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Abstract: Fibromyalgia syndrome (FMS) is recognized for its difficulty to diagnose and its subjective
symptomatology. There is neither a known cure nor a recommended therapeutic diet to aid in the
multidisciplinary treatment. We conducted a systematic review to investigate if diets can improve
pain symptoms of fibromyalgia. Through the PubMed search in March 2022, 126 abstracts were
identified. We included both intervention and observational studies of diets and pain symptoms
among patients with FMS. After screening titles, abstracts, and full-texts, 12 studies, including
11 intervention and one observational study, were selected. These studies included 546 participants
and investigated plant-based diets (n = 3), anti-inflammatory diets (n = 1), gluten-free diets (n = 2), and
elimination/restrictive diets (n = 6). These studies assessed pain symptoms through visual analogue
scale for pain, fibromyalgia impact questionnaire/revised fibromyalgia impact questionnaire, tender
point count, pain pressure threshold, and/or total myalgic score. Nine studies, including all three
plant-based diet studies, reported statistically significant beneficial effects of their respective diets on
pain symptom measurements. Given the small sample size and short intervention duration of the
included studies, limited evidence currently exists to recommend any specific diet to patients with
FMS. Further research is warranted to clarify specific diets to recommend and explore their potential
mechanisms.

Keywords: fibromyalgia syndrome; fibromyalgia patients; diet; pain symptoms

1. Introduction

Fibromyalgia is a complex chronic syndrome that is largely characterized by subjective
symptoms. There is no known cause or cure although symptoms may be managed via mul-
timodal treatment strategies [1]. The most frequent symptoms of fibromyalgia syndrome
(FMS) include widespread pain and tenderness, fatigue, stiffness, headaches, issues with
sleep and cognitive functions. Among the less common symptoms are digestive problems,
tingling or numbness of extremities, and face and jaw pain [1]. This chronic syndrome
affects around 2–3% of the world’s population [2]. Fibromyalgia predominately affects
women to men at a ratio of 3:1 [2]. Some individuals experience a rapid onset of FMS,
which often occurs after an illness or traumatic incident, whereas others may not have a
triggering event [1].

The diagnostic process identifying this disease can be difficult, due to widespread,
subjective symptoms and the lack of a known clear etiology [2]. Theories explaining un-
derlying causes are evolving and recently fibromyalgia has been described as a central
sensitization disorder, in that those with FMS have a heightened sensitivity to pain due to
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improper pain signal processing by the central nervous system [1]. Fibromyalgia may be
caused by environmental and genetic factors operating in tandem [1]. It is hypothesized
that the central nervous system and the peripheral nervous system are involved in the
pathological mechanisms of FMS [2]. Given the likely complex biopsychosocial pathology
of this condition, a comprehensive approach, including physical and psychological inter-
ventions, are the ideal treatment of FMS. Fibromyalgia patients may suffer from whole body
pain, fatigue, stiffness, hypersensitivity to external stimuli, and autonomic disturbances [2].
Additionally, fibromyalgia can have a substantial impact on mental health; patients can
develop anxiety, depression, and post-traumatic stress disorder [2]. Potential cognitive
difficulties include memory deficits, concentration difficulties, and sleep disturbances [2].
Consequently, there are multiple treatment modalities required due to the complexity of
the syndrome [1].

Currently, exercise is the most recommended treatment method as it has been shown
to reduce pain symptoms and fatigue; however, there is currently no known diet or vitamin
supplementation recommended for the treatment of FMS [2]. Dietary interventions are
a tool used for the treatment of many diseases, due to healthy diets improving physical
fitness, mental health, and cognitive abilities [3]. For example, plant-based diets have
been used to treat hypertension as they significantly lower systolic and diastolic blood
pressure [4]. However, the current status of the evidence on dietary influences on FMS is
not known. Therefore, we investigated if diet affects pain symptoms for individuals with
fibromyalgia through a systematic literature review of published studies and summarized
future research directions.

2. Materials and Methods

A systematic literature review was conducted using the PubMed online database
to identify published studies. The following search terms were applied for (all fields):
diet AND fibromyalgia. This search was conducted with filters for studies conducted in
humans and articles written in English and with no limits on publication years. The final
search was completed on 7 March 2022, and a total of 126 abstracts were retrieved and
reviewed independently by two authors (E.K.M. and Y.T.), who discussed discrepancies
when they occurred and brought them to consensus. The full-text article of a study was not
acquired if the abstract or title met at least one of the following exclusion criteria: (1) not
including fibromyalgia participants; (2) not using visual analogue scale for pain (VAS),
fibromyalgia impact questionnaire/revised fibromyalgia impact questionnaire (FIQ/FIQR),
tender point count (TPC), pain pressure threshold (PPT), or total myalgic score (TMS)
measurements; (3) not testing diet as intervention or exposure variable; and (4) not being
an original research article such as a review or commentary. The studies that met at least
one of the exclusion criteria were separated from the remaining abstracts. The full-text
article was obtained for all the remaining abstracts that did not meet the exclusion criteria
for the abstract or title to be further reviewed. The articles were excluded if they met at
least one of the following exclusion criteria: (1) having an overlap of study participants
between studies; (2) not including fibromyalgia participants; (3) not using VAS, TPC, PPT,
FIQ/FIQR, or TMS measurements; (4) not testing diet as intervention or exposure variable;
and (5) not being an original research article such as a review or commentary. The protocol
of this systematic review was not registered.

