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Clinical Case

ABSTRACT

Introduction: Metatarsalgia and plantar fasciitis are common causes of plantar foot pain that can substantially 
impair function and quality of life. While conservative management is recommended for both conditions, evidence 
supporting electroacupuncture (EA), particularly for metatarsalgia, remains limited. This case report describes a 
modified EA technique combining acupuncture needles with adhesive surface electrodes to improve treatment 
tolerability while maintaining electrical stimulation of the symptomatic region.
Case presentation: A 55-year-old woman presented with persistent bilateral plantar foot pain, clinically diag-
nosed as left metatarsalgia and right plantar fasciitis. Previous treatment with extracorporeal shockwave therapy 
and transfer of energy capacitive and resistive (TECAR) therapy failed to improve symptoms. A course of elec-
troacupuncture was initiated. Following poor tolerance of plantar needling, the protocol was modified by replac-
ing plantar needle electrodes with adhesive surface electrodes and changing stimulation from alternating 2/100 
Hz to continuous 100 Hz.
Results: By the final session, pain on the Numeric Rating Scale (NRS) had fallen from 8/10 to 1/10 (left) and 7/10 
to 3/10 (right), with immediate post-treatment pain completely abolished in both feet. Patient-Specific Functional 
Scale scores improved from 2–3/10 at baseline to 8/10 after treatment and were maintained at three-week fol-
low-up. The left foot remained pain-free at follow-up, whereas the right foot demonstrated mild activity-related 
pain associated with occupational loading.
Conclusions: This case suggests that needle–surface EA may represent a feasible and well-tolerated clinical adap-
tation for patients with plantar foot pain who poorly tolerate repeated plantar needling. Although treatment effica-
cy cannot be inferred from a single case, the technique warrants further investigation in controlled clinical studies.

Keywords: Electroacupuncture; Metatarsalgia; Fasciitis, Plantar; Case Reports; Electric Stimulation Therapy; Phys-
ical Therapy Modalities; Chronic Pain.
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1. Introduction

Metatarsalgia is a forefoot pain syndrome characterised by pain beneath the lesser metatarsal 
heads, most commonly the second to fourth metatarsals, resulting from mechanical overload 
and increased plantar pressure during standing, walking, or weight-bearing. Causes are clas-
sified as primary, secondary, or iatrogenic. It occurs predominantly in middle-aged and older 
adults and is more common in women, partly owing to forefoot deformities and footwear-relat-
ed loading(1,2). Biomechanically, metatarsalgia is associated with central metatarsal pressure, al-
tered load transfer, forefoot deformity, hallux valgus or rigidus, pes cavus, fat-pad changes, and 
gastrocnemius tightness or equinus(1). Current evidence supports conservative management, 
especially custom orthoses, metatarsal support, footwear modification, and plantar-pressure 
redistribution(3).

Plantar fasciitis is the most common cause of plantar heel pain and is characterised by medial 
plantar heel pain and tenderness over the medial calcaneal tubercle, with symptoms typically 
most noticeable during the first weight-bearing steps after periods of rest(4). Although tradition-
ally regarded as an inflammatory condition, plantar fasciitis is now recognised to exist along a 
pathological spectrum that includes both inflammatory and degenerative characteristics. The 
differential diagnosis of plantar heel pain includes heel fat pad syndrome, heel spur syndrome, 
nerve irritation, and calcaneal stress fracture. Plantar heel pain is most prevalent in adults aged 
50–65 years and is independently associated with female sex, increasing body mass index, hy-
pertension, kidney stone history, and osteoporosis(5).

Common treatments for both conditions include exercise, shockwave therapy (SWT),  
High- and Low-Level Laser Therapy, radiofrequency, orthotics, footwear modification, and 
patient education(1,4,6). Treatment evidence for metatarsalgia is more limited than for plantar 
fasciitis, particularly for invasive physiotherapy approaches such as dry needling (DN) and elec-
troacupuncture (EA). Nevertheless, experimental studies have demonstrated several analgesic 
mechanisms of EA, providing a biologically plausible rationale for its use in musculoskeletal 
pain.

