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ABSTRACT

Painful diabetic peripheral neuropathy can disturb sleep, limit daily activities and reduce quality of life.
Aromatherapy has attracted interest as an adjunct to usual care, although its specific benefits remain uncertain. To
critically examine evidence on aromatherapy for pain and quality of life in diabetic peripheral neuropathy. PubMed,
Europe PMC and OpenAlex searches on 10 until 16 October 2026 retrieved 354 raw records. Twenty-six sources
published in 2008-2026 were cited, including 11 clinical reports. Reports were appraised for design, intervention,
comparator, outcomes and reporting consistency, then synthesised thematically. Seven massage studies generally
reported short-term pain improvement. Usual-care comparisons could not separate essential-oil effects from massage
and attention. Three topical trials produced mixed findings; one study contributed a small diabetic subgroup. Quality-
of-life findings varied. Limited blinding, inconsistent reporting and short follow-up restricted interpretation.
Aromatherapy massage may provide adjunctive short-term pain relief. Evidence does not establish benefits
attributable specifically to essential oils, a standard regimen, lasting improvement or nerve regeneration.
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INTRODUCTION

Painful diabetic peripheral neuropathy (DPN) can affect how patients sleep, move and manage
everyday activities. Burning pain, tingling and sensitivity to touch may occur alongside a loss of
protective sensation. This combination creates distinct treatment needs. Reducing pain can improve
comfort, while impaired sensation may continue to expose the foot to unnoticed injury. A lower
pain score therefore does not demonstrate recovery of protective sensation or reversal of nerve
damage. These distinctions are essential when evaluating complementary treatments whose reported
benefits often concern symptoms measured over a short period (Elafros et al., 2022).

The study population also matters. Diabetes in a patient with limb pain does not establish that all
pain arises from DPN. Clinical assessment considers the distribution and course of symptoms,
neurological findings and alternative causes. Studies of musculoskeletal pain or injection-related
pain in people with diabetes address different questions from trials of painful DPN. Differences in
diagnostic criteria and screening instruments can change who enters a study and how its findings
apply to clinical practice. A review must therefore distinguish evidence from a clearly defined
neuropathy population from broader research involving people with diabetes (Elafros et al., 2022).

65


https://doi.org/10.37287/ijghr.v9i1.2882
https://jurnal2.globalhealthsciencegroup.com/index.php/IJGHR

Indonesian Journal of Global Health Research, Vol 9 No 1, February 2027

Management aims to relieve symptoms and improve function while maintaining diabetes care and
foot protection. The American Academy of Neurology recommends assessing sleep and mood
alongside pain. Treatment choices also depend on comorbidities, tolerability and the patient's
response to previous therapy. The American Diabetes Association similarly places symptom
management within comprehensive neuropathy and foot care. Interest in complementary
approaches is best understood in this clinical context: an additional intervention needs to offer
meaningful benefit alongside established care. Studies should document concurrent medication and
changes in treatment so that symptom improvement can be interpreted appropriately (American
Diabetes Association Professional Practice Committee for Diabetes, 2026; Price et al., 2022).

Aromatherapy commonly involves inhaling essential oils or applying them to the skin, often during
massage. However, products described as plant oils differ substantially. An essential oil contains
volatile plant constituents, whereas an extract or infused oil may have a different composition.
Botanical species, preparation method, concentration, carrier and route of administration all
influence the intervention being tested. Evidence for lavender alone cannot automatically be
extended to a blend of several oils or to a different topical botanical product. Clear product
descriptions are therefore necessary for both interpretation and replication (Ridouh & Hackshaw,
2022).

Massage introduces further complexity. Patients receive the oil together with touch, time with a
therapist and an experience that may influence relaxation and expectations. A trial against usual
care can assess the value of adding this complete intervention. A comparison with the same
massage using a carrier oil is more informative about the added contribution of the essential oil.
Even then, a distinctive smell may reveal treatment allocation. The trials of an oil blend by Gok
Metin et al. (2017), lavender by Rivaz et al. (2021) and nutmeg by Motilal and Maharaj (2013)
illustrate why products and comparators need to be examined before their results are combined into
a general claim about aromatherapy.

The choice of outcome is equally consequential. Pain relief may help a patient sleep or walk more
comfortably, but quality of life also reflects mood, comorbid illness and social circumstances.
Improvement in one domain need not produce a measurable change in all others. Trials aimed at
analgesia should recruit patients with assessable pain at baseline and distinguish symptom outcomes
from measures of sensory function. The IMMPACT recommendations provide a useful basis for
considering whether a change in chronic pain is meaningful to patients, beyond its statistical
significance (Dworkin et al., 2008).