Each study was cited, and the following information was compiled: first author; year
of publication; country; study design; calendar year the study was conducted; number of
participants; age; sex; race or ethnicity; length of intervention; presence of control group;
and study results. Not all the information was included in the published article of all
12 studies. In these instances, the studies were examined for references cited, searching for
related articles about the study through PubMed, and/or contacting the corresponding
author to obtain missing information if possible. Two authors (E.K.M. and Y.T.) extracted
the information mentioned above from each study independently. Inconsistencies were
discussed and brought to consensus.
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An outcome variable of this literature review was pain symptoms. Each study used
the evaluation procedures including the VAS, TPC, PPT, TMS, and/or FIQ/FIQR. The FIQ
allows patients to report the severity of their pain, fatigue, stiffness, anxiety, depression,
morning tiredness, physical impairment, mood, and ability to go to and do work. The FIQR
allows patients to report the severity of how FMS interferes with their function, overall
impact, and symptoms, including pain and tenderness. The FIQ and FIQR values of each
subsection were added and converted to fit into a 0–100 scoring range, with the higher
values indicating more severe FMS symptoms. The VAS is used to measure the intensity
of pain commonly on a 0–100 mm length line, where the 0 mm region is absence of pain,
and the 100 mm region is the maximum pain imaginable [5]. The TPC was an essential
measurement of the 1990 American College of Rheumatology (ACR) criteria but had since
been phased out for the 2010 ACR criteria. A tender point is indicated by the patient feeling
pain from a 4-kg palpitation on one of the 18 designated sites [6]. The PPT is commonly
performed on the 18 tender sites and measures the amount of pressure over a given area,
specifically the point where non-painful pressure changes into painful pressure. The TMS
is the PPT score over the tender points. For all pain symptom measures, the average values
and standard deviations for each group (e.g., intervention and control groups) at each time
point (e.g., the baseline and the end) for intervention studies and, for a cross-sectional
study, the average values of pain symptom measures by quartiles of dietary inflammatory
index (DII) scores at one time point were extracted. When studies reported average values
differently (e.g., average changes during the intervention, instead of the average values at
the end), we estimated the average values using the available information.

The included studies were analyzed based on their participant inclusion and exclusion
criteria; recruitment method; method of questionnaire/pain symptom measurement; type
of diet that was investigated; how diet was administered and monitored; length of inter-
vention; presence of control group; study results; study’s strengths and limitations; and
authors’ conclusion. For the study results, we assessed the certainty of each study’s results
based on the reported statistical significance (p-values < 0.05). Risk of bias of each study
was assessed through the National Heart, Lung, and Blood Institute (NHLBI) study quality
assessment tools [7] and independently by two authors (E.K.M. and Y.T.). Discrepancies
were discussed and brought to consensus.

3. Results

This review examined 126 abstracts that were published before March 2022 using the
previously stated search terms. The abstracts and titles of these 126 articles were reviewed
(Figure 1) based on the exclusion criteria; 20 articles were selected for full-text review. From
the 20 full-text articles, 12 articles met the final inclusion criteria and were included in our
literature review.



Nutrients 2023, 15, 716 4 of 13
Nutrients 2023, 15, x FOR PEER REVIEW  4  of  13 
 

 

 

Figure 1. Flow chart of the systematic literature review. Abbreviations used: visual analogue scale 

for  pain  (VAS),  fibromyalgia  impact  questionnaire/revised  fibromyalgia  impact  questionnaire 

(FIQ/FIQR), tender point count (TPC), pain pressure threshold (PPT), or total myalgic score (TMS). 
a The following articles were excluded due to having an overlap of study participants between stud‐

ies [8–10]; not including fibromyalgia participants [11]; not using VAS, TPC, PPT, FIQ/FIQR, or TMS 

measurements [12]; not testing diet as intervention or exposure variable [13,14]; and not being an 

original research article such as a review or commentary [15]. 

The 12 studies were published spanning from 2000 to 2020 and were primarily inter‐

vention  studies  except  for one  study  [16], which was an observational,  cross‐sectional 

study (Table 1). These studies took place in seven different countries, four in Spain, three 

in the United States, and one in each of the following countries, Bangladesh, Finland, Por‐

tugal,  Italy and Egypt. The sample sizes of all 12 articles were  relatively small, with a 

minimum of 7 participants [17] and a maximum of 95 participants [16], totaling 546 par‐

ticipants. Five of the reviewed studies included solely female participants [16–20], and six 

studies included female participants as the majority with less than 25% male participants 

[21–26]. Hänninen et al. did not report the sex, race, or ethnicity of their participants. Only 

two studies [17,18] reported race or ethnicity and included all white participants. All 12 

studies used ACR criteria for diagnostic inclusion criteria, specifically nine used ACR 1990 

criteria, but three studies [17,19,24] used ACR 2010 criteria. Multiple studies had partici‐

pants with comorbidities, as it is common for FMS patients to have additional illnesses. 

Marum et al. [19] reported that 88% of their participants had a gastrointestinal disorder 

and 60% had food intolerance in addition to their FMS diagnosis. Three other studies had 

at least one comorbidity as additional inclusion criteria [17,23,24]. In terms of study qual‐

ity, three studies rated as good quality [24–26], five as fair quality [16,17,19,21,23] and four 

as poor quality [18,20,22,27], respectively.   

Figure 1. Flow chart of the systematic literature review. Abbreviations used: visual analogue
scale for pain (VAS), fibromyalgia impact questionnaire/revised fibromyalgia impact questionnaire
(FIQ/FIQR), tender point count (TPC), pain pressure threshold (PPT), or total myalgic score (TMS).
a The following articles were excluded due to having an overlap of study participants between
studies [8–10]; not including fibromyalgia participants [11]; not using VAS, TPC, PPT, FIQ/FIQR, or
TMS measurements [12]; not testing diet as intervention or exposure variable [13,14]; and not being
an original research article such as a review or commentary [15].

The 12 studies were published spanning from 2000 to 2020 and were primarily inter-
vention studies except for one study [16], which was an observational, cross-sectional study
(Table 1). These studies took place in seven different countries, four in Spain, three in the
United States, and one in each of the following countries, Bangladesh, Finland, Portugal,
Italy and Egypt. The sample sizes of all 12 articles were relatively small, with a minimum
of 7 participants [17] and a maximum of 95 participants [16], totaling 546 participants.
Five of the reviewed studies included solely female participants [16–20], and six studies
included female participants as the majority with less than 25% male participants [21–26].
Hänninen et al. did not report the sex, race, or ethnicity of their participants. Only two
studies [17,18] reported race or ethnicity and included all white participants. All 12 studies
used ACR criteria for diagnostic inclusion criteria, specifically nine used ACR 1990 criteria,
but three studies [17,19,24] used ACR 2010 criteria. Multiple studies had participants
with comorbidities, as it is common for FMS patients to have additional illnesses. Marum
et al. [19] reported that 88% of their participants had a gastrointestinal disorder and 60%
had food intolerance in addition to their FMS diagnosis. Three other studies had at least
one comorbidity as additional inclusion criteria [17,23,24]. In terms of study quality, three
studies rated as good quality [24–26], five as fair quality [16,17,19,21,23] and four as poor
quality [18,20,22,27], respectively.
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Table 1. Characteristics of studies included in the systematic review.