EA may contribute to analgesia by activating endogenous opioid pathways. It can be delivered 
using different waveforms (continuous, sparse-dense, and intermittent), which differ in how 
low- and high-frequency pulses are combined(7). Analgesic effects appear to be influenced by 
frequency and waveform. Low-frequency stimulation is mainly associated with enkephalin, 
β-endorphin, and endomorphin systems, whereas high-frequency stimulation is more closely 
related to dynorphin-mediated mechanisms(7,8). Sparse-dense stimulation may recruit multiple 
endogenous opioid peptide systems by alternating low- and high-frequency inputs. However, 
the optimal waveform is not standardized, and different frequency patterns may produce differ-
ent analgesic duration and intensity(7,9,10). Experimental evidence also suggests that EA may ex-
ert anti-inflammatory effects. In a mouse model of neuropathic pain, Fang et al. demonstrated 
frequency-dependent analgesic mechanisms, with 2 Hz stimulation increasing enkephalin and 
β-endorphin expression, whereas 100 Hz preferentially increased dynorphin expression. Both 
frequencies also reduced spinal concentrations of the pro-inflammatory cytokines IL-1β and 
TNF-α, suggesting that EA modulates both endogenous opioid and neuroinflammatory path-
ways(11,12) .
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During EA, inserted needles function as electrodes embedded within conductive biological tis-
sues, generating an electric field rather than a simple point-to-point current pathway between 
needle pairs. The resulting three-dimensional electric field depends on tissue electrical proper-
ties, needle geometry, insertion depth, electrode configuration, and stimulation intensity(13–15). 
Current density is greatest near the needle tip and decreases rapidly with distance from the 
needle, producing a localized deeper field, whereas surface-electrode current is broader and 
concentrated near the skin surface(14–16).

Needle insertion into the plantar surface is often painful and may reduce treatment acceptabil-
ity. This case report describes a modified EA technique combining conventional acupuncture 
needles with adhesive patch electrodes to minimise plantar needle insertion while maintaining 
electrical stimulation of the symptomatic region. 

2. Description of the clinical case

This case report was prepared in accordance with the PhyCARE reporting guidelines for physio-
therapy case reports(17). A completed PhyCARE checklist is provided as Supplementary Material.

2.1 Patient information 

The patient was a 55-year-old woman (BMI 21.2 kg/m²) who had worked as a sales representa-
tive for 24 years, standing for >50 hours/week. The patient was postmenopausal, had no rele-
vant medical history, was a non-smoker, and reported low levels of physical activity. Her pain 
first appeared in the left foot approximately five months before the initial assessment. Two 
months later, she developed pain in the right foot. The pain was initially tolerable but gradually 
worsened.

Following physiotherapeutic assessment, plantar fasciitis was suspected, and the patient re-
ceived SWT once weekly for four consecutive weeks. The treatment parameters were not avail-
able.

Despite completing the four-session protocol, the patient reported no clinical improvement. 
Subsequent orthopaedic assessment resulted in a clinical diagnosis of left metatarsalgia and 
right plantar fasciitis. The orthopaedic physician recommended therapeutic exercise and TE-
CAR (Transfer of Energy Capacitive and Resistive) therapy instead of further SWT. No non-ste-
roidal anti-inflammatory drugs (NSAIDs) were prescribed. The patient subsequently completed 
three TECAR sessions at 3–4-day intervals, with no improvement in pain, which remained at 
8/10 on the Numeric Rating Scale (NRS). During the final session, EA was proposed as an alter-
native pain management strategy. At this stage, the patient's condition met the International 
Association for the Study of Pain (IASP) and ICD-11 criteria for chronic primary pain(18).

2.2 Clinical Findings 

The main clinical finding was persistent bilateral plantar foot pain with localized tenderness 
on manual palpation. In the left foot, pain was located at the plantar metatarsal region, mainly 
around the hallux, second toe, and medial forefoot. In the right foot, pain was localized to the 
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plantar heel region, extending along the plantar aponeurosis and toward the lateral side of the 
foot.

