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Abstract: Emerging evidence is increasingly supporting the use of transcranial photobiomodulation
(tPBM) to improve symptoms of neurodegenerative diseases, including Parkinson’s disease (PD). The
objective of this study was to analyse the safety and efficacy of tPBM for PD motor symptoms. The
study was a triple blind, randomized placebo-controlled trial with 40 idiopathic PD patients receiving
either active tPBM (635 nm plus 810 nm LEDs) or sham tPBM for 24 min per day (56.88J), six days
per week, for 12 weeks. The primary outcome measures were treatment safety and a 37-item MDS-
UPDRS-III (motor domain) assessed at baseline and 12 weeks. Individual MDS-UPDRS-III items were
clustered into sub-score domains (facial, upper-limb, lower-limb, gait, and tremor). The treatment
produced no safety concerns or adverse events, apart from occasional temporary and minor dizziness.
There was no significant difference in total MDS-UPDRS-III scores between groups, presumably
due to the placebo effect. Additional analyses demonstrated that facial and lower-limb sub-scores
significantly improved with active treatment, while gait and lower-limb sub-scores significantly
improved with sham treatment. Approximately 70% of participants responded to active treatment
(≥5 decrease in MDS-UPDRS-III score) and improved in all sub-scores, while sham responders
improved in lower-limb sub-scores only. tPBM appears to be a safe treatment and improved several
PD motor symptoms in patients that responded to treatment. tPBM is proving to be increasingly
attractive as a possible non-pharmaceutical adjunct therapy.

Keywords: photobiomodulation; transcranial; Parkinson’s disease; mobility

1. Introduction

Parkinson’s disease (PD) is the second most common neurodegenerative disorder
with a complex pathogenesis that results in a heterogenous mix of motor and non-motor
manifestations [1]. Due to the increasing prevalence of PD in the past 20 years and its
progressive nature, the effects of PD on disability-adjusted life years is significant and
expected to increase [2–5].
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There are a wide variety of treatment approaches that minimize symptoms and im-
prove quality of life. For example, dopamine supplementation can improve both quality of
life and motor symptoms [6], and deep brain stimulation offers significant improvements in
motor symptoms [7]. However, the currently available treatments can cause unpredictable
results and can incur potentially serious side effects [8]. PD patients show a heterogeneity
of pathophysiology and clinical presentations, [9] which allows for the categorization of
sub-types of PD [10]. PD patients also show heterogeneity in their response to various
treatments, resulting in responders and non-responders to treatments [10]. This highlights
the need to understand how different clinical sub-types of PD respond to treatment as well
as the need to develop safe and effective treatments.

Photobiomodulation (PBM) is a non-invasive and non-thermal light therapy that ben-
efits many health conditions and has recently been demonstrated to alleviate symptoms of
neurological diseases [11]. PBM therapy uses wavelengths of red or near infrared light to
penetrate tissue and affect cellular metabolism [12]. PBM therapy directly effects neuronal
cellular metabolism and results in an increase in ATP production in the mitochondrial
electron transport chain and down-regulation of proinflammatory cytokines, thereby in-
creasing cellular energy and cell survival [13]. Animal PD models suggest that PBM is a
potential adjunct therapy for PD [14]. Transcranial PBM (tPBM) has also been shown to
immediately effect brain waves [15] and recently has been shown to improve cognitive
function in patients with dementia [16] and chronic traumatic encephalopathy (CTE) [17].
Clinical trials of tPBM on PD patients, although limited, are encouraging, with a recent
proof-of-concept waitlist study showing clinical improvements in PD symptoms [18].

The objective of the study reported here used the first wave of data from a triple-
blind clinical study to evaluate the effect of tPBM on specific, clinically relevant PD motor
symptoms, using a post-hoc analysis of sub-scores of MDS-UPDRS-III (motor domain).
MDS-UPDRS-III sub-scores may more accurately reflect changes in PD motor symptoms
than the total score.

2. Materials and Methods

The study was approved by the Sydney Adventist Health Human Ethics Research
Committee, approval number (2019-032). All patients/participants provided written in-
formed consent to participate in this study. The study was registered with ANZCTR,
registration identifier (12621001722886). The study design is shown in Figure 1.