First Author,
Publication

Year
Study Design Year(s) Country Number of

Participants Sex a Age b Race or
Ethnicity Diagnosis c

Azad 2000 [21] Intervention
Control Trial No data Bangladesh 78 Female 78%

Male 22% 30.9 (12–60) No data FMS

Correa-
Rodríguez
2020 [16]

Observational,
Cross-sectional 2018 Spain 95 Female 100% 55.76 No data FMS

Donaldson
2001 [22]

Intervention
Pre and Post Trial No data United States 20 Female 93%

Male 7% (45–54) No data FMS

Hänninen 2000
[27]

Intervention
Pre and Post
Control Trial

No data Finland 33 No data 51 No data FMS

Holton 2012
[23]

Intervention
Pre and Post Trial No data United States 37 Female 92%

Male 8% 51.6 No data FMS and IBS

Lamb 2011 [18] Intervention
Cross-over Trial 2008 United States 8 Female 100% 55.6 (48–74) White FMS

Marum 2016
[19]

Intervention
Pre and Post Trial 2015 Portugal 38 Female 100% 51 No data FMS and GID

Pagliai 2020
[25]

Intervention
Cross-over Trial No data Italy 20 Female 95%

Male 5% 48.95 No data FMS

Rodrigo 2013
[17]

Intervention
Pre and Post Trial 2007–2012 Spain 7 Female 100% 49 (34–68) White FMS, IBS and

CD

Senna 2012 [26] Intervention
Control Trial 2011 Egypt 83 Female 90%

Male 10% 45.6 No data FMS

Slim 2017 [24]
Intervention

Parallel-group
Trial

2012–2014 Spain 55 Female 97%
Male 3%

HCD: 53
(32–65)
GFD: 52
(36–66)

No data FMS and GS

Vellisca 2014
[20]

Intervention
Control Trial No data Spain 72 Female 100% 40.98 (24–65) No data FMS

a Based on 75 participants at the start of the trial for the Slim study. b Mean (range) is included; for the Donaldson
study, values are from normal data range for women aged 45–54 noted in the publication [22]; for the Hänninen
study, average age was estimated based on another publication of the same study [8]; and for the Slim study the
median age (range) is included. c ACR 1990 Criteria for Fibromyalgia Syndrome and ROME III Criteria for Irritable
Bowel Syndrome were used except for Marum, Pagliai and Slim studies. Abbreviations used: celiac disease (CD),
fibromyalgia syndrome (FMS), gastrointestinal disorder (GID), gluten-free diet (GFD), gluten sensitivity (GS),
hypocaloric diet (HCD), and irritable bowel syndrome (IBS).

The twelve studies were grouped into four categories based on the type of diet. The
first category, plant-based diets, consisted of three studies: a vegetarian diet [21], a raw
vegetarian diet [22] and a living food diet, which is defined as an uncooked vegan diet [27].
The second category, gluten-free diets, contained two studies [17,24]. The next category
is an anti-inflammatory diet, which was solely comprised of one study [16]. The final
category consisted of the remaining six studies that implemented elimination/restrictive
diets. Marum et al. [19] introduced a diet that eliminated foods high in fermentable oligo-,
di- or mono-saccharides and polyols (FODMAPs). Lamb et al. [18] implemented a diet
that eliminated simple sugars, artificial colorings, flavorings, and sweeteners; caffeinated
beverages; grains with gluten; eggs and dairy products; allergenic foods; and foods high in
arachidonic acid. Both Vellisca and Holton studies [20,23] implemented excitotoxin elimina-
tion diets. Vellisca and Latorre [20] focused on eliminating monosodium glutamate (MSG)
and aspartame. Holton et al. [23] had participants eliminate both MSG and aspartame
but included a list of other excitotoxic food additives to avoid as well. Pagliai et al. [25]
implemented the Khorasan Wheat Replacement diet where wheat products made with
Khorasan wheat were provided to the intervention group and the same products made
with regular wheat were provided to the control group. Another study implemented an
energy-restrictive diet [26].

Among the three plant-based dietary intervention studies, in the Azad study [21], the
vegetarian diet group’s mean VAS score statistically significantly decreased from 5.7 at
baseline to 5.0 at the end of the six-week intervention, which was a smaller change than
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the control group which decreased from 6.2 to 2.3. However, this control group was
given amitriptyline to help with insomnia (Table 2). The mean TPC had a statistically
significant decrease in the control group (from 16.1 to 6.4), but not in the vegetarian diet
group (from 15.7 to 14.7) (Table 3). In the Donaldson study [22], the mean FIQ decreased
from 51.4 at baseline to 27.6 at the end of seven months of living food diet intervention with
a statistical significance. In the Hänninen study [27], the vegan diet intervention resulted
in a statistically significant decrease in their mean VAS scores over three months (specific
mean values not reported but presented in graphs).

Table 2. Effects of diets on pain symptoms measured by Revised Fibromyalgia Impact Questionnaire
(FIQR) and Visual Analogue Scale for Pain (VAS).

