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Low-level laser therapy to treat fibromyalgia
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Abstract Several clinical treatments have been proposed to
manage symptoms of fibromyalgia. Low-level laser therapy
(LLLT) may be a useful tool to treat this dysfunction. The aim
of this study was to evaluate the effects of LLLT in patients
with fibromyalgia. A placebo-controlled, randomized clinical
trial was carried out with 20 patients divided randomly into
either an LLLT group (n=10) or a placebo group (n=10). The
LLLT group was treated with a GaAlAs laser (670 nm, 4 J/
cm2 on 18 tender points) three times a week over 4 weeks.
Before and after treatment, patients were evaluated with the
Fibromyalgia Impact Questionnaire (FIQ), McGill Pain Ques-
tionnaire, and visual analog scale (VAS). Data from the FIQ
and McGill questionnaire for the treated and control groups
were analyzed by paired t tests, and Wilcoxon tests were used
to analyze data from the VAS. After LLLT or sham treatment,
the number of tender points was significantly reduced in both
groups (LLLT, p<0.0001; placebo, p=0.0001). However, all
other fibromyalgia symptoms showed significant improve-
ments after LLLT compared to placebo (FIQ, p=0.0003;
McGill, p=0.0078; and VAS, p=0.0020). LLLT provided
relief from fibromyalgia symptoms in patients and should be
further investigated as a therapeutic tool for management in
fibromyalgia.
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Introduction

Fibromyalgia is defined as a noninflammatory chronic pain
syndrome. Symptoms are usually manifested in the musculo-
skeletal system, but other systems can also be affected. Fibro-
myalgia is characterized by myalgia and focal muscular ten-
derness to palpation at multiple loci (tender points). Most
patients experience fatigue accompanied by sleep and mood
disorders [1–3].

Onset of symptoms typically occurs between 20 and 40 years
of age. Symptoms emerge insidiously and range from localized
pain, muscle spasms, and nerve irritation. Symptoms gradually
spread throughout the body and can result in severe disability [4].

A systematic review found marked disagreement among
rheumatologists regarding how to manage fibromyalgia.
While some favored aerobic exercise and cognitive behavioral
therapy, others preferred to prescribe aggressive multicompo-
nent and pharmacological therapies [5]. However, most
agreed that new therapies, especially nonpharmacological,
need to be explored [6–8].

Numerous treatment strategies have been proposed to in-
duce clinical remission. These treatments aim to eliminate
tender points, restore range of motion and muscle strength,
and improve quality of life and sleep [9].

Low-level laser therapy (LLLT) may be a viable option to
treat musculoskeletal disorders such as fibromyalgia. Several
studies have demonstrated laser therapy to be safe and, inmost
cases, efficient [10–17]. Studies showed beneficial effects of
904 nm Gallium Arsenide LLLT [7, 10, 18, 19].

An analgesic effect of LLLT may be mediated by
hormonal/opioid mechanisms, the responses of which depend
directly on the dose and wavelength used to irradiate the tissue

J. A. Ruaro :A. R. Fréz
Physical Therapy Department, Universidade Estadual do
Centro-Oeste (UNICENTRO), Guarapuava, PR, Brazil

M. B. Ruaro
Physical Therapy Department, Universidade Federal do Rio Grande
do Norte (UFRN), Natal, RN, Brazil

J. A. Ruaro (*) : R. A. Nicolau
Institute of Research and Development (IP&D), Universidade do
Vale do Paraíba (UNIVAP), São José dos Campos, SP, Brazil
e-mail: joaoruaro@gmail.com

Lasers Med Sci (2014) 29:1815–1819
DOI 10.1007/s10103-014-1566-8



[20]. Thus, the parameters directly affect the results. LLLT is
also reported to act on peripheral neural stimulation and the
regulation of microcirculation, interrupting pain mechanisms
and promoting analgesia [21]. The normalization of microcir-
culation and the capacity of neural transmission obtained
through LLLT have been described as responsible for the
interruption of the vicious circle that gives rise to and perpet-
uates pain [7].

However, little is known about the use of LLLT to treat
fibromyalgia, and studies to investigate optimal parameters,
indications, and limitations of the therapy are needed. Previ-
ous studies [18, 22–24] have used laser therapy to treat fibro-
myalgia, but employed different treatment regimens and pa-
rameters than this study. The goal of this study was to evaluate
the ability of LLLT to relieve pain and other symptoms in
patients with fibromyalgia.