The protocol used in this study has been described previously [19]. Briefly, the study
was a triple-blind [20], randomized placebo-controlled trial (RCT), conducted over 24 weeks
entirely remotely, with online, rather than in person face-to-face contact with trial partic-
ipants. Conducting the study remotely was dictated by the SARS-CoV-2 pandemic and
government constraints that were in place as public orders dictated the remote nature of
the trial. Participants, assessors, and data analysts were blinded to active versus sham treat-
ment. One participant liaison researcher was not blinded to the trial to provide continual
technical and administrative assistance to participants.

Forty participants (20 male, 20 female) previously diagnosed by a neurologist with
idiopathic PD (Hoehn and Yahr stage I or II, 65 to 80 years-of-age) and selected subject
to inclusion and exclusion criteria (Supplementary Table S1), were randomized to the
treatment or sham group via an independent administrator and thereafter identified via
a study identification number. Participants received their tPBM device (active or sham)
by mail and were instructed on how to apply the treatment via internet-based video
conferences to ensure correct device fitment and operation. The MDS-UPDRS-III was
collected and documented using a visual assessment obtained via Zoom video link. Each
participant had a ‘carer’ that was able to manipulate the camera to ensure that the assessor
had an optimal view. Each participant was re-assessed by the same assessor.



J. Clin. Med. 2023, 12, 2846 3 of 8J. Clin. Med. 2023, 12, x FOR PEER REVIEW 3 of 8 
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peutic light. The sham group was told that light was infrared and could not be seen [19]. 

Figure 1. Consort Flow Diagram. Withdrawals: falls week 8, multiple myeloma week 1.

The tPBM protocol consisted of 12 weeks of 24-min sessions, six times per week. The
treatment group received tPBM with a SYMBYX Neuro helmet, purposely designed for
treating symptoms of PD (Figure 2). It consisted of 40 diodes that delivered 12 min of red
light (20 × 635 nm LEDs) followed by 12 min of infrared light (20 × 810 nm LEDs). A
total of 37.44 and 19.44 joules were delivered from each of 20 diodes, providing a total
of 1137 joules administered each session. The sham device was identical but delivered
no therapeutic light. The sham group was told that light was infrared and could not be
seen [19].
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Outcome measures were assessed remotely by a neurologist and physiotherapists
trained in the administration of the MDS-UPDRS-III before receiving their helmet device
and after 12 weeks of treatment. Video assessment using this tool has been found to be
a valid method for assessing PD [21]. However, two items were removed from the MDS-
UPDRS-III due to safety concerns when conducted remotely (3:3 rigidity and 3:12 postural
imbalance). This modified version has also been validated for use both in person and when
conducted via remote delivery [22,23].

Treatment safety was addressed continuously, with participants having access to
medical advice via direct 24-h phone access. Participants were also contacted (via video
conference and email) every two weeks or more frequently if requested by the participant.
Medical or health concerns were recorded as a Suspected Adverse Event (SAE). Each SAE
was assessed by a team of two neurologists and the study coordinator. Any “side-effects”
that the participants observed were also recorded. Treatment compliance was assessed by
participant carers who monitored participant use of the PBM devices.

After 12 weeks of treatment, the RCT phase of the trial ended, and the cross-over
phase of the trial began. Participants were unblinded and those in the sham group were
offered 12 weeks of active treatment (cross-over phase) and those in the active group were
untreated for 12 weeks (washout phase). Assessors and data analysts remained blinded to
the treatment changes. Assessment was conducted at baseline, 12 weeks, and 24 weeks.
This report describes the results from the first 12 weeks (RCT phase).

The first analysis was to assess the total MDS-UPDRS-III score and the second analysis
was to investigate the individual components of the MDS-UPDRS-III. The individual items
were combined into clinically relevant sub-scores: facial (items 3.1 and 3.2) upper-limb
(items 3.4, 3.5, and 3.6), lower-limb (items 3.7, 3.8, and 3.9), gait (items 3.10, 3.11, 3.13, and
3.14) and tremor (items 3.15, 3.16, 3.17, and 3.18). Participants were also categorized as
“responders” and “non-responders” based on an improvement in MDS-UPDRS-III scores
of greater than or equal to 5, which corresponds to a moderate or large clinically important
difference (CID) [24]. The study was pragmatic and there was no data to determine the
power of the study. Significant changes in outcome measures were determined with paired
t-tests using a p value of 0.05.