Previous reviews have considered aromatherapy for pain in people with diabetes or for quality of
life across different diabetic complications. Their scope extends beyond painful DPN, and some
draw on the same primary trials. The Cochrane review of herbal preparations for neuropathic pain
also covers a specific set of products and an earlier search period (Aykemat et al., 2026; Boyd et al.,
2019; Cho & Kim, 2024). Indonesian studies add a relevant care context, although their design and
reporting still require careful appraisal. Local relevance alone does not establish that a treatment
will produce the same results in other services (Kholifah et al., 2025; Meutia et al., 2023).

This narrative review examines aromatherapy for pain and quality of life in DPN, with related
topical botanical preparations considered separately. It focuses on the clinical population,
intervention components, comparator, relevance of outcomes and safety. The aim is to clarify what
the available studies show about symptom relief, how far their results support a specific effect of
essential oils, and which questions remain unresolved for clinical use and future research.
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METHOD

This narrative review used targeted searches, purposive source selection and a qualitative,
comparative synthesis. SANRA informed the clarity of the review question, search description,
scientific reasoning and presentation of relevant outcomes; it was not used as a risk-of-bias tool for
the included trials (Baethge et al., 2019). Comparative clinical reports in DPN formed the primary
evidence. Secondary reviews, mechanistic studies and broader diabetes populations provided
context and were interpreted according to their populations and methods.

The documented electronic searches were completed on 16 October 2026 and covered publications
available up to that date, without a substantive lower year limit. PubMed combined MeSH terms
with title and abstract terms for diabetic neuropathy, aromatherapy, essential oils, lavender,
chamomile, nutmeg and turpentine. Europe PMC used corresponding title and abstract terms. No
randomised-trial or outcome filter was applied, allowing non-randomised studies to be identified.

The searches retrieved 31 records from PubMed, 23 from Europe PMC and 300 from OpenAlex,
giving 354 raw records. OpenAlex queries were “diabetic neuropathy aromatherapy”, “diabetic
neuropathy lavender” and “diabetic neuropathy essential oils”. Retrieval was limited to the first 100
results for each query in the service's default order. These counts may include the same report
across queries or databases and do not represent 354 unique studies. Reference checking and
consultation of one relevant Cochrane review supplemented the searches. The work did not include
a comprehensive CENTRAL search or direct searches of Scopus and Google Scholar.

Sources were selected purposively for their relevance to the population, clarity of the intervention
and comparator, and information on pain or quality of life. Selection involved examining titles and
available abstracts, followed by accessible full reports. English and Indonesian reports were
considered. Titles, authors and DOIs were cross-checked to recognise repeated reports. Studies of
foot wounds, antimicrobial activity or non-neuropathic pain were not treated as direct evidence of
analgesia in DPN. The manuscript cites 26 sources, including 11 clinical reports forming the focus
of the synthesis and 15 supporting sources. Selection was not independently duplicated.

For each selected clinical report, an evidence table recorded design, population, sample size, oil
formulation, administration, massage schedule, comparator, concurrent treatment where reported,
outcome instrument, assessment time and findings. Available full texts were used where accessible.
Indexed abstracts provided the principal information for Rivaz et al. (2021) and Amiri et al. (2025);
unverified details were left unspecified. Participant counts and the direction of reported changes
were checked against the available results and tables before interpretation.

Critical appraisal used a structured narrative comparison of allocation and blinding, comparator
equivalence, description of the oil and massage, outcome measurement and timing, follow-up,
adverse-event reporting, and internal consistency of sample counts and results. Missing full-text
information was treated as an access limitation rather than proof that a safeguard was absent. Usual-
care comparisons were interpreted as evidence about the combined intervention, whereas matched
placebo or active-comparator trials informed the additional contribution of a formulation.
Numerical or directional discrepancies were retained as limitations, without imputing corrections or
calculating new effects from conflicting values. Tables 1 and 2 summarise these appraisal findings.