At baseline, pain intensity was 8/10 on the NRS in the left foot and 7/10 in the right foot. Symp-
toms were aggravated by prolonged standing and daily activity. 

2.3 Timeline

A chronological summary of the patient's clinical course and interventions before EA is present-
ed in Table 1.

Table 1. Timeline of key clinical events and prior interventions

Time point Key clinical event

5 months before initial assessment Left plantar forefoot pain began.

3 months before initial assessment Right plantar heel pain developed.

Initial physiotherapy assessment Findings considered compatible with plantar fasciitis.

Following assessment Four weekly SWT sessions completed without clinical improvement.

Orthopaedic assessment Left metatarsalgia and right plantar fasciitis diagnosed clinically; no imaging obtained.

After orthopaedic assessment Three TECAR sessions completed at 3–4-day intervals without measurable NRS improvement.

Baseline before electroacupuncture NRS 8/10 left foot and 7/10 right foot; tenderness reproduced by manual palpation.

Abbreviations: SWT, shockwave therapy; TECAR, Transfer of Energy Capacitive and Resistive; NRS, Numeric Rating Scale.

2.4 Diagnostic assessment

The orthopaedic physician clinically diagnosed left metatarsalgia and right plantar fasciitis 
based on pain intensity (NRS), functional limitation, and palpation findings. No imaging exam-
ination was obtained. Therefore, both diagnoses were based solely on clinical assessment and 
the physician's clinical judgement. This represents a diagnostic limitation, as imaging could 
have helped exclude other causes of plantar foot pain, including stress fracture, nerve entrap-
ment, fat-pad pathology, Morton's neuroma, or structural forefoot abnormalities.

2.5 Therapeutic intervention 

Treatment was delivered by a physiotherapist with three years' experience in electroacupunc-
ture and DN, in an outpatient physiotherapy setting in Athens, Greece. 

Prior to needle insertion, the treatment areas were disinfected with isopropyl alcohol using 
sterile gauze. The procedure was performed using sterile gloves. The initial EA interventions 
were performed using sterile, single-use, copper-handle needles (0.25 × 30 mm; EAKU 5CB, Syn-
ergi Europe Ltd., Chipping Norton, Oxfordshire, UK). Electrical stimulation was delivered using 
the 8c Pro electroacupuncture device (Pantheon Research Inc., Fair Oaks, CA, USA), which has a 
reported frequency accuracy of 99.94%(19). Each intervention lasted 30 minutes.

The therapist initially intended to insert two to three plantar needles for conventional nee-
dle-to-needle EA. Although the patient had previously tolerated acupuncture and DN for other 
conditions, insertion of the second plantar needle caused marked discomfort, prompting her 
to decline further needling and electrical stimulation at this site and request removal of the 
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needles. They were removed without electrical stimulation, and the 30-minute treatment pro-
ceeded entirely using a needle–surface configuration (NSC).

A single needle was retained at LR3 (Taichong), on the dorsum of the foot between the first and 
second metatarsal bones, located according to the WHO Standard Acupuncture Point Loca-
tions(20), while an adhesive patch electrode (50 × 90 mm; MyoTrode Plus, Globus Inc., Fallbrook, 
CA, USA) was placed over the symptomatic plantar region of each foot (Figure 1). This setup 
delivered one EA channel per foot, pairing the LR3 needle with the plantar pad, and was used 
for all eight sessions.

Figure 1. Needle–surface electrode configuration on the plantar region.

The selection of LR3 was based on its anatomical proximity to the symptomatic region and its 
suitability as a better-tolerated dorsal needle electrode, allowing regional electrical stimulation 
to be maintained without further plantar needling.

Needle depth at LR3 was approximately 0.5–1 cun (≈1–1.5 cm in this patient). Treatments were 
twice weekly, 3–4 days apart. The first session used alternating 2/100 Hz stimulation, selected 
because sparse–dense stimulation may recruit multiple endogenous opioid peptide systems 
and provide broader opioid-mediated analgesia(7,8). From the second session onward, stimula-
tion was changed to continuous 100 Hz. The device delivered a symmetrical biphasic modified 
sine waveform with a pulse duration of 0.4 ms and an output range of 0–15 mA per channel(21). 
As the delivered current was not displayed numerically by the device, intensity was progressive-
ly increased and individually titrated to the patient’s maximum comfortable level.