3. Results

Demographic details of the participants are shown in Supplementary Table S2. The
safety of tPBM was established over the 12 weeks of the study, with no SAEs attributable to
the treatment. The treatment was well tolerated, and compliance was excellent, with no
withdrawals from the treatment group and three from the sham group (see Figure 1). The
remote design of the study was easily managed, and participants stated that they used the
device as prescribed.

The sham group at baseline had a higher average MDS-UPDRS-III score (mean = 26.0,
sd = 13.81) than the treatment group (mean = 21.4, sd = 9.43), however, this difference was
not significant. Total MDS-UPDRS-III scores improved significantly in both the treatment
group (p = 0.011) and the sham group (p = 0.010) with a mean improvement of 23% and
24% above the baseline score in the treatment and sham groups, respectively (Table 1).

In the second analysis using sub-scores, there was no significant difference between
the sham and treatment groups for any sub-score at baseline. At 12 weeks, the facial
sub-score was significantly improved in the treatment group (p = 0.008) but not the sham
group (p = 0.076), while the gait sub-score was significantly improved in the sham group
(p = 0.046) but not the treatment group (p = 0.102). Both groups showed statistically
significant improvement in the lower-limb sub-score (treatment p = 0.017; sham p = 0.007).
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Table 1. UPDRS-MDS-III (modified) results of all participants and responders to active PBM treatment
and sham treatment.

Group Baseline
Mean (SD)

12-Week
Mean (SD)

Mean
Difference

Paired t-Test

Mean %
Improvement T Score p Value

UPDRS scores for all participants (df: active = 19; sham = 17)

Total score
Active 21.35 (9.43) 16.45 (9.48) −4.90 (7.67) 23% 2.84 0.010 *

Sham 26.00 (13.81) 20.47 (12.83) −5.52 (7.93) 21% 2.85 0.011 *

Facial
Active 2.26 (1.44) 1.73 (1.66) −0.53 (0.77) 23% 2.92 0.008 *

Sham 2.24 (1.44) 1.88 (1.49) −0.36 (0.93) 16% 1.56 0.138

Upper limb
Active 6.63 (3.53) 4.84 (3.82) −1.79 (3.88) 27% 1.84 0.060

Sham 7.24 (4.68) 6.59 (4.87) −0.64 (3.37) 9% 0.79 0.440

Lower limb
Active 4.26 (2.51) 2.47 (2.38) −2.26 (2.62) 53% 2.61 0.017 *

Sham 6.24 (3.68) 3.88 (2.29) −2.36 (3.16) 38% 3.04 0.007 *

Gait
Active 3.37 (1.54) 2.79 (1.87) −0.58 (1.46) 17% 1.87 0.102

Sham 5.00 (2.80) 3.65 (2.85) −1.35 (2.57) 27% 2.16 0.046 *

Tremor
Active 4.84 (3.48) 4.11 (2.96) −0.74 (2.58) 15% 0.51 0.229

Sham 5.29 (5.59) 4.47 (4.45) −0.82 (3.6) 16% 0.93 0.361

UPDRS scores for responders (df: active = 13; sham = 9)