Material and methods

This was a placebo-controlled, randomized clinical trial. The
study was approved by the Ethics Committee of the
Universidade Estadual do Oeste do Paraná (ruling number
168/2005). It adhered to Brazilian laws and guidelines
concerning research in humans. Subjects signed informed
consent forms.

Subjects were referred after being clinically diagnosed with
fibromyalgia by a rheumatologist according to the criteria of the
American College of Rheumatology (ACR) [25, 26]. Partici-
pants were excluded if they had uncontrolled diabetes, known
history of cancer, and long-term corticosteroid use and if they
were taking medications that caused sensitivity to light therapy.

Twenty patients were randomly divided (randomized by a
free software, Research Randomizer, version 4.0, available at
http://www.randomizer.org/) into two groups: a treatment
laser group receiving LLLT (n=10) and a placebo group (n=
10) that was subjected to the same procedures as the LLLT
group, but received a sham laser exposure (0 W of laser
power). An aluminum/gallium/arsenide (GaAlAs) diode laser
(Ibramed, model Laserpulse, code 000689, serial number
1320) was used at a wavelength of 670 nm with an output of
20 mW (measured by Lasercheck, Coherent) to reduce local
inflammation and assist in the tissue repair. The laser was
calibrated and received a certificate of compliance (from
Instituto São Paulo).

The chosen energy density of exposures was 4 J/cm2 using
a beamwith a focal spot area of 0.035 cm2. The exposure time
at each point was 7 s. All 18 fibromyalgia tender points,
according to the ACR, were irradiated. Radiation was applied
at four locations around each point, with each location sepa-
rated by a distance of 1 cm. The entire area encompassed by
LLLTwas 1 cm2 per point. Each patient received a total of 72

applications of radiation totaling 504 s (8 min and 24 s). The
power density obtained was 0.57 W/cm2.

Prior to LLLT, the skin of subjects was cleaned around the
18 tender points. The laser pen was applied directly to the skin
at an angle of 90°. LLLT or sham laser treatments were
conducted three times a week over 4 weeks for a total of 12
treatments. Subjects were analyzed with regard to age and the
number of tender points. Additionally, the impact of their
fibromyalgia symptoms on quality of life and pain were
assessed before and after treatment. The irradiation parameters
were carefully considered and are consistent with those of
previous studies [6, 27].

To assess the impact of fibromyalgia, the Brazilian version
of the Fibromyalgia Impact Questionnaire (FIQ) was used.
The FIQ contained 10 items: physical function (10 subitems),
feel good (1 item), missed work (1 item), do job (1 item), pain
(1 item), fatigue (1 item), rested (1 item), stiffness (1 item),
anxiety (1 item), and depression (1 item) [28, 29].

Pain was evaluated by the McGill Pain Questionnaire [30]
and visual analog scale (VAS). Parametric data from the FIQ
and McGill Pain Questionnaire were analyzed by paired t
tests. Nonparametric data from the VAS were analyzed by
Wilcoxon tests. Data analysis was performed with GraphPad
Instat (version 3.05). Differences with p values <0.05 were
considered significant.

Results

The placebo group was composed of 90 % (n=9) female
subjects with a mean age of 43.4 years (range, 33–55 years).
The baseline number of tender points prior to treatment was
11.8±1.5. After sham treatment, the number of tender points
was reduced to 10.4±1.5 (p=0.0001). The treated group (n=
10) was composed entirely of female subjects with a mean age
of 39.4 years (range, 34–45 years). The number of tender
points at baseline prior to treatment was 11.6±2.4, which
was significantly reduced to 7.3±2 after LLLT (p<0.0001).

Table 1 summarizes the FIQ results from patients who
received sham (placebo) or LLLT. Pre and post-treatment
scores for each criterion assessed by the FIQ are shown. For
the LLLT group, all criteria of the FIQ were significantly
improved after treatment, but only physical impairment and
pain were significantly improved in the control group.

When the treated and control groups were compared to
each other, significant improvements were observed in all FIQ
criteria except for “feel good,” “difficult to work,” and “rest-
ed” (Table 2).