Outcomes were pain intensity (NRS, 0–10) and function (Patient-Specific Functional Scale 
[PSFS], 0–10)(22). NRS was recorded immediately before and after each of the eight sessions and 
at a 3-week follow-up. PSFS was recorded at baseline, after the final session, and at follow-up 
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(Tables 2, 3). A 10-session course was planned. The patient stopped after the eighth session 
owing to marked improvement and was followed up thereafter. 

3. Results

Overall, the patient demonstrated a marked reduction in pain across the eight EA sessions, with 
pain improving from the first session onward.

Following the first treatment session, pain intensity decreased from 8/10 to 3/10 in the left foot 
(ΔNRS = −5 points; 62.5% reduction) and from 7/10 to 2/10 in the right foot (ΔNRS = −5 points; 
71.4% reduction). Both improvements exceeded the threshold for a clinically significant change 
in pain reported for patients with high baseline VAS scores(23). 

At the beginning of the second session, the patient reported that the treatment had provided 
greater symptom relief than any previous intervention. Baseline pain remained lower than at 
the initial assessment, and post-treatment pain reduction was comparable to that achieved 
after the first session. During the third session, the patient reported improved pain control 
throughout the day, while immediate post-treatment pain reduction remained consistent with 
that observed after the initial sessions (Table 2). Pain continued to improve throughout the re-
maining treatment sessions (Table 2). Other than the initial plantar-needling discomfort, which 
resolved once the surface electrode was introduced, no adverse effects were reported during 
treatment.

The patient elected to stop after the eighth of ten planned sessions as symptoms had largely 
resolved.

Table 2. Pain intensity (NRS) before and after each electroacupuncture session and at 3-week follow-up

Session Left foot Pre Left foot Post Right foot Pre Right foot Post

1 8/10 3/10 7/10 2/10

2 6/10 3/10 7/10 2/10

3 5/10 1/10 5/10 2/10

4 3/10 0/10 4/10 2/10

5 2/10 0/10 4/10 1/10

6 2/10 0/10 4/10 0/10

7 2/10 0/10 3/10 0/10

8 1/10 0/10 3/10 0/10

3-Week follow up - 0/10 - 3-5*/10

NRS = Numeric Rating Scale (0 = no pain, 10 = worst imaginable pain). Pain was assessed immediately before and after each treatment session. Fol-
low-up assessment of the left foot remained pain-free.

*Right foot pain at follow-up varied according to daily occupational workload.

Table 3. Patient-Specific Functional Scale (PSFS) outcomes

Outcome Baseline After Final Treatment 3 – Week Follow up

Standing At work 2/10 8/10 8/10

Walking after work 3/10 8/10 8/10

PSFS = Patient-Specific Functional Scale (0 = unable to perform the activity; 10 = able to perform the activity at the pre-condition level). Functional 
activities were selected by the patient based on her principal occupational limitations.
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4. Discussion

4.1 Clinical interpretation

This case describes a 55-year-old woman with persistent bilateral plantar foot pain, clinically 
diagnosed as metatarsalgia in the left foot and plantar fasciitis in the right foot. Both conditions 
are commonly associated with mechanical loading, which was clinically relevant because the 
patient worked more than 50 hours per week in an upright position. Previous conservative in-
terventions, including SWT and TECAR treatment, did not produce meaningful improvement, 
and pain remained high before EA was introduced. Both pain and patient-specific function im-
proved markedly across the treatment period and were largely maintained at follow-up. How-
ever, the response was not equal in both feet. The sustained pain-free status of the left foot 
suggests a stronger response in metatarsalgia-related symptoms, whereas the persistence of 
workload-dependent right heel pain indicates that ongoing mechanical loading probably con-
tinued to influence the plantar fasciitis symptoms. Therefore, the clinical response should be 
interpreted as partial and activity-dependent rather than as complete resolution of both con-
ditions.

