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Abstract:  

Introduction : Pain quantification is essential for diagnostic and monitoring purposes where it is inherently 

subjective, and pain measurement in patients relies primarily on self-reports. The most common approaches 
to self-reported pain measurement are the use of a visual analog scale (VAS), numeric pain rating scales, and 
the Western Ontario and McMaster osteoarthritis Index pain scale. Objective pain measures are invaluable 
as they reflect different perspectives of the health condition like the physiological and psychological features 

of the patient making it difficult to interpret responses. Pain threshold is evaluated by methods including cuff 

algometry, pressure algometry, and algometry with electric stimulation. Pressure algometers(PA) are 

inexpensive, more convenient and widely available. Objectives : Primary: Is to determine in healthy 

volunteers the reliability of PA when it is applied on the medial part of the proximal tibia metaphysis along 

with VAS Scores Secondary: Is to evaluate if there were differences inpressure pain threshold(PPT) at the 

medial side of the knee between men and women. Methodology: After receiving the approval of the 
Institutional Ethics Committee 40 healthy volunteers under ASA 1 and 2 were included in a study using a 
randomized comparative study. All healthy volunteers both males and females age group between 15 to 65 

years were the inclusion criteria in this study after obtaining written informed consent from healthy 
volunteers. Exclusion criteria for this includes those with a healthy subject with no history of lower limb, 
spine or pelvic fractures, with the absence of skin disorders, peripheral neuropathies or vascular diseases and 
those who took painkillers for any reason in the previous week will be excluded. PPT is determined using a 
handheld pressure algometer device with an increasing of the pressure of 20Kpa/s, all the measurements 

were performed from the medial knee joint line with the knee flexed at 90 degree, by pushing the algometer 
the force applied to the tibia gradually increased. The participants were not allowed to see the algometer 
display in any moment, and, as soon as they experienced a painful sensation, they said “stop”, the algometer 
is immediately released and the force (in Kpa) is read from the display and they were also asked to indicate 
their pain intensity on a 10 cm line by using the VAS score simultaneously, based on both scores they were 

graded into mild, moderate and severe. Results: No significant demographic differences in age, gender or 

ASA classification have been observed in my study. PA AND VAS- Frequency distribution of patients 
studied. In our study, when quantifying the pain threshold in healthy volunteers using Pressure algometry 

and VAS, we obtained similar results with p value of 0.397 and p value of 0.366 respectively but were unable 
to detect any statistical significance and as observed males have high pain threshold compared to females 
based on the standard deviation of 1.55±0.43 and 1.43±0.49 respectively measured in our study. 

Conclusion: Both Pressure algometry and VAS is a reliable tool to quantify the pain threshold in a healthy 
volunteer and males have a high-pressure pain threshold compared to females. 

 

Keywords: Pressure algometry, Pressure pain threshold, Visual analogue scale. 
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Background (Introduction) 

Pain quantification is essential for diagnostic andmonitoring purposes in disorders around the knee,whereas pain is 

inherently subjective, and pain measurement in patients relies primarily on self-reports. (1)  .  The most common 

approaches to self-reported pain measurement are the use of a Visual AnalogueScale (VAS), Numeric pain rating 

scales, and the Western Ontario and McMaster osteoarthritis Index pain scale (2,3), although self-reported pain 

intensity is important, it is a composite of the physiological and psychological features of the patient and their health 

problem that is further mediated by social aspects, which can make it difficult to interpret responses (4,5), thus, 

objective pain measures are invaluable as they reflect different perspectives of the health condition, therefore, 

measuring knee pain is an important component of clinical practice; its importance is evident in the frequency with 

which it drives healthcare utilization as well as its impact on quality of life(6). 

An important step toward integrating pressure pain threshold (PPT) testing into routine clinical practice is the 

establishment of the reliability of viable instruments (7), such instruments must be commercially available, meet 

measurement standards, and function under ideal conditions; furthermore, they must not be cost-prohibitive when 

used in a clinical setting. 

Pain threshold is evaluated by methods including cuff algometry, pressure algometry, and algometry with electric 

stimulation (7,8,9). 

Pressure algometers are inexpensive, more convenient, and more widely available (10), Moreover, pressure algometry 

methods can be used for clinical research to measure the efficacy of therapeutic interventions for the treatment of 

pain as well as general psychophysiological research (7). 

 

Lacuna in Knowledge: 

Quantification of the pain is essential for diagnostic and monitoring purposes in which tenderness is the major 

symptom of muscle skeletal dysfunction and its accurate evaluation is important in the diagnostic procedure. 

In the clinical practice, digital pressure palpation is normally used to locate and assess the pain, however, this 

method is difficult to quantify and standardize because of the different degrees of pressure applied by the same or 

different examiners as well as the subjective report of pain by the subjects. [11]. 

The Pressure Pain Threshold (PPT) is defined as the point at which a non-painful pressure stimulus turns into a 

painful pressuresensation. 

Pressure algometry (PA) is a method described to objectify this PPT, this technique is a well-known and well-

validated method to induce acute experimental pain. Until now, the most objective tool and the gold standard 

method to quantify the pain is the Visual Analogue Scale (VAS).This score is very subjective depending on the 

person and a high correlation with the PA has been observed in a previous study (16,17,18). Given the need to better 

improve the method to quantify the tenderness and to monitor the pain [19], it was considered the possibility to apply 

the PA in the healthy volunteers. 

Objectives: 

PRIMARY: Is to determine in healthy volunteers the reliability PA when it is applied on the medial part of the 

proximal tibia metaphysis along with VAS Scores  

SECONDARY: Is to evaluate if there were differences in PPT at the medial side of the knee between men and 

women. 
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Materials & Methods:  

Source of data: 

     This study will be conducted on healthy volunteers at R. L. Jalappa Hospital and Research centre,Tamaka, Kolar. 