Total Active 22.86 (10.39) 14.57 (8.87) −8.29 (5.17) 36% 6.00 <0.001 *

score Sham 29.80 10.39) 18.80 (14.31) −11.00 (2.98) 37% 11.67 <0.001 *

Facial Active 2.07 (1.38) 1.50 (1.51) −0.57 (0.76) 28% 2.83 0.014 *

Sham 2.10 (1.52) 1.50 (1.43) −0.60 (0.97) 29% 1.97 0.081

Upper Limb
Active 7.07 (3.73) 4.29 (3.58) −2.79 (3.89) 40% 2.68 0.019 *

Sham 8.30 (5.31) 6.30 (5.25) −2.00 (2.91) 24% 2.18 0.058

Lower Limb
Active 4.29 (2.73) 1.79 (2.12) −2.50 (2.41) 58% 3.88 0.002 *

Sham 7.60 (3.57) 3.70 (2.41) −3.90 (2.57) 51% 4.82 0.001 *

Gait
Active 3.57 (1.40) 2.57 (1.79) −1.00 (1.24) 28% 3.01 0.010 *

Sham 5.60 (2.99) 3.60 (2.91 −2.00 (2.98) 36% 2.12 0.063

Tremor
Active 5.86 (3.39) 4.43 (3.03) −1.43 (2.34) 24% 2.28 0.040 *

Sham 6.20 (6.51) 3.70 (4.53) −2.50 (3.63) 40% 2.18 0.057

SD = standard deviation; df = degrees of freedom; * = significant at p = 0.05.

In the final analysis, when only responders were considered, all five clinically relevant
sub-scores significantly improved in the treatment group (Table 1), with improvements of
between 24% and 58%. The only significant improvement in the sham group was in the
lower-limb sub-score.

4. Discussion

The first wave results of our study demonstrated a significant improvement in both
the sham and active tPBM groups for total MDS-UPDRS-III scores. This dual improve-
ment is most likely related to placebo effects in PD treatment trials, which are frequently
documented [25,26]. Placebo responses in PD trials are predominately due to dopamine
release [26], so this was not an unexpected finding [27].

While the gold standard assessment tool for PD is the MDS-UPDRS [28], the total score
of the MDS-UPDRS-III may fail to meaningfully monitor motor changes and clinical im-
provements in some PD patients [29], due to the motor subtypes that can occur in PD [9,10].
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Recent reexamination of motor symptoms in PD has suggested that symptoms have dis-
tinct patterns based on body location, which may manifest as differences in response to
treatment [30,31]. When MDS-UPDRS-III items were grouped into sub-scores, responders
to tPBM (approximately 70% of those receiving active treatment) showed a significant
improvement in all MDS-UPDRS-III sub-scores. Although the use of MDS-UPDRS-III
sub-group scores is a novel way of investigating PD, it may not inform on treatment speci-
ficity. Motor subtypes in PD have been recognized as clinically and pathophysiologically
distinct [32], and MDS-UPDRS-III sub-scores may aid in uncovering specific treatment
effects. In addition, analyses by responders and non-responders is often used in assessing
medical devices and in pharmaceutical trials. Such analyses have been used in epilepsy [33],
PD [34] and cognitive studies [35]. The identification of which patient characteristics can
result in a positive response to treatment would help with further hypothesis generation
and information regarding treatment effects.

There were several limitations in this study. The trial ran during the SARS-CoV-2
pandemic which necessitated investigators supervising participants remotely. Frequent
internet video conferencing ensured that participants followed treatment protocols consis-
tently. The sample size was small, but as a pragmatic study to assess feasibility of tPBM
treatment of PD, it was sufficient to generate data to inform on future research. The 12-week
treatment protocol was short for a progressive long-term disease; however, this was the
first phase of a longer 24-week trial (reported elsewhere) that will yield more data and
these initial promising results suggest that longer trials are warranted. While it is true that
the MDS-UPDRS motor scores have been validated as a whole and the sub-score groupings
have not, the use of the sub-score groupings in clinically relevant motor areas has generated
useful data for further validation and studies.

5. Conclusions

This remotely run study is the first triple blind RCT assessing efficacy and safety of
a novel transcranial PBM device for PD. It was found that tPBM was safe, well tolerated
and improved specific motor symptoms for a majority of the sub-scores of the treatment
cohort. Current treatments for PD provide limited long-term results, highlighting the
need to examine new and less-researched therapies. The use of tPBM to treat symptoms
of PD reflects an emerging application of light-based technologies to expand treatment
options. The response of some participants to tPBM treatment in this study suggests that
further research with a larger trial is needed to build an understanding of the application
of tPBM to treat the symptoms of PD. Finally, the characteristics of PD patients who might
respond positively to tPBM therapy requires further exploration. The results of this study
are encouraging and suggest that tPBM can meaningfully improve individual motor signs
of PD and be used as a safe and non-pharmaceutical adjunct treatment for the management
of symptoms of PD.
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