4.2 Relation to existing literature

Current evidence supports conservative management for metatarsalgia and plantar fasciitis, in-
cluding mechanical offloading, exercise, orthoses, footwear modification, SWT, and patient ed-
ucation(1–4,6). These approaches are consistent with the mechanical nature of both conditions. 
In the present case, previous SWT and TECAR treatment did not reduce symptoms, which led to 
EA being used as an alternative pain-management approach.

Evidence for acupuncture and EA in foot and ankle pain is emerging, but it remains more devel-
oped for plantar heel pain than for metatarsalgia. A systematic review reported potential ben-
efits of acupuncture for foot and ankle pain, while a randomized controlled trial comparing EA 
with manual acupuncture in plantar heel pain syndrome showed improvement in both groups 
over time(24,25). However, evidence specifically supporting EA for metatarsalgia remains limited. 
Therefore, this case cannot establish treatment efficacy, but it may contribute clinically relevant 
information about the use of EA when standard conservative treatment has not produced suf-
ficient improvement.

Consistent with the frequency-dependent opioid mechanisms(7,11), the initial mixed 2/100 Hz 
and later continuous 100 Hz stimulation were selected to provide an analgesic stimulus while 
adapting to the patient's tolerance. Experimental evidence also suggests that EA may attenuate 
pro-inflammatory cytokine activity(11,12). As both conditions may involve a local inflammatory 
component, although chronic plantar fasciitis is often predominantly degenerative rather than 
inflammatory, an anti-inflammatory effect could hypothetically complement the opioid-medi-
ated analgesia. However, this mechanism was not directly assessed in the present case(11).

4.3 Rationale and clinical reasoning for protocol adaptation

The protocol was adapted through iterative physiotherapy clinical reasoning, considering the 
patient's impairments, activity limitations, and contextual factors, consistent with the principles 
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of the International Classification of Functioning, Disability and Health (ICF). Persistent plantar 
pain represented the principal impairment, while prolonged standing and walking were the 
main activity limitations; occupational loading and poor tolerance of plantar needling were 
relevant contextual factors. When plantar needling proved intolerable, the intervention was 
re-evaluated to preserve the therapeutic objective while improving treatment tolerability. The 
therapeutic aim of stimulating the symptomatic plantar region was retained, but plantar nee-
dles were replaced with surface electrodes, and a single needle was maintained on the dorsum 
of the foot between the first and second metatarsals.

The adhesive surface electrode provides a larger conductive area than an acupuncture needle 
and may produce a broader electrical field than conventional needle-to-needle stimulation(14,15). 
From the second session, the alternating 2/100 Hz waveform was replaced with continuous 100 
Hz to further improve tolerance, with intensity titrated to comfort. Continuous-wave stimula-
tion has been reported to produce a more stable EA sensation than alternating waveforms, 
although it habituates more readily(7,26).

The principal clinical relevance of this case lies in this treatment adaptation. The plantar surface 
is among the most sensitive sites for needling, and intolerance is a common reason patients 
decline or discontinue treatment. Retaining a single needle at a non-plantar point (LR3) while 
delivering stimulation to the sole through a surface electrode allowed the therapeutic current 
to be maintained while avoiding further painful plantar needle insertion.

The mechanistic basis remains inferential and should not be overstated. High-frequency stim-
ulation has a plausible analgesic rationale mainly through dynorphin-mediated pathways(7,8,11), 
but this was supportive rather than the reason for the change, and direct evidence for contin-
uous 100 Hz stimulation in plantar fasciitis is lacking. The change to continuous stimulation 
should therefore be regarded as an individualised, tolerance-driven adaptation rather than an 
established evidence-based protocol.

In addition to the characteristics of the needle–surface configuration, the selection of the nee-
dle site may also be relevant. LR3 was selected primarily for its anatomical proximity to the 
symptomatic region and its suitability as a well-tolerated dorsal needle site, allowing stimula-
tion of the opposing plantar region. However, its selection may also have neurophysiological 
relevance, as experimental evidence suggests that acupuncture-point regions have been as-
sociated with increased concentrations of peripheral sensory nerve endings(27), while LR3 has 
also been identified within a mechanistically informed acupoint cluster associated with pain 
modulation and central neuromodulatory effects(28).