First Author
of Article

Dietary
Variable or

Intervention
Length of

Intervention FIQ/FIQR c VAS d

Baseline End

Azad Vegetarian 6 weeks 5.7 ± 1.8 5.0 ± 1.8 *

Control 6 weeks 6.2 ± 1.9 2.3 ± 1.3 *

Cross-sectional Cross-sectional

Correa-
Rodríguez a

Anti-
Inflammatory
diet: DII score

Quartile 1

N/A 70.5 ± 13.3 7.20 ± 1.64

Quartile 2 79.9 ± 10.5 7.91 ± 1.57

Quartile 3 69.2 ± 20.1 7.48 ± 2.10

Quartile 4 71.9 ± 15.4 7.40 ± 1.14

Baseline 2 months End Baseline 2 months End

Donaldson Raw
Vegetarian 7 months 51.4 ± 14.2 33.6 ± 15.6 27.6 ± 19.0 *

Baseline Middle End

Hänninen b
Living Food 3 months 6.0 3.0 3.2 *

Control 3 months 5.8 4.8 6.5

Baseline End Baseline End

Holton

Dietary
Additive

Excitotoxin
Elimination

4 weeks 58.6 36.4 * 13.1 7.7 *

Baseline End

Lamb

Control 4 weeks 46.3 ± 3.4 43.6 ± 5.1

Modified
Elimination 4 weeks 36.6 ± 8.2

Baseline End Baseline End

Marum Low
FODMAP 4 weeks 61.6 47.9 * 6.6 4.9 *

Baseline End Baseline End

Rodrigo Gluten-Free 1 year 74.3 ± 2.9 36.6 ± 4.0 * 8.0 ± 0.5 3.9 ± 1.0 *

Baseline End

Senna
Energy-

restricted 6 months 54.6 ± 13.1 47 ± 5.1 *

Control 6 months 53.2 ± 11.55 51.6 ± 9.4

Baseline End

Slim
Gluten-Free 24 weeks 69.5 ± 16.3 60.3 ± 19.6

Hypocaloric
(Control) 24 weeks 70.4 ± 16.1 61.7 ± 22.2
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Table 2. Cont.

First Author
of Article

Dietary
Variable or

Intervention
Length of

Intervention FIQ/FIQR c VAS d

Baseline End

Pagliai

Khorasan
Wheat

Replacement
8 weeks 54.3 42.06 *

Control 8 weeks 54.06 53.87

Baseline 1 month 2 months End

Vellisca

Control 3 months 5.63 ± 0.86 5.41 ± 0.73 5.05 ± 0.82 5.31 ± 0.88

Dietary
Additive

Excitotoxin
Elimination

3 months 5.58 ± 0.91 5.05 ± 0.82 4.88 ± 0.97 5.15 ± 0.95

a Both diet and pain symptoms were measured at the same time due to a cross-sectional study design. b Values
were estimated based on the graph for Hänninen study. c FIQ 1991 version (FIQ) were used in Donaldson, Lamb
and Rodrigo studies. d VAS scores were reported with a range 0–10 cm, except for a range 0–20 cm for Holton and
a range 0–7 cm for Vellisca studies. * Statistically significant (p ≤ 0.05).

Table 3. Effects of diets on pain symptoms measured by Tender Point Count (TPC) and Total Myalgic
Score (TMS).

First Author of Article Dietary Variable or Intervention Length of
Intervention TPC TMS

Baseline End Baseline End

Azad
Vegetarian 6 weeks 15.7 ± 2.4 14.7 ± 3.6 * - -

Control 6 weeks 16.1 ± 2.3 6.4 ± 3.0 * - -

Holton Dietary Additive
Excitotoxin Elimination 4 weeks 16.5 14.0 * 35.2 25.7 *

Rodrigo Gluten-Free 1 year 16.3 ± 2.4 8.0 ± 1.6 * - -

Senna Energy-restricted 6 months 4.9 ± 0.8 -
Control 6 months 5.7 ± 1

Abbreviations used: Dietary Inflammatory Index (DII), Fibromyalgia Impact Questionnaire (FIQ), fermentable
oligo-, di- or mono-saccharides and polyols (FODMAP), Revised Fibromyalgia Impact Questionnaire (FIQR), and
Visual Analogue Scale for Pain (VAS) * Statistically significant (p ≤ 0.05).

An anti-inflammatory diet was only investigated in one observational, cross-sectional
study. Correa-Rodríguez et al. [16] completed a 24-h dietary recall and one-time mea-
surement of FIQR, VAS, and PPT. The participants were categorized into quartiles based
on their dietary inflammatory index (DII) scores where lower scores represented an anti-
inflammatory diet and higher scores represented a pro-inflammatory diet. All locations
of the PPT measurements were significantly associated with a lower DII quartile (Table 4).
There was no significant association of lower FIQR and VAS scores with DII scores.
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Table 4. Effects of diets on pain symptoms measured by Pain Pressure Threshold (PPT).

First Author
of Article

Dietary Variable or
Intervention

Length of
Intervention PPT

Occiput Trapezius Zygapophyseal
Joint Supraspinatus Second Rib Epicondyle Gluteus Greater

Trochanter Knee

Cross-Sectional

Correa-
Rodríguez a

Anti-Inflammatory: DII
score Quartile 1

Quartile 2
Quartile 3
Quartile 4

N/A

1.18 ± 0.79 1.37 ± 0.84 1.50 ± 1.12 1.61 ± 1.14 1.09 ± 0.49 1.24 ± 0.74 2.43 ± 1.63 2.39 ± 0.95 2.17 ± 1.00
0.94 ± 0.75 0.97 ± 0.65 0.97 ± 0.72 1.31 ± 0.89 0.87 ± 0.52 0.95 ± 0.59 2.12 ± 1.70 2.36 ± 1.47 1.91 ± 1.43
0.72 ± 0.44 0.83 ± 0.41 0.90 ± 0.53 1.08 ± 0.52 0.80 ± 0.37 0.85 ± 0.43 1.65 ± 1.32 1.78 ± 0.87 1.05 ± 1.05

0.57 ± 0.37 * 0.73 ± 0.45 * 0.80 ± 0.53 * 0.99 ± 0.51 0.67 ± 0.25 * 0.78 ± 0.35 1.44 ± 0.78 1.65 ± 0.72 * 1.20 ± 0.65 *

BL End BL End BL End BL End BL End BL End BL End BL End BL End

Lamb
Control 4 weeks

0.89
1.35

1.62
2.11

1.11
1.64

1.85
2.19

1.11
1.03

0.94
1.13

2.38
2.73

1.78
2.26

1.41
1.29

Modified Elimination 4 weeks 1.48 2.33 2.05 2.50 0.93 1.54 2.81 2.41 1.87

End End End End End End End End End

Senna Energy-restricted 6 months 4.5 ± 2.9 6 ± 2.3 * 4.7 ± 1.9 4.6 ± 2.1 * 5.8 ± 1.5 4.9 ± 1.8 4.3 ± 1.8 * 4.9 ± 2.1 * 4.2 ± 1.8 **

