Available from: https://www. 
strategyunitwm.nhs.uk/sites/default/files/2018-03/Logic%20models 
%20and%20complex%20programmes%20-%20a%20brief% 
20guide.pdf

42. Blatch-Jones AJ, Pek W, Kirkpatrick E, et al. Role of feasibility and pilot 
studies in randomised controlled trials: a cross-sectional study. BMJ 
Open. 2018;8(9):e022233. doi: 10.1136/bmjopen-2018-022233

43. Chan A-W, Tetzlaff JM, Altman DG, et al. SPIRIT 2013 statement: 
defining standard protocol items for clinical trials. Ann Intern Med. 
2013;158(3):200–207. doi: 10.7326/0003-4819-158-3-201302050- 
00583

44. Hoffmann TC, Glasziou PP, Boutron I, et al. Better reporting of 
interventions: template for intervention description and replication 
(TIDieR) checklist and guide. BMJ [Internet]. 2014 [cited 2020 Apr 
28];348(mar07 3):g1687–g1687. doi: 10.1136/bmj.g1687

45. Hohenschurz-Schmidt D, Vase L, Scott W, et al. Recommendations 
for the development, implementation, and reporting of control 
interventions in efficacy and mechanistic trials of physical, psycho
logical, and self-management therapies: the CoPPS statement. BMJ. 
2023;381:e072108. doi: 10.1136/bmj-2022-072108

46. Herman WH, Pop-Busui R, Braffett BH, et al. Use of the Michigan 
neuropathy screening instrument as a measure of distal symme
trical peripheral neuropathy in type 1 diabetes: results from the 
diabetes control and complications trial/Epidemiology of diabetes 
interventions and complications. Diabet Med. 2012;29(7):937–944. 
doi: 10.1111/j.1464-5491.2012.03644.x

47. Spallone V, Morganti R, D’Amato C, et al. Validation of DN4 as 
a screening tool for neuropathic pain in painful diabetic 
polyneuropathy. Diabet Med. 2012;29(5):578–585. doi: 10.1111/j. 
1464-5491.2011.03500.x

48. Palmer BW, Dunn LB, Appelbaum PS, et al. Assessment of capacity to 
consent to Research among older persons with schizophrenia, 
Alzheimer disease, or diabetes mellitus: comparison of a 3-item ques

tionnaire with a comprehensive standardized capacity instrument. Arch 
Gen Psychiatry. 2005;62(7):726–733. doi: 10.1001/archpsyc.62.7.726

49. Mathias SD, Crosby RD, Qian Y, et al. Estimating minimally impor
tant differences for the worst pain rating of the brief pain inven
tory–short form. J Supportive Oncol. 2011;9(2):72–78. doi: 10.1016/ 
j.suponc.2010.12.004

50. Cocks K, Torgerson DJ. Sample size calculations for pilot rando
mized trials: a confidence interval approach. J Clin Epidemiol. 
2013;66(2):197–201. doi: 10.1016/j.jclinepi.2012.09.002

51. Eldridge SM, Chan CL, Campbell MJ, et al. CONSORT 2010 state
ment: extension to randomised pilot and feasibility trials. BMJ. 
2016;355:i5239. doi: 10.1136/bmj.i5239

52. Bang H, Ni L, Davis CE. Assessment of blinding in clinical trials. Control 
Clin Trials. 2004;25(2):143–156. doi: 10.1016/j.cct.2003.10.016

53. Cleeland CS, Ryan KM. Pain assessment: global use of the brief pain 
inventory. Ann, Acad Med, Singapore. 1994;23(2):129–138.

54. Tan G, Jensen MP, Thornby JI, et al. Validation of the brief pain 
inventory for chronic nonmalignant pain. J Pain. 2004;5(2):133–137. 
doi: 10.1016/j.jpain.2003.12.005

55. Dworkin RH, Turk DC, Farrar JT, et al. Core outcome measures for 
chronic pain clinical trials: IMMPACT recommendations. Pain. 
2005;113(1):9. doi: 10.1016/j.pain.2004.09.012

56. Brod M, Ramasamy A, Bushnell DM, et al. The diabetic peripheral 
neuropathic pain impact (DPNPI) measure – psychometric valida
tion of a New patient reported outcome measure. Value Health. 
2013;16(7):A446. doi: 10.1016/j.jval.2013.08.708

57. Brod M, Blum SI, Bushnell DM, et al. Development and validation of 
the diabetic peripheral neuropathic pain impact (DPNPI) measure, 
a patient-reported outcome measure. Qual Life Res. 2015;24 
(12):3001–3014. doi: 10.1007/s11136-015-1037-0

58. Vileikyte L, Peyrot M, Bundy C, et al. The development and valida
tion of a neuropathy- and foot ulcer-specific quality of life 
instrument. Diabetes Care. 2003;26(9):2549–2555. doi: 10.2337/dia 
care.26.9.2549