4.4 Strengths

The main strength of this case is the detailed description of the EA protocol, including needle 
type, electrode type, stimulation frequency, treatment duration, session number, and protocol 
modifications. Another strength is that the intervention was adapted according to patient tol-
erance, which reflects real clinical decision-making. The inclusion of repeated NRS measure-
ments, PSFS outcomes, and a three-week follow-up adds clinically useful information about 
both pain intensity and patient-specific functional change.
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This case also highlights a practical treatment adaptation for patients who poorly tolerate plan-
tar needling. In sensitive plantar tissues, replacing some needle electrodes with adhesive patch 
electrodes may improve comfort while allowing electrical stimulation of the symptomatic re-
gion to continue.

4.5 Limitations

This case has several limitations. First, it is a single case report, so the findings cannot be gener-
alized. Second, there was no control group; therefore, placebo effects, natural symptom fluctu-
ation, regression to the mean, or delayed effects from previous treatments cannot be excluded. 
Third, the diagnoses were made clinically, and no imaging was obtained, limiting diagnostic 
certainty and preventing exclusion of other causes of plantar foot pain.

Pain was assessed using NRS, which is subjective, and manual palpation may introduce exam-
iner bias. Although PSFS was included, only two functional activities were assessed. In addition, 
the treatment protocol changed during the course of care, making it impossible to determine 
whether the observed improvement was due to EA itself, the adhesive patch electrodes, the 
change to continuous 100 Hz, the reduced number of needles, or the combined effect of these 
factors. Finally, follow-up was limited to three weeks, and the intended course was shortened 
when the patient chose to stop after eight of ten sessions because her symptoms had improved.

4.6 Future directions

Future studies should compare needle–surface EA with needle-only EA, surface stimulation, 
and standard conservative care, while evaluating different stimulation frequencies, longer-term 
outcomes, and validated objective measures (e.g., Foot Function Index, Foot and Ankle Ability 
Measure, plantar pressure analysis, and ultrasound assessment of plantar fascia thickness) to 
determine whether improvements extend beyond short-term analgesia to functional and struc-
tural recovery.

5. Conclusion

This case suggests that needle–surface EA may be a useful clinical adaptation for patients with 
plantar foot pain who cannot tolerate plantar needling. The protocol modification reduced the 
need for needle insertion while maintaining electrical stimulation of the symptomatic region. 
Pain intensity and patient-specific function improved during the treatment period, with com-
plete immediate post-treatment pain relief in both feet after the final session.

At the three-week follow-up, the left foot remained pain-free, while the right foot showed 
persistent activity-related pain, indicating a partial and workload-dependent response. The 
change to continuous 100 Hz stimulation was clinically driven and supported indirectly by fre-
quency-dependent EA analgesia literature. However, direct evidence for continuous 100 Hz EA 
in plantar fasciitis and metatarsalgia remains limited. Therefore, this case should be interpreted 
as a clinically relevant example of individualised protocol adaptation rather than proof of treat-
ment efficacy.
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6. Patient Perspective

The patient reported the following: I was very frustrated by the persistent pain that limited my 
daily activities. I decided to try EA after other approaches had not provided relief. The first ses-
sion was painful and almost brought me to the point of discontinuing the treatment. Howev-
er, after discussing my concerns, the therapist modified the treatment approach. This proved 
much more comfortable and allowed me to return to my daily activities with far less pain.
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Appendix

PhyCARE Reporting Checklist
Needle–Surface Electroacupuncture for Metatarsalgia and Plantar Fasciitis:  
A Clinical Case Report

Ghines N, Simati K, Tzigkounakis G.

Reporting guideline: Naqvi WM, Mishra GV, Shaikh SZ, et al. PhyCARE reporting guidelines for 
physiotherapy case reports: a consensus-based development. BMJ Open. 2026;16(1):e110765. 
doi:10.1136/bmjopen-2025-110765. The guideline comprises 35 items across 13 domains.