Control 5.1 ± 2.7 7.3 ± 2.4 4.5 ± 1.7 5.9 ± 2.7 6 ± 1.7 4.3 ± 2.2 5.7 ± 2.2 6.2 ± 2.4 6.1 ± 2
a Both diet and pain symptoms were measured at the same time due to a cross-sectional study design. * Statistically significant (p ≤ 0.05); ** Statistically significant p ≤ 0.01. Abbreviations
used: Baseline (BL), and Dietary Inflammatory Index (DII). Regarding the gluten-free diet, Rodrigo et al. [17] reported statistically significant decreases in FIQ, TPC, and VAS values after
one year of the intervention among participants who were diagnosed with both FMS and Irritable Bowel Syndrome (IBS). In the Slim study [24] the gluten-free diet was compared to a
control diet (hypocaloric diet) among patients with FMS and gluten sensitivity symptoms. At the end of the 24-week intervention period, the baseline mean FIQR score of 69.5 decreased
to 60.3 in the gluten-free diet group. However, this change in FIQR score did not reveal a statistically significant difference from the hypocaloric control group.
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As the last category, six studies used an elimination/restrictive dietary intervention.
Marum et al. [19] used a low FODMAP diet and found that both the mean FIQR and VAS
scores significantly decreased from 61.6 at baseline to 47.9 at the end of the four-week
trial, and from 6.6 to 4.9, respectively. Lamb et al. [18] implemented a hypoallergenic,
modified elimination diet with phytonutrient-rich medical food followed by a control
period of a USDA food pyramid diet with a rice protein powder supplement for four weeks
each in women with FMS. They reported a mean FIQ score of 46.3 at baseline, 43.6 at
the end of the USDA food pyramid diet and 36.6 at the end of the intervention period.
This decrease in the FIQ score was not statistically significant, although the mean FIQ
sub-section pain score had a statistically significant decrease (5.5 at baseline, 5.94 at the
end of USDA control diet and 4.92 at the end of the intervention period). No statistically
significant differences were reported for various bodily areas of PPT measurements over
time. Vellisca and Latorre [20] implemented a diet that eliminated MSG and aspartame
for three months. Their VAS score scale was not conventional as it only ranged from 0–7.
Although there were some improvements in pain in both the control and intervention
groups over three months, neither group achieved statistical significance. Holton et al. [23]
implemented a diet that eliminated additive excitotoxins from their patients with FMS
and IBS diagnoses. Eight of the participants reduced their tender points to less than 11
after four weeks of the intervention. In the Holton study [23], their average FIQ, VAS
(0–20 score scale), TPC, and TMS scores decreased by 22.2, 5.4, 2.5, and 9.5 after four weeks,
respectively. Senna’s [26] energy-restricted diet intervention for six months resulted in a
statistically significant decrease in FIQR. Although no baseline measure was taken, TPC
was lower in the intervention group than the control group at the end of the intervention.
For PPT, five out of nine areas assessed had a statistically significantly lower PPT in the
intervention than the control diet groups. Besides the FMS pain measures, the intervention
group experienced more weight loss than the control group. In the Pagliai study [25], only
FIQR was measured and FIQR scores at baseline did not differ between the Khorasan
Wheat Replacement diet and control diet groups. After eight weeks of the intervention,
the participants who received the Khorasan wheat products had a statistically significantly
lower average FIQR score.

4. Discussion

We conducted this systematic literature review to investigate if diet has the poten-
tial to provide symptom relief for those with fibromyalgia based on published studies.
Among the 12 studies reviewed, eight intervention trials reported statistically significant
improvements in at least one of the pain measurements as a result of the intervention
and one cross-sectional study observed an inverse association between DII score and
pain measurements. By diet categories, all of the plant-based diet and anti-inflammatory
diet studies found statistically significant improvement in pain measurements based on
FIQ, VAS, TPC or PPT [16,21,22,27]. Inconsistent results were reported for gluten-free
and elimination/restrictive diets. Only one out of the two gluten-free diet studies [17]
reported statistically significant improvements in pain measurements including FIQ, VAS
and TPC. Four out of the six elimination/restrictive diets reported statistically significant
pain improvements in FIQR/FIQ, VAS, TPC, TMS or PPT [19,23,25,26].

Overall, it is encouraging that the majority of the studies included in this review
reported a pain improvement in at least one of the measurements. Although we were
able to cover a variety of diet types, specific diet types that are effective to alleviate pain
symptoms among patients with FMS are not clear. In our systematic review, plant-based
diets reported the most consistent results [21,22,27] and the only anti-inflammatory diet
study also reported significant pain improvement [16]. Both diets were similar in terms of
high consumption of vegetables, fruits, vegetable/olive oils and nuts, and low consumption
of red meats. Furthermore, some elimination diets in our review share commonalities. Food
additives were avoided in Holton, Lamb and Vellisca studies [18,20,23]. As food additives
are contained in processed foods, the living food diet in the Donaldson study would
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also restrict the consumption of food additives [22]. Among these four studies, only two
reported a statistically significant improvement in pain symptoms with the intervention
diet [22,23]. Hence, the effectiveness of eliminating food additives on pain symptoms
among patients with FMS is currently inconclusive and needs to be clarified in future
studies. With regards to gluten-free diets, only one of the two trials reported a significant
pain improvement [17]. The diet used in the Lamb study is an elimination/detoxification
diet that also excluded gluten from the diet and no significant difference in the pain
symptom changes between the intervention and control diets were reported [18]. Potential
reasons for these inconsistent results are that gluten-free diets had no specific guidance on
the amount of fruit, vegetables, nuts and red meats allowable, and they did not restrict
consumption of processed foods high in food additives.

One potential mechanism that may explain our finding of more consistent results
from plant-based and anti-inflammatory diets than gluten-free diets is weight loss. Among
patients with FMS, weight loss is associated with improved pain symptoms [28]. Plant-
based and vegetarian diets are generally associated with lower body weight [29]. For
the Hänninen study [27], weight loss in the vegan diet group was reported [8], although
body weights were not reported in the other two plant-based diet studies. In contrast, a
gluten-free diet may not necessarily result in weight loss; instead, a healthful weight gain
was reported among celiac patients following a gluten-free diet as it helped to alleviate
malabsorption/digestive issues [30]. In the Slim study, the control diet, not the gluten-free
diet, group experienced significant weight loss. Among elimination/restrictive diet studies,
the Senna study among obese patients with FMS [26] reported both pain improvement and
weight loss as a result of the energy-restricted diet intervention. In the Marum study [19],
the low FODMAP diet group had significant weight loss [9]. Given that only four of the
12 studies reported the participants’ weight or BMI changes during the diet intervention
period, future studies are needed to report their weight changes to help elucidate this
potential mechanism.