The synthesis then grouped the clinical reports into aromatherapy massage, related topical
preparations and mixed-neuropathy subgroup evidence. Pain and quality-of-life findings were
compared separately within these groups, relating differences to formulation, comparator, duration
and methodological limitations. Negative findings and inconsistent quality-of-life results were
retained. Secondary reviews were used for context without counting their participants as new
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primary evidence, and preclinical studies informed biological plausibility only. The findings were
organised into the themes presented in the Discussion and Tables 1-3. No numerical quality score,
formal risk-of-bias or GRADE rating, pooled sample size or meta-analysis was produced.

RESULT

The 26 cited sources were published between 2008 and 2026. The 11 clinical reports central to the
synthesis dated from 2010 to 2026. Ten directly involved diabetic neuropathy and were published in
2013-2026: seven evaluated aromatherapy massage and three evaluated topical botanical
preparations. One further trial enrolled patients with neuropathy of different causes and reported a
diabetic subgroup. The 15 supporting sources included guidelines, reviews, mechanistic research,
an inhalation study in diabetes with insomnia, and methodological references. Secondary reviews
were not counted as additional primary studies.

Aromatherapy massage

The seven massage reports evaluated lavender alone or oil blends, usually over one to four weeks
(Table 1). They generally reported favourable pain outcomes, although most compared the
intervention with usual care. Three described randomised designs, while four used or reported
quasi-experimental designs. Sample sizes were not pooled because some reports contained
inconsistent denominators and the studies differed in design and intervention.

Table 1.
Aromatherapy massage studies in diabetic peripheral neuropathy
Study Design and sample Intervention and comparator Findings and limitations
Gok Metin et al. Open randomised Five-oil blend; 3 sessions/week for Pain and  NePIQoL  improved; oil
; _ effects could not be separated from
(2017) trial; n =46 4 weeks; usual care
massage.

Quasi- Rosemary, eucalyptus and Pain improved; the report also
ggﬁlg;nmed ctal. experimental; n = lavender; 3 sessions/week for 1 mentions random allocation without

60 month; conventional treatment sufficient procedural detail.

Three-arm
randomised trial;
abstract reports 75

Lavender 3%, 2.5 mL; 10 Pain and SF-36 improved; group sizes

Rivaz et al. (2021) minutes/night for 1 month; and placebo details require

overall and 26/arm placebo and control clarification.
Abdel Hamid Open randomised Lavender or chamomile; 3 Pain improved; neither oil showed
Hawash et al. trial; 120 allocated, sessions/week for 4 weeks; usual clear  superiority; quality-of-life
complete care reporting was inconsistent.
2023 115 pleted porting i i
Meutia et al. Quas1.- _ Lavender; 3 sessions/week for 4 Final VAS 3.17 versus 4.66; p < 0.001;
experimental; n = . . . .
(2023) 70 weeks; usual care residual confounding remains possible.
. Quasi- . Pain p = 0.017; quality of life p =
Kholifah et al. experimental; Lavender; 30 minutes/day for 7 . L .
. 0.274; inconsistent values limit effect
(2025) sample count days; conventional treatment estimation
inconsistent ’
Beshara ct al Quasi- Lavender and chamomile; 3 Final NPS 14.77 versus 28.30; p <
(2026) ’ experimental; n = sessions/week for 4  weeks; 0.001; purposive sampling limits
60 standard care causal interpretation.

Note: Findings follow the source reports. Treatment schedules describe the studies and are not prescribing
recommendations. NePIQoL = Neuropathic Pain Impact on Quality of Life Questionnaire; VAS = visual analogue
scale; NPS = Neuropathic Pain Scale; SF-36 = Short Form 36.

Topical preparations and diabetic subgroup evidence

Results differed across the three topical trials (Table 2). Nutmeg showed no significant additional
benefit over an active formulation. Chamomile showed favourable findings alongside gabapentin,
but the available abstract did not provide enough detail to confirm the formulation or treatment
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duration. The turpentine trial found no significant efficacy difference from capsaicin; this did not
establish equivalence. Li (2010) reported acute outcomes in 18 participants with diabetes within a
mixed-neuropathy sample, providing subgroup evidence rather than a trial exclusively in DPN.
Table 2.
Related topical trials and the applicability of their findings

Population and

Study . Product and comparator Findings and limitations
design
Diabetic
Motilal and neuropathy; Nutmeg ~and mace added .to No significant additional benefit at 4
. double-blind menthol/methyl salicylate; active
Maharaj (2013) ) . ; weeks.
randomised trial; n comparator without nutmeg/mace
=74
Diabetic
Musharraf et al. neuropathy; Turpentine versus capsaicin; 3- Efficacy comparison p = 0.399; non-
(2017) randomised trial; n month assessment inferiority was not established.
=300
Diabetic

neuropathy; . Sensory indices, MNSI and DN4
Amiri et al. (2025) double-blind Chamom'lle. Versus placebo; improved; formulation and duration
' . . gabapentin in both groups S
randomised trial; n remain unverified.
=72