59. Tinetti ME, Richman D, Powell L. Falls efficacy as a measure of fear 
of falling. J Gerontology. 1990;45(6):239–P243. doi: 10.1093/geronj/ 
45.6.P239

60. Schoene D, Heller C, Aung YN, et al. A systematic review on the 
influence of fear of falling on quality of life in older people: is there 
a role for falls?. CIA. 2019;14:701–719. doi: 10.2147/CIA.S197857

61. Caronni A, Picardi M, Redaelli V, et al. The Falls efficacy scale 
International is a valid measure to assess the concern about falling 
and its changes induced by treatments. Clin Rehabil. 2022;36 
(4):558–570. doi: 10.1177/02692155211062110

62. Patrick DL, Deyo RA, Atlas SJ, et al. Assessing Health-related quality 
of life in patients with sciatica. Spine (phila Pa 1976). 1995;20 
(17):1899. doi: 10.1097/00007632-199509000-00011

63. Grøvle L, Haugen AJ, Keller A, et al. The bothersomeness of sciatica: 
patients’ self-report of paresthesia, weakness and leg pain. Eur 
Spine J. 2010;19(2):263–269. doi: 10.1007/s00586-009-1042-5

64. Markman JD, Gewandter JS, Frazer ME. Comparison of a pain toler
ability question with the numeric rating scale for assessment of 
self-reported chronic pain. JAMA Netw Open. 2020;3(4):e203155. 
doi: 10.1001/jamanetworkopen.2020.3155

65. Perrot S, Lantéri-Minet M. Patients’ global impression of change in 
the management of peripheral neuropathic pain: clinical relevance 
and correlations in daily practice. Eur J Pain. 2019;23(6):1117–1128. 
doi: 10.1002/ejp.1378

66. Devilly GJ, Borkovec TD. Psychometric properties of the credibility/ 
expectancy questionnaire. J Behav Ther Exp Psychiatry. 2000;31 
(2):73–86. doi: 10.1016/S0005-7916(00)00012-4

67. Younger J, Gandhi V, Hubbard E, et al. Development of the 
Stanford expectations of treatment scale (SETS): a tool for measur
ing patient outcome expectancy in clinical trials. Clin Trials. 2012;9 
(6):767–776. doi: 10.1177/1740774512465064

398 D. HOHENSCHURZ-SCHMIDT ET AL.

https://doi.org/10.3310/hta25570
https://doi.org/10.2147/JPR.S172733
https://doi.org/10.1016/j.pmn.2020.11.001
https://doi.org/10.1016/j.pmn.2020.11.001
https://doi.org/10.1089/acm.2018.0351
https://doi.org/10.1007/s12020-016-1168-2
https://doi.org/10.1007/s11940-017-0472-3
https://doi.org/10.1007/s11940-017-0472-3
https://doi.org/10.1177/070674370505001310
https://doi.org/10.1136/bmj.m693
https://doi.org/10.1136/bmj.m693
https://doi.org/10.1111/dme.14225
https://www.strategyunitwm.nhs.uk/sites/default/files/2018-03/Logic%20models%20and%20complex%20programmes%20-%20a%20brief%20guide.pdf
https://www.strategyunitwm.nhs.uk/sites/default/files/2018-03/Logic%20models%20and%20complex%20programmes%20-%20a%20brief%20guide.pdf
https://www.strategyunitwm.nhs.uk/sites/default/files/2018-03/Logic%20models%20and%20complex%20programmes%20-%20a%20brief%20guide.pdf
https://www.strategyunitwm.nhs.uk/sites/default/files/2018-03/Logic%20models%20and%20complex%20programmes%20-%20a%20brief%20guide.pdf
https://doi.org/10.1136/bmjopen-2018-022233
https://doi.org/10.7326/0003-4819-158-3-201302050-00583
https://doi.org/10.7326/0003-4819-158-3-201302050-00583
https://doi.org/10.1136/bmj.g1687
https://doi.org/10.1136/bmj-2022-072108
https://doi.org/10.1111/j.1464-5491.2012.03644.x
https://doi.org/10.1111/j.1464-5491.2011.03500.x
https://doi.org/10.1111/j.1464-5491.2011.03500.x
https://doi.org/10.1001/archpsyc.62.7.726
https://doi.org/10.1016/j.suponc.2010.12.004
https://doi.org/10.1016/j.suponc.2010.12.004
https://doi.org/10.1016/j.jclinepi.2012.09.002
https://doi.org/10.1136/bmj.i5239
https://doi.org/10.1016/j.cct.2003.10.016
https://doi.org/10.1016/j.jpain.2003.12.005
https://doi.org/10.1016/j.pain.2004.09.012
https://doi.org/10.1016/j.jval.2013.08.708
https://doi.org/10.1007/s11136-015-1037-0
https://doi.org/10.2337/diacare.26.9.2549
https://doi.org/10.2337/diacare.26.9.2549
https://doi.org/10.1093/geronj/45.6.P239
https://doi.org/10.1093/geronj/45.6.P239
https://doi.org/10.2147/CIA.S197857
https://doi.org/10.1177/02692155211062110
https://doi.org/10.1097/00007632-199509000-00011
https://doi.org/10.1007/s00586-009-1042-5
https://doi.org/10.1001/jamanetworkopen.2020.3155
https://doi.org/10.1002/ejp.1378
https://doi.org/10.1016/S0005-7916(00)00012-4
https://doi.org/10.1177/1740774512465064