Besides body weight, other potential and hypothesized mechanisms are through de-
creased inflammation and decreased activation of neurotransmitters in central sensitization.
In the Senna study, the intervention group had more pain improvements and weight
loss as well as lower concentration of inflammatory markers (i.e., C-reactive protein and
interleukin-6) than the control group. This study highlights the effects of body weight
on pain symptoms, potentially mediated through inflammatory pathways. The finding
from the Correa-Rodríguez study [16] also lends support for decreased inflammation as
a potential mechanism, given that participants whose diets were characterized as higher
anti-inflammatory dietary potentials had lower scores of pain measurements. The cross-
sectional nature of this study limits us to consider the weight change over time, which was
not reported, as an additional mechanism to explain their finding. Future studies including
biomarkers to assess inflammation and central sensitization would also help to elucidate
potential mechanisms. Additionally, diets other than those included in this review may
also result in pain improvement. For instance, low-carbohydrate and ketogenic diets were
recently hypothesized to alleviate chronic pain, also through inflammatory and nervous
system pathways [31], and other diets also need to be investigated in future studies of pain
symptoms among FMS patients.

In addition, future studies should take into consideration the variability of adherence
to the respective diet being studied. The majority of studies in our review did not report
the adherence rate to the diet regimen and a few studies noted challenges in adhering to
the diet regimen experienced by study participants [21,22]. Moreover, all 12 studies in-
cluded outpatient participants who may have experienced additional difficulties regarding
adherence as they were having to make a major dietary change upon enrolling in a dietary
intervention trial on top of managing one or more chronic conditions and completing tasks
for their daily life. To increase their adherence, a meal plan service that is vetted by re-
searchers could help alleviate the challenges that participants may experience. The majority
of the studies reviewed did not report providing participants with adequate resources
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and introductory sessions with dietitians. As an exception, the Holton study provided
detailed instructions for the dietary regimen (e.g., a list of excitotoxic food additives to
avoid), individual professional dietary counseling sessions and food diaries to complete
three days a week, all of which might have contributed to a significant pain improvement
in a short period of four weeks [23]. Hence, future studies may also consider providing
detailed instructions and support for participants to follow the dietary regimen as part of
the intervention trial.

One strength of this systematic literature review is that the 12 studies took place
over seven different countries and four continents with varying cultures, which raises the
possibility that these results could potentially be generalized among multiple ethnicities.
The variation of diets investigated in the studies reviewed is also a strength as it helps to
compare different dietary aspects that may result in improved pain symptoms among FMS
patients. Another strength is the inclusion of participants aged 12 to 74 years in the studies
reviewed. This allows for the generalization of results over a wide age range of individuals
with FMS. Eleven of the 12 studies were intervention trials, which allow for more control of
potential confounding than observational studies.

There are several limitations in this systematic review. First, most studies did not
provide information about the adherence to the diets, which might have affected the study
results. Another limitation is that most of the participants were female in all 12 studies,
with five studies having only female participants. In the six other studies men only made
up 3–22% of the participants, which is not in line with the 3:1 female to male ratio of FMS
prevalence. Future studies need to include more men to increase the generalizability to
both sexes. An additional limitation is the variety of pain symptom assessments used
across all 12 studies and within each of the diet categories. Therefore, it was difficult to
make comparisons between studies that did not use the same assessments. One of the
assessment types included in this review, TPC, was a major diagnostic criterion from the
ACR 1990. The ACR was updated in 2010, some changes being the removal of TPC and the
addition of a widespread pain index, as well as a symptom severity scale. For this review it
was necessary to include studies that used TPC, as there were not sufficient studies on diet
and pain symptoms among FMS patients after 2010. For future studies, the updated pain
assessments should be included alongside FIQR, VAS, possibly TPC, TMS, and PPT as well.
All 12 studies reviewed had sample sizes below 100, which reduced the power to detect a
statistically significant effect of the diets on pain symptoms.

5. Conclusions

The results from this systematic literature review suggest that there is potential that
diet can be helpful in improving pain symptoms in patients with FMS. From this review,
plant-based diets seem to have more consistent and overall success in lessening pain
symptoms than elimination/restrictive diets. Given that a limited number of studies have
been conducted to date, findings from gluten-free and anti-inflammatory diet studies need
to be followed up in future studies. Nevertheless, further studies should be conducted for
all four diet categories included in this review and be completed with larger sample sizes
and longer intervention periods. Furthermore, using dietary intervention implementation
strategies to enhance participants’ adherence to the diet regimen, and including body
weight and biomarker measurements to explore potential biological mechanisms are other
ways to advance research. In terms of clinical application, there is currently very weak
to insufficient evidence for any of the four diet categories to change the status of ‘no
recommended diet’ for FMS in the clinical practice.

Author Contributions: Conceptualization, E.K.M. and Y.T.; methodology, E.K.M. and Y.T.; investi-
gation (screening and selection of articles and data extraction), E.K.M. and Y.T.; writing—original
draft preparation, E.K.M. and Y.T.; writing—review and editing, S.C.M. and C.M.H.; supervision,
Y.T.; and project administration, Y.T. All authors have read and agreed to the published version of
the manuscript.



Nutrients 2023, 15, 716 12 of 13

Funding: This study received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data sharing not applicable.

Acknowledgments: E.K.M. completed this work as part of her Honors’ thesis in the College of
Science at Oregon State University.

Conflicts of Interest: All authors declare no conflict of interest.