For the McGill Pain Questionnaire, the LLLT group had an
average baseline score of 45, which improved to 32.1 after
LLLT. The sham group had an average baseline score of 47.5
and a score of 42.6 after sham treatment. The average change
in McGill scores before and after treatment was significantly
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greater in the LLLT group compared to control group (p=
0.0078). Regarding data from the VAS, the LLLT group had a
median baseline score of 6.58 that improved to 4.06 after
treatment. The sham group had a median baseline score of
5.81 and a score of 5.34 after sham treatment. The median
change in VAS score before and after treatment was signifi-
cantly greater in the LLLT group compared to the control
group (p=0.002).

Discussion

Factors such as dosimetry, light spectrum, potency, and radiation
phase influenced the biomodulation of the biological responses

to the phototherapy. In the present study, the irradiation param-
eters were carefully considered and are consistent with those of
previous studies [6, 27]. The exposure time is an especially
important consideration for biosafety. The energy density recom-
mended for LLLT to promote tissue repair (increase vasculariza-
tion, epithelialization, the number of fibroblasts, and collagen
fibers) and pain control must be less than 5 J/cm2 because larger
doses (e.g., 8.7 or 16 J/cm2) showed no improvements. The
energy density used in this study was 4 J/cm2 and is consistent
with previous reports [31, 32]. Doses greater than 4 J/cm2 were
not used because cells absorb more energy and become incapac-
itated. Such doses have only been used to treat rheumatoid
arthritis by inhibiting the rheumatic process [33]. In addition to
tissue repair and pain control, irradiation was also accompanied
by increased muscle activity and prevention of fatigue [34], but
these variables were not measured in this study.

The clinical benefits of LLLT demonstrated in this study
were likely the results of improvements of several factors,
such as decreased pain and increased quality of life. Charac-
teristics of connective tissue and its reorganization in fibro-
myalgia can also be considered. LLLT has biostimulatory
effects at energy densities between 2 and 4 J/cm2, which result
in increased proliferation of the connective tissue cells and
neovascularization [35]. Furthermore, significant increases of
collagen deposition due to angiogenesis have been observed
in mice subjected to cryoinjury followed by LLLT for 7 days
post-injury [36]. Fibroblasts and capillaries are present within
24 h after injury and most pronounced by 7 to 10 days.
Furthermore, the initiation of the repair process occurs after
3 to 4 days [37]. In our study, the patients were treated with
LLLT for 4 weeks, long enough to produce these effects.
LLLT may accelerate recovery from fibromyalgia by stimu-
lating a proinflammatory effect.

Table 1 Fibromyalgia Impact Questionnaire results of the placebo vs low-level laser therapy (LLLT) groups

Domain Placebo group LLLT group

API±SD vs APTI±SD p value API±SD vs APTI±SD p value

Physical impairment 3.6±2.4 vs 3.0±2.1 0.0320a 4.9±1.8 vs 3.4±1.4 0.0013a

Feel good 5.9±4.3 vs 3.6±3.5 0.0913 7.7±1.8 vs 5.6±1.6 <0.0001a

Work missed 1.4±1.4 vs 1.3±1.3 0.3434 2.2±1.9 vs 0.6±1.0 0.0067a

Difficult to work 7.7±2.0 vs 7.3±2.0 0.1679 7.0±1.9 vs 5.8±1.0 0.0086a

Pain 8.8±1.6 vs 7.7±1.3 0.0320a 8.1±1.6 vs 5.4±1.1 <0.0001a

Fatigue 8.3±1.6 vs 7.5±1.7 0.1039 7.6±2.1 vs 5.5±1.2 0.0006a

Rested 7.9±1.1 vs 7.9±1.4 >0.9999 8.1±1.4 vs 6.4±0.8 0.0003a

Stiffness 7.8±1.5 vs 8.0±1.6 0.1679 7.7±1.8 vs 6.0±0.9 0.0043a

Anxiety 7.9±1.3 vs 7.4±1.4 0.1382 7.6±1.6 vs 5.4±1.4 <0.0001a

Depression 7.8±1.6 vs 7.8±1.3 >0.9999 6.7±1.6 vs 4.9±1.3 0.0002a

Overall count 66.7±11.9 vs 61.5±10.0 0.0059a 67.5±13.2 vs 48.9±7.2 <0.0001a

Results expressed in average pre (API) and post (APTI)-intervention±standard deviation (SD)
a p value, significant results

Table 2 Fibromyalgia Impact Questionnaire domains comparative rela-
tion results before/after of the placebo vs low-level laser therapy (LLLT)
groups