68. Pawson R, Tilley N. Realist evaluation [Internet]. Citeseer. 2004 
[cited 2024 Dec 4]. Available from: https://citeseerx.ist.psu.edu/ 
document?repid=rep1&type=pdf&doi=e092393652456869d7c 
cf6fa57b5a5a4d2d9e10a

69. Tesfaye S, Brill S, Eerdekens M, et al. DiagnosDiagnosIs, management 
and impact of painful diabetic peripheral neuropathy: a patient survey 
in four European countries. J Diabetes Complications. 2023;37 
(4):108417. doi: 10.1016/j.jdiacomp.2023.108417

70. Finer S, Robb P, Cowan K, et al. Top ten research priorities for type 
2 diabetes: results from the diabetes UK-James Lind Alliance 
Priority Setting Partnership. Lancet Diabetes Endocrinol [Internet]. 

2017 [cited 2024 Jul 12];5(12):935–936. doi: 10.1016/S2213- 
8587(17)30324-8

71. Hohenschurz-Schmidt D, Draper-Rodi J, Vase L, et al. Blinding and 
sham control methods in trials of physical, psychological, and 
self-management interventions for pain (article I): a systematic 
review and description of methods. Pain. 2023;164(3):469. doi: 10. 
1097/j.pain.0000000000002723

72. Hohenschurz-Schmidt D, Cherkin D, Rice ASC, et al. Methods for 
pragmatic randomized clinical trials of pain therapies: IMMPACT 
statement. Pain. 2024;165(10):2165–2183. doi: 10.1097/j.pain. 
0000000000003249

PAIN MANAGEMENT 399

https://citeseerx.ist.psu.edu/document?repid=rep1%26type=pdf%26doi=e092393652456869d7ccf6fa57b5a5a4d2d9e10a
https://citeseerx.ist.psu.edu/document?repid=rep1%26type=pdf%26doi=e092393652456869d7ccf6fa57b5a5a4d2d9e10a
https://citeseerx.ist.psu.edu/document?repid=rep1%26type=pdf%26doi=e092393652456869d7ccf6fa57b5a5a4d2d9e10a
https://doi.org/10.1016/j.jdiacomp.2023.108417
https://doi.org/10.1016/S2213-8587(17)30324-8
https://doi.org/10.1016/S2213-8587(17)30324-8
https://doi.org/10.1097/j.pain.0000000000002723
https://doi.org/10.1097/j.pain.0000000000002723
https://doi.org/10.1097/j.pain.0000000000003249
https://doi.org/10.1097/j.pain.0000000000003249

	Abstract
	Abstract
	1.  Introduction
	2.  Methods
	2.1.  Intervention development
	2.2.  Protocol development

	3.  Results
	3.1.  The NeuOst intervention
	3.1.1.  Intervention context and rationale
	3.1.2.  Stakeholder engagement
	3.1.3.  Program theory
	3.1.4.  Key uncertainties and research perspectives

	3.2.  Feasibility trial protocol
	3.2.1.  Research ethics approval
	3.2.2.  Study objectives
	3.2.3.  Trial design
	3.2.4.  Study setting
	3.2.5.  Study participants
	3.2.6.  Consent
	3.2.7.  Sample size and power
	3.2.8.  Assignment of interventions
	3.2.9.  Interventions
	3.2.10.  Concomitant care
	3.2.11.  Trial provider training and eligibility
	3.2.12.  Blinding
	3.2.13.  Outcome measures
	3.2.14.  Data collection methods
	3.2.15.  Data management and monitoring
	3.2.16.  Study monitoring
	3.2.17.  Risk and harms reporting
	3.2.18.  Auditing
	3.2.19.  Statistical methods
	3.2.20.  Open science and data access
	3.2.21.  Ethical considerations
	3.2.22.  Ancillary and post-trial care
	3.2.23.  Protocol amendments
	3.2.24.  Dissemination policy


	4.  Discussion and limitations
	5.  Conclusion
	Acknowledgments
	Author contributions
	Disclosures
	Ethical disclosure statement
	Funding
	Data availability statement
	References