References
1. Siracusa, R.; Paola, R.D.; Cuzzocrea, S.; Impellizzeri, D. Fibromyalgia: Pathogenesis, Mechanisms, Diagnosis and Treatment

Options Update. Int. J. Mol. Sci. 2021, 22, 3891. [CrossRef] [PubMed]
2. Sarzi-Puttini, P.; Giorgi, V.; Marotto, D.; Atzeni, F. Fibromyalgia: An update on clinical characteristics, aetiopathogenesis and

treatment. Nat. Rev. Rheumatol. 2020, 16, 645–660. [CrossRef] [PubMed]
3. Lewis, J.D.; Albenberg, L.; Lee, D.; Kratz, M.; Gottlieb, K.; Reinisch, W. The Importance and Challenges of Dietary Intervention

Trials for Inflammatory Bowel Disease. Inflamm. Bowel Dis. 2017, 23, 181–191. [CrossRef] [PubMed]
4. Clem, J.; Barthel, B. A Look at Plant-Based Diets. Missouri Med. 2021, 118, 233–238. [PubMed]
5. Haefeli, M.; Elfering, A. Pain assessment. Eur. Spine J. 2006, 15 (Suppl. 1), S17–S24. [CrossRef] [PubMed]
6. Wolfe, F.; Smythe, H.A.; Yunus, M.B.; Bennett, R.M.; Bombardier, C.; Goldenberg, D.L.; Tugwell, P.; Campbell, S.M.; Abeles,

M.; Clark, P.; et al. The American College of Rheumatology 1990 Criteria for the Classification of Fibromyalgia. Report of the
Multicenter Criteria Committee. Arthritis Rheum. 1990, 33, 160–172. [CrossRef] [PubMed]

7. National Heart Lung and Blood Institute. Study Quality Assessment Tools. Available online: https://www.nhlbi.nih.gov/health-
topics/study-quality-assessment-tools (accessed on 5 July 2022).

8. Kaartinen, K.; Lammi, K.; Hypen, M.; Nenonen, M.; Hanninen, O.; Rauma, A.L. Vegan diet alleviates fibromyalgia symptoms.
Scand. J. Rheumatol. 2000, 29, 308–313. [CrossRef]

9. Marum, A.P.; Moreira, C.; Tomas-Carus, P.; Saraiva, F.; Guerreiro, C.S. A low fermentable oligo-di-mono-saccharides and polyols
(FODMAP) diet is a balanced therapy for fibromyalgia with nutritional and symptomatic benefits. Nutr. Hosp. 2017, 34, 667–674.
[CrossRef]

10. Rodrigo, L.; Blanco, I.; Bobes, J.; de Serres, F.J. Effect of one year of a gluten-free diet on the clinical evolution of irritable bowel
syndrome plus fibromyalgia in patients with associated lymphocytic enteritis: A case-control study. Arthritis Res. Ther. 2014, 16,
421. [CrossRef] [PubMed]

11. Schrepf, A.; Harte, S.E.; Miller, N.; Fowler, C.; Nay, C.; Williams, D.A.; Clauw, D.J.; Rothberg, A. Improvement in the Spatial
Distribution of Pain, Somatic Symptoms, and Depression After a Weight Loss Intervention. J. Pain 2017, 18, 1542–1550. [CrossRef]
[PubMed]

12. Isasi, C.; Colmenero, I.; Casco, F.; Tejerina, E.; Fernandez, N.; Serrano-Vela, J.I.; Castro, M.J.; Villa, L.F. Fibromyalgia and non-celiac
gluten sensitivity: A description with remission of fibromyalgia. Rheumatol. Int. 2014, 34, 1607–1612. [CrossRef] [PubMed]

13. Rasmussen, L.B.; Mikkelsen, K.; Haugen, M.; Pripp, A.H.; Fields, J.Z.; Forre, O.T. Treatment of fibromyalgia at the Maharishi
Ayurveda Health Centre in Norway II–a 24-month follow-up pilot study. Clin. Rheumatol. 2012, 31, 821–827. [CrossRef]

14. Rasmussen, L.B.; Mikkelsen, K.; Haugen, M.; Pripp, A.H.; Forre, O.T. Treatment of fibromyalgia at the Maharishi Ayurveda
Health Centre in Norway. A six-month follow-up study. Clin. Exp. Rheumatol. 2009, 27, S46–S50.

15. Bennett, R.M. A raw vegetarian diet for patients with fibromyalgia. Curr. Rheumatol. Rep. 2002, 4, 284. [CrossRef] [PubMed]
16. Correa-Rodriguez, M.; Casas-Barragan, A.; Gonzalez-Jimenez, E.; Schmidt-RioValle, J.; Molina, F.; Aguilar-Ferrandiz, M.E. Dietary

Inflammatory Index Scores Are Associated with Pressure Pain Hypersensitivity in Women with Fibromyalgia. Pain Med. 2020, 21,
586–594. [CrossRef] [PubMed]

17. Rodrigo, L.; Blanco, I.; Bobes, J.; de Serres, F.J. Clinical impact of a gluten-free diet on health-related quality of life in seven
fibromyalgia syndrome patients with associated celiac disease. BMC Gastroenterol. 2013, 13, 157. [CrossRef]

18. Lamb, J.J.; Konda, V.R.; Quig, D.W.; Desai, A.; Minich, D.M.; Bouillon, L.; Chang, J.L.; Hsi, A.; Lerman, R.H.; Kornberg, J.; et al.
A program consisting of a phytonutrient-rich medical food and an elimination diet ameliorated fibromyalgia symptoms and
promoted toxic-element detoxification in a pilot trial. Altern. Ther. Health Med. 2011, 17, 36–44. [PubMed]

19. Marum, A.P.; Moreira, C.; Saraiva, F.; Tomas-Carus, P.; Sousa-Guerreiro, C. A low fermentable oligo-di-mono saccharides and
polyols (FODMAP) diet reduced pain and improved daily life in fibromyalgia patients. Scand. J. Pain 2016, 13, 166–172. [CrossRef]
[PubMed]

20. Vellisca, M.Y.; Latorre, J.I. Monosodium glutamate and aspartame in perceived pain in fibromyalgia. Rheumatol. Int. 2014, 34,
1011–1013. [CrossRef] [PubMed]

21. Azad, K.A.; Alam, M.N.; Haq, S.A.; Nahar, S.; Chowdhury, M.A.; Ali, S.M.; Ullah, A.K. Vegetarian diet in the treatment of
fibromyalgia. Bangladesh Med. Res. Counc. Bull. 2000, 26, 41–47.