Domain Placebo vs LLLT p value

Physical impairment 0.5 vs 1.5 0.0439a

Feel good 2.3 vs 2.1 0.8987

Work missed 0.1 vs 1.6 0.0150a

Difficult to work 0.4 vs 1.2 0.1679

Pain 1.1 vs 2.7 0.0075a

Fatigue 0.8 vs 2.1 0.0043a

Rested 0.0 vs 1.7 0.0617

Stiffness 0.2 vs 1.7 0.0034a

Anxiety 0.5 vs 2.2 0.0012a

Depression 0.0 vs 1.8 <0.0001a

Overall count 5.2 vs 18.6 0.0003a

a p value, significant results
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The duration of treatment for our study was consistent with
that of other reports [17, 38], which demonstrated that two to
three treatments per week produced beneficial responses. This
fact suggests that repeated low doses of energy with time
between exposures induce greater improvement than high
doses of energy applied over short periods of time. This
concept is especially true for connective tissue repair.

One study compared collagen in the muscle tissues of 27
patients with fibromyalgia to that of healthy subjects [39].
Less intramuscular collagen was observed in fibromyalgia
patients. This situation may render the muscle of fibromyalgia
patients more susceptible to microlesions and result in non-
specific signs of muscle diseases. The relationship between
repetitive injury and subsequent repair is not understood, but
injuries often create deposits of collagen in the interstitium of
muscle. These deposits are frequently observed in fibromyal-
gia, especially at tender points [40].

For the Brazilian population, nine or more points of pain
provide great diagnostic accuracy [3]. The patients in our study
who were treated with LLLT presented with 11.6±2.4 tender
points before treatment. This number was reduced to 7.3±2
after treatment. Considering the diagnostic criteria from the
above study [3], patients in our study did not present with
fibromyalgia. However, updated diagnostic criteria using a
combination of scales have been proposed [41]. These criteria
recommend removing tender points as a required symptom for
diagnosis. Failure to present with tender points represents ap-
proximately 25 % of patients who otherwise would be diag-
nosed with fibromyalgia. Given the difficulty and inaccuracy in
diagnosing fibromyalgia [42], it is clear that tender points
should be one of several criteria evaluated to diagnose fibro-
myalgia. Questions in the FIQ were answered based on the
activities and perceptions of the previous 7 days. Severe cases
were considered those having a score ≥70 [28]. The group
receiving LLLT had a mean baseline score of 67.5±13.2 that
was significantly reduced to 48.9±7.2 after LLLT (p<0.0001).

Pain is a multidimensional experience involving quantitative
and perceptive factors that have biological, psychological, and
social repercussions [43]. Chronic pain has no apparent biolog-
ical function and its persistence increases the likelihoods of
depression, sleep disorders, and loss of libido [44]. We used
the McGill Pain Questionnaire to specifically evaluate pain.
This questionnaire is the most widely used and considered the
most accurate tool for qualitative and quantitative evaluation of
pain [30]. Higher scores reflect greater pain with a maximum
score of 78. The VAS was used as an additional resource to
assess pain. In the results presented in this study, patients who
received LLLT showed significant improvements in pain com-
pared to patients receiving sham treatment (McGill, p=0.0078;
VAS, p=0.0020). Our results substantiate other studies [7, 45]
that found positive responses from treated groups. In addition to
these studies, ameta-analysis has shown that laser phototherapy
effectively relieves pain associated with several etiologies and

could be a valuable tool for pain management [46]. Moreover,
patients treated with LLLT in our study reported no side effects
or complications. These reports are consistent with other studies
[10, 14, 45].

One potential limitation of this study is the difficulty con-
trolling the effects associated with the laser pen directly
contacting the skin of patients in the placebo group. This
contact could have therapeutic effects by stimulating the ner-
vous system and triggering an efferent response at the contact
point. This study was limited to a small number of subjects
that reduces the power of statistical analysis. It is suggested to
continue the study, but a longitudinal research, to identify
better the factors that affect the quality of life and the func-
tioning of these patients, and a follow-up to assess the medium
and long-term effects of the intervention.

Conclusion

This study suggests that LLLT provides relief from the symp-
toms of fibromyalgia and could be an important therapeutic
tool to lessen the impact of the disease, decrease pain, and
improve quality of life for patients.
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