Item Domain Checklist item (summary) Reported Location in manuscript

1 Title Identifies the report as a physiotherapy case report and 
names the condition(s) and the key intervention.

Yes Title

2 Key words Two to five key words capturing the condition and the 
physiotherapy intervention.

Yes Keywords

3a Abstract Background – what is unusual about the case and why 
it is reported.

Yes Abstract (Introduction)

3b Main symptoms and important clinical findings. Yes Abstract (Case presentation)

3c Primary diagnoses and therapeutic interventions. Yes Abstract (Case presentation)

3d Main outcomes. Yes Abstract (Results)

3e Concluding statement. Yes Abstract (Conclusions)

4 Introduction Background, rationale and study objective, supported 
by references.

Yes §1 Introduction

5a Patient information De-identified demographic and relevant baseline 
characteristics.

Yes §2.1

5b Main concerns and presenting symptoms. Yes §2.1–2.2

5c Relevant medical, family, occupational and psychoso-
cial/lifestyle history.

Yes §2.1

5d Relevant past interventions and their outcomes. Yes §2.1

6a Clinical findings Relevant physical examination and clinical findings. Yes §2.2

6b Physiotherapy-specific assessments and standardized 
tests/outcome measures (distinguishing diagnostic 
from outcome measures).

Yes §2.2 (NRS, palpation); §2.5 (PSFS)

6c Functioning described within the ICF (or similar) frame-
work: impairments, activity limitations, participation 
restrictions.

Yes §4.3 (ICF); §2.1–2.2

7a Timeline Chronological account of the historical and current 
episode.

Yes §2.3; Table 1

7b Key dates/intervals of assessment and intervention. Yes §2.3; Table 1

7c Prior medical and physiotherapy events/milestones. Yes §2.3; Table 1

7d Timeline presented as a figure or table where helpful. Yes Table 1

8a Diagnostic assess-
ment

Assessment methods (examination, tests, measures). Yes §2.4
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Item Domain Checklist item (summary) Reported Location in manuscript

8b Diagnostic challenges or limitations. Yes §2.4 (clinical diagnosis only; no imaging)

8c Diagnosis and differential diagnoses. Yes §2.4

8d Diagnostic images with key features labelled/defined. N/A No imaging obtained (stated in §2.4)

9 Therapeutic inter-
vention

Type, delivery and dosage of the intervention (needle/
electrode configuration, frequency, intensity, duration, 
sessions) and any changes to it.

Yes §2.5

10a Outcomes and 
Follow-up

Outcome measures/assessment tools and time points. Yes §2.5; Tables 2–3

10b Important patient-centred and functional outcomes. Yes §3; Tables 2–3

10c Intervention adherence and tolerability. Yes §2.5; §3; §4.3

10d Adverse events (or their explicit absence). Yes §3 (no adverse effects)

11a Discussion Strengths and limitations of the case. Yes §4.4; §4.5

11b Discussion of relevant medical/physiotherapy literature. Yes §4.2

11c Clinical reasoning and rationale for the intervention/
adaptation.

Yes §4.3

11d Main takeaway and conclusions drawn from the case. Yes §4.1; §4.6; §5

12a Patient perspective The patient's own experience of the episode and 
treatment.

Yes §6

12b Caregiver perspective, if the patient is a minor/elderly/
incapacitated (optional).

N/A Competent adult patient

13 Informed consent Statement that informed consent was obtained from 
the patient.

Yes Editorial information: Ethics statement

Notes. Item summaries above are paraphrased from the PhyCARE guideline for reference; authors should confirm exact wording against the official 
checklist (BMJ Open 2026;16(1):e110765, online supplemental file 7). Items 8d (diagnostic images) and 12b (caregiver perspective) are marked Not 
Applicable: no imaging was obtained (a clinical-only diagnosis, discussed as a limitation in §2.4/§4.5), and the patient was a competent adult, so no 
caregiver perspective was required.
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