Mixed neuropathy;

randomised Neuragen PN, containing essential Acute improvement in the subgroup;
Li (2010) crossover trial; n = oils and homeopathic ingredients, product composition and manufacturer

60, including 18 versus placebo involvement limit attribution.

with diabetes

Note: The first three trials directly involved diabetic neuropathy; the final trial provides subgroup evidence. MNSI
= Michigan Neuropathy Screening Instrument; DN4 = Douleur Neuropathique 4. These botanical products are not
necessarily equivalent to essential oils used in massage.

DISCUSSION

Interpreting the effects of aromatherapy massage

Most comparisons in this review estimate the effect of adding aromatherapy massage to usual care.
They offer less information about how much of any improvement comes from the oil itself.
Massage, therapist contact and treatment expectations can all influence the experience of pain.
These effects may still matter to patients, but they need to be recognised when interpreting an
apparent treatment benefit. The blends used by Gok Metin et al. (2017) and Mohammed et al.
(2019) also differ in composition, preventing a clear judgement about which individual oil
contributed to the reported changes.

A credible control is difficult to design because smell can reveal allocation. Adding fragrance to a
comparator may improve its sensory similarity, yet the added substance may itself have biological
effects. Reports should explain who was blinded, how preparations were matched and whether
participants could identify their group. Blinding outcome assessors or analysts can address some
sources of bias even when therapists cannot be blinded. The presence of a placebo group alone is
insufficient to establish that the treatment experiences were comparable.

Rivaz et al. (2021) used three groups, offering a potentially informative comparison. However, the
abstract gives a total of 75 participants and also states 26 in each group. The full report is needed to
resolve that discrepancy and confirm the placebo composition and massage procedures. Abdel
Hamid Hawash et al. (2023) found pain improvement in both oil groups relative to control, without
establishing that lavender was superior to chamomile. A non-significant difference between oils
does not show equivalence. In addition, the text and tables do not consistently indicate the same
direction of quality-of-life change, making that outcome difficult to interpret.
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The non-randomised studies add information from routine care settings but remain vulnerable to
differences between groups. The findings of Meutia et al. (2023) may reflect unmeasured
confounding as well as the intervention. In Kholifah et al. (2025), inconsistent sample counts and
reported values prevent dependable effect estimation. Beshara et al. (2026) reported favourable
findings for a blend of lavender and chamomile, although purposive sampling and the quasi-
experimental design limit causal interpretation. These limitations reduce the confidence with which
the findings can support a specific treatment effect.

The topical trials answer somewhat different questions. Motilal and Maharaj (2013) tested whether
nutmeg added benefit to a formulation containing active ingredients. Their negative finding is
informative about that additional contribution. Musharraf et al. (2017) found no statistically
significant efficacy difference between turpentine and capsaicin. This does not establish non-
inferiority, which requires a design and margin chosen for that purpose. Amiri et al. (2025) reported
improved neuropathy indices with chamomile alongside gabapentin; the available abstract does not
establish whether the product is compositionally comparable to an essential oil used in massage. Li
(2010) provides acute subgroup findings for a product containing several ingredients, with
manufacturer involvement. Its results cannot be assigned to a single essential oil or assumed to
predict sustained benefit in DPN.

Pain relief and quality of life

Pain and quality of life should remain distinct outcomes in the synthesis. A patient may report less
pain before experiencing a measurable improvement in physical function or wider wellbeing.
Conversely, relaxation and therapeutic contact may improve perceived wellbeing without
demonstrating a change in nerve function. Kholifah et al. (2025), for example, reported a significant
pain result but no significant quality-of-life difference. This pattern should be reported as it stands
rather than reduced to an overall statement that the intervention improved both outcomes.

The instruments used across studies also differ. A questionnaire measuring the impact of
neuropathic pain, a general health survey such as the SF-36 and another quality-of-life scale do not
provide interchangeable scores. Interpretation requires the instrument version, direction of scoring
and domains that changed. A rise in a score is not necessarily an improvement. The reporting
inconsistencies in Abdel Hamid Hawash et al. (2023) illustrate why the direction and meaning of a
change need to be checked against the underlying tables.