http://doi.org/10.3390/ijms22083891
http://www.ncbi.nlm.nih.gov/pubmed/33918736
http://doi.org/10.1038/s41584-020-00506-w
http://www.ncbi.nlm.nih.gov/pubmed/33024295
http://doi.org/10.1097/MIB.0000000000001009
http://www.ncbi.nlm.nih.gov/pubmed/28079619
http://www.ncbi.nlm.nih.gov/pubmed/34149083
http://doi.org/10.1007/s00586-005-1044-x
http://www.ncbi.nlm.nih.gov/pubmed/16320034
http://doi.org/10.1002/art.1780330203
http://www.ncbi.nlm.nih.gov/pubmed/2306288
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
http://doi.org/10.1080/030097400447697
http://doi.org/10.20960/nh.703
http://doi.org/10.1186/s13075-014-0421-4
http://www.ncbi.nlm.nih.gov/pubmed/25160886
http://doi.org/10.1016/j.jpain.2017.08.004
http://www.ncbi.nlm.nih.gov/pubmed/28847734
http://doi.org/10.1007/s00296-014-2990-6
http://www.ncbi.nlm.nih.gov/pubmed/24728027
http://doi.org/10.1007/s10067-011-1907-y
http://doi.org/10.1007/s11926-002-0033-x
http://www.ncbi.nlm.nih.gov/pubmed/12166412
http://doi.org/10.1093/pm/pnz238
http://www.ncbi.nlm.nih.gov/pubmed/31553453
http://doi.org/10.1186/1471-230X-13-157
http://www.ncbi.nlm.nih.gov/pubmed/21717823
http://doi.org/10.1016/j.sjpain.2016.07.004
http://www.ncbi.nlm.nih.gov/pubmed/28850525
http://doi.org/10.1007/s00296-013-2801-5
http://www.ncbi.nlm.nih.gov/pubmed/23765203


Nutrients 2023, 15, 716 13 of 13

22. Donaldson, M.S.; Speight, N.; Loomis, S. Fibromyalgia syndrome improved using a mostly raw vegetarian diet: An observational
study. BMC Complement Altern. Med. 2001, 1, 7. [CrossRef]

23. Holton, K.F.; Taren, D.L.; Thomson, C.A.; Bennett, R.M.; Jones, K.D. The effect of dietary glutamate on fibromyalgia and irritable
bowel symptoms. Clin. Exp. Rheumatol. 2012, 30, 10–17. [PubMed]

24. Slim, M.; Calandre, E.P.; Garcia-Leiva, J.M.; Rico-Villademoros, F.; Molina-Barea, R.; Rodriguez-Lopez, C.M.; Morillas-Arques, P.
The Effects of a Gluten-free Diet Versus a Hypocaloric Diet Among Patients with Fibromyalgia Experiencing Gluten Sensitivity-like
Symptoms: A Pilot, Open-Label Randomized Clinical Trial. J. Clin. Gastroenterol. 2017, 51, 500–507. [CrossRef] [PubMed]

25. Pagliai, G.; Colombini, B.; Dinu, M.; Whittaker, A.; Masoni, A.; Danza, G.; Amedei, A.; Ballerini, G.; Benedettelli, S.; Sofi, F.
Effectiveness of a Khorasan Wheat-Based Replacement on Pain Symptoms and Quality of Life in Patients with Fibromyalgia.
Pain Med. 2020, 21, 2366–2372. [CrossRef] [PubMed]

26. Senna, M.K.; Sallam, R.A.; Ashour, H.S.; Elarman, M. Effect of weight reduction on the quality of life in obese patients with
fibromyalgia syndrome: A randomized controlled trial. Clin. Rheumatol. 2012, 31, 1591–1597. [CrossRef] [PubMed]

27. Hanninen, O.; Kaartinen, K.; Rauma, A.L.; Nenonen, M.; Torronen, R.; Hakkinen, A.S.; Adlercreutz, H.; Laakso, J. Antioxidants in
vegan diet and rheumatic disorders. Toxicology 2000, 155, 45–53. [CrossRef] [PubMed]

28. Kocyigit, B.F.; Okyay, R.A. The relationship between body mass index and pain, disease activity, depression and anxiety in
women with fibromyalgia. PeerJ 2018, 6, e4917. [CrossRef] [PubMed]

29. Spencer, E.A.; Appleby, P.N.; Davey, G.K.; Key, T.J. Diet and body mass index in 38000 EPIC-Oxford meat-eaters, fish-eaters,
vegetarians and vegans. Int. J. Obes. Relat. Metab. Disord. 2003, 27, 728–734. [CrossRef]

30. Barone, M.; Della Valle, N.; Rosania, R.; Facciorusso, A.; Trotta, A.; Cantatore, F.P.; Falco, S.; Pignatiello, S.; Viggiani, M.T.;
Amoruso, A.; et al. A comparison of the nutritional status between adult celiac patients on a long-term, strictly gluten-free diet
and healthy subjects. Eur. J. Clin. Nutr. 2016, 70, 23–27. [CrossRef] [PubMed]

31. Field, R.; Field, T.; Pourkazemi, F.; Rooney, K. Low-carbohydrate and ketogenic diets: A scoping review of neurological and
inflammatory outcomes in human studies and their relevance to chronic pain. Nutr. Res. Rev. 2022. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1186/1472-6882-1-7
http://www.ncbi.nlm.nih.gov/pubmed/22766026
http://doi.org/10.1097/MCG.0000000000000651
http://www.ncbi.nlm.nih.gov/pubmed/27548732
http://doi.org/10.1093/pm/pnaa134
http://www.ncbi.nlm.nih.gov/pubmed/32488245
http://doi.org/10.1007/s10067-012-2053-x
http://www.ncbi.nlm.nih.gov/pubmed/22948223
http://doi.org/10.1016/S0300-483X(00)00276-6
http://www.ncbi.nlm.nih.gov/pubmed/11156742
http://doi.org/10.7717/peerj.4917
http://www.ncbi.nlm.nih.gov/pubmed/29868295
http://doi.org/10.1038/sj.ijo.0802300
http://doi.org/10.1038/ejcn.2015.114
http://www.ncbi.nlm.nih.gov/pubmed/26173865
http://doi.org/10.1017/S0954422422000087

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