Statistical significance alone cannot establish clinical importance. A p value gives no direct
indication of how large a benefit patients experienced or how many improved meaningfully. Group
averages may also hide substantial variation in individual response. IMMPACT recommends
considering several approaches to clinical importance, including function and patients' overall
assessments of change (Dworkin et al., 2008). Table 3 sets out information needed to interpret the
outcomes used in this literature. Changes in symptom questionnaires or sensory thresholds do not,
on their own, demonstrate structural nerve repair.
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Table 3.
Information needed to interpret treatment outcomes
Outcome What it measures Information needed for interpretation
o . Symptom severity at a defined Between-group difference, confidence interval, individual
Pain intensity . .
time response and persistence of benefit.
Neuropathic Pain characteristics or screening ~ Validity for repeated assessment and the meaning of score
symptoms findings changes.
. . Impact on the domains covered  Instrument version, scoring direction and changes that
Quality of life . . Sy
by the instrument patients consider important.
. . . Standardised methods, measurement variability, blinded
Sensory function Response to a specified stimulus ..
assessment and clinical relevance.
Observed tolerability during Event definitions, denominators, monitoring methods,
Adverse events . .
follow-up withdrawals and follow-up duration.

Source: Review synthesis informed by Dworkin et al. (2008) and the limitations identified in the clinical reports.

Assessment timing further shapes the meaning of a result. Measurement immediately after massage
may capture temporary comfort. Assessment before the next session and after treatment ends is
needed to determine whether improvement persists. Concurrent analgesics, diabetes treatment and
adherence should also be reported. Nasiri Lari et al. (2020) studied inhaled lavender in type 2
diabetes with insomnia. That study informs discussion of sleep and wellbeing, but it does not
directly establish analgesic efficacy in DPN or a dose for topical massage.

Reliable interpretation also requires the sample, time point and type of score to match. An end-of-
treatment value differs from a change-from-baseline value, and their standard deviations cannot be
substituted for one another. When reports provide only p values or contain conflicting numerical
data, the range of plausible benefit remains unclear. Such limitations favour a cautious qualitative
account rather than a pooled estimate constructed from incompatible values.

Comparison with previous reviews

Cho and Kim (2024) reported favourable pooled pain findings with substantial heterogeneity, but
their review included pain in diabetes that was not exclusively neuropathic. Its pooled estimate
therefore cannot be interpreted as a specific effect of lavender in DPN. Aykemat et al. (2026)
examined quality of life across a small number of trials involving different diabetic complications.
Some primary studies overlap between these reviews. Repeated inclusion in a newer synthesis does
not provide an independent replication of the original findings.

The Cochrane review by Boyd et al. (2019) searched to 2018 and consequently predates several
lavender and chamomile trials discussed here. Its conclusions need to be read within that period and
its range of herbal products. Aqila et al. (2026) considered broader categories of non-
pharmacological treatment, including manual therapies. That analysis provides context for symptom
management, but it cannot isolate an essential-oil effect. Keeping the primary reports separate from
these secondary syntheses helps avoid double-counting evidence or applying a result to a different
intervention.

Biological mechanisms and clinical relevance

Experimental research provides plausible reasons to investigate essential oils for neuropathic pain.
Hashimoto et al. (2023) found that linalool inhibited TRPA1 and voltage-gated calcium channels in
mouse sensory neurons. Sanna et al. (2019) studied oral lavender oil in mice with experimentally
induced nerve injury and reported findings involving cellular signalling and the endocannabinoid
system. These studies differ from topical massage in patients with diabetes in their species, disease
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model, route and tissue exposure. They do not establish a human dose or show that massage
delivers an effective concentration to peripheral nerves.

Figure 1 summarises these preclinical findings and the questions that remain for clinical translation.
Touch, attention and expectations may contribute alongside any pharmacological activity of the oil.
Proposed explanations involving cortisol, neurotransmitters or microcirculation require direct
measurement before they can be treated as established mediators. Nerve regeneration requires
different evidence from a fall in pain scores. Mechanistic plausibility can guide trials, while clinical
conclusions must rest on the population, comparator and outcomes actually studied (Ridouh &
Hackshaw, 2022).
PRECLINICAL EVIDENCE

Oral lavender in a mouse
nerve-injury model
Sanna et al. (2019)
! , !
Inhibition of TRPA1 and Reduced p-ERK1/2, p-JNK1 and iNOS
voltage-gated Ca?* channels Endocannabinoid system involvement

Linalool in mouse sensory neurons
Hashimoto et al. (2023)

Possible analgesic effects in humans
Clinical formulation and exposure require confirmation

\

_____________________________ Y
Other components of massage | Clinical assessment
Touch attention and expectations ----» Pain, quality of life and adverse events
\ Contribution remains uncertain | Effects of the oil require confirmation
Observed in preclinical models - - = ~- Hypothesis or clinical translation

Figure 1. Proposed mechanisms and limits of clinical translation

Solid arrows indicate findings within preclinical models. Dashed arrows indicate hypotheses or
links requiring clinical confirmation. Preclinical exposures differ from massage in patients; the
figure does not establish nerve regeneration or lasting benefit. Sources: Hashimoto et al. (2023),
Sanna et al. (2019), and Ridouh and Hackshaw (2022).

Safety and clinical use

Small studies with short follow-up have limited ability to detect uncommon or delayed adverse
events. A report of no events is more informative when it describes active monitoring, clear
definitions and the number exposed in each group. Posadzki et al. (2012) documented dermatitis
and other reactions in case reports and series involving aromatherapy. Those data establish that
adverse reactions can occur, but they do not provide their frequency in DPN. Product concentration,
carrier, area of application and the condition of the skin all affect the context in which tolerability is
assessed.

Loss of protective sensation makes foot assessment particularly important. The absence of
discomfort does not rule out skin injury. Skin condition, perfusion and foot risk should continue to

be assessed within diabetes care, and findings from participants without wounds or vascular disease
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should not be extended to all diabetic foot conditions (American Diabetes Association Professional
Practice Committee for Diabetes, 2026). The studies do not establish a standard oil, concentration,
frequency or massage technique. Their schedules describe research interventions and should not be
read as prescribing recommendations. Symptom improvement alone does not justify stopping
analgesics or reducing established diabetes and foot care.

For Indonesian services, further work should examine feasibility as well as symptom outcomes.
Staff time, training, consistency of technique and patients' ability to attend sessions may affect
delivery. Preferences for particular aromas and comfort with touch may influence adherence.
Claims that the intervention is inexpensive or easy to implement require separate evidence.
Recording refusal, discomfort and reasons for stopping would provide a fuller account of
acceptability than reporting outcomes only among participants who complete treatment.

Research priorities and review limitations

Future trials should define DPN clearly, document baseline pain and concurrent treatment, and
choose controls that match the question. Three groups receiving essential-oil massage, carrier-oil
massage or usual care could help distinguish the complete intervention from the added contribution
of the oil. Product reporting should include botanical identity, composition, preparation, dilution
and consistency between batches. TIDieR provides a framework for describing materials,
procedures, providers, schedules, modifications and adherence so that an intervention can be
replicated (Hoffmann et al., 2014). Funding, product supply and sponsor involvement should also
be disclosed.

Trials should prespecify outcomes and report between-group differences with confidence intervals.
Pain intensity can be complemented by function, sleep, quality of life and patients' overall
assessments of improvement. Follow-up after treatment ends is needed to assess persistence.
Adverse events, withdrawals and missing data require planned collection and transparent reporting.
Registration and an accessible protocol would help readers distinguish prespecified analyses from
exploratory findings and assess whether all relevant outcomes were reported.

This review brings together indexed and local reports and distinguishes direct DPN evidence from
subgroup and preclinical findings. It also retains negative findings and reporting inconsistencies. Its
targeted searches and purposive selection limit claims of comprehensive coverage. OpenAlex
retrieval stopped at 100 records per query, selection was not independently duplicated, and some
study details were available only in abstracts. Narrative appraisal does not replace a formal risk-of-
bias or GRADE assessment. Differences in products, controls, instruments and follow-up also
prevent a dependable estimate of the overall benefit or support for a specific regimen.

CONCLUSION

Aromatherapy massage using lavender or oil blends may relieve pain over a short period in people
with DPN, while quality-of-life findings remain inconsistent. Related topical botanical trials show
that results vary by product and comparator. Current studies do not establish the benefit attributable
to the essential oil itself, a standard regimen or persistence of improvement after treatment. Long-
term safety and nerve regeneration also remain unproven. This review clarifies the distinction
between symptom relief from a complete intervention and a specific effect of the oil.
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