 Study Design: Comparative study. 

 Sample Size: Single group with sample size of 40 healthy volunteers. 

 Duration of study: One month 

Method of Collection of Data: 

 The experimental procedure will be explained and signed informed consent will be obtained from each 

participant.  

 The  ethics committee approval of our institution will be taken. 

 Result values will be recorded using a Proforma. 

Inclusion Criteria: 

 

 All healthy volunteers. 

 Both males and females age Ranging from 15 to 65 years. 

 

 

Exclusion Criteria: 

 

 Healthy subjects with no history of lower limb, spine or pelvic fractures. 

 Healthy subjects with the absence of skin disorders, peripheral neuropathies or vascular diseases.  

 Healthy subjects who took painkillers for any reason in the previous week will be excluded. 

 

Methodology: 

1) Detailed demography and history of the healthy subjects will be taken. 

2) Complete physical examination will be done. 

3) PPT is determined using a handheld Pressure algometer device with a 1 cm2 probe area with an increasing 

of the pressure rate of 20Kpa/s (Fig 1). 

4) The pressure algometer consists of a “pistol” handle and a rod with a pressure-sensitive gauge strain at the 

tip. 

5) All the measurements will be performed at 1 cm distal from the medial knee joint line with the knee flexed at 

90 degrees. 

6) This location was chosen because it is the point usually used to evaluate the presence of pain in the medial 

part of the knee when considering a surgical procedure like a noncompartmental or total knee arthroplasty 

or a high tibial osteotomy.  

7) PA is performed on the same day under quiet and nonstressful conditions. 

8) The tip of the algometer is positioned on this specific point.  

9) By pushing the algometer, the force applied to the tibia gradually increased. The participants were not 

allowed to see the algometer display in any moment, and, as soon as the volunteers experienced a painful 

sensation, they said “stop”, the algometer is immediately released and the force (in Kpa) is read from the 

display. 

10) Two trained raters were instructed in the application of algometry.  

11) To determine the value of PPT, we used the method described by Nussbaum and Downes [20].  

12) Both raters made 3 consecutive algometry applications at the prescribed rate of 20KPa/s, 1 minute apart.  
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13) The first measurement was considered as a trial and the final value of the PPT is calculated from the mean 

of the second and third measurements.  

14) The number of raters (2), the time elapsed between both measurements (3–4 hours) and the time between 

measurements per participant (10–20 minutes) were decided on with the purpose properly evaluating the 

device and avoiding potential disturbances of any clinical variation of the patientbetween measurements 
[1,15]. 

15) The two self-reported scales have verbal anchors at the beginning and end with “no pain” and “worst pain 

imaginable”, respectively. Patients were asked to indicate their pain intensity on a 10 cm line when using the 

VAS score(Fig 2) simultaneously while using a pressure algometry device. 

 

 

 

 

Fig 1:Pressure Algometer 

 

 
 

Fig 2: Vas Score Scale(Nrs Scale) 

 

Forty volunteers were finally assessed. 
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Statistical Methods: 

 

 Study design:Comparative study 

 Statistical Analysis: 

 Continuous variables are described as the average and standard deviation or as the median and interquartile 

range, according to their distribution. Categorical variables are expressed as the absolute and relative 

frequencies. The results of the right- and left-side algometric measurements and the NRS and VAS results 

were compared by Wilcoxon’s test. The agreement between the scales was assessed by the intraclass 

correlation coefficient (ICC). Moreover, Bland-Altman’s method was used to assess the agreement for pain. 

 The comparison of the scales and algometry results according to the cause of pain was determined by Mann-

Whitney or Student’s test for continuous variables, according to the distribution, and for categorical 

variables, Pearson’s chi-square test was used. The correlation between the scales and algometry results was 

assessed using Spearman’s correlation coefficient. 

Parameters to be Observed: 

 Vas Scores 

 Algometer Scores. 

 

Results: 

Forty volunteers were finally assessed, 20 men and 20 women, with a mean age of 36.7 years and SD 15.81) (Table 

1). Pressure algometry was well-tolerated by all the participants. 

All values showed in Tables 1–4 presented an excellent correlation. 

 No significant demographic differences in age, gender or ASA classification have been observed as shown in table 1 

to table 4. 

 

 

Table 1: Age in Years-Frequency distribution of patients studied 

 

Age in Years No. of Healthy Volunteers % 

15-30 23 57.5 

31-40 5 12.5 

>40 12 30.0 

Total 40 100.0 

     Mean ± SD: 36.70±15.81 
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Table 2: Gender- Frequency distribution of patients studied 

 

Gender No. of Healthy Volunteers % 

Female 20 50.0 

Male 20 50.0 

Total 40 100.0 

 

 

 

 

Table 3: Age in Years- Frequency distribution of patients studied 

 

 

 

  

P=0.198, Not Significant, Student t test 

 

 

Table 4: ASA Grade- Frequency distribution of patients studied 

 

ASA Grade 
Gender 

Total 
Female Male 

1.00 9(45%) 8(40%) 17(42.5%) 

2.00 11(55%) 12(60%) 23(57.5%) 

Total 20(100%) 20(100%) 40(100%) 

 

 

 

 

 

 

 

 

 

 

Age in Years 
Gender 

Total 
Female Male 

15-30 13(65%) 10(50%) 23(57.5%) 

31-40 2(10%) 3(15%) 5(12.5%) 

>40 5(25%) 7(35%) 12(30%) 

Total 20(100%) 20(100%) 40(100%) 

Mean ± SD 33.45±11.39 39.95±19.02 36.7±15.82 
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Table 5: PA AND VAS- Frequency distribution of patients studied 

 

Variables 
Gender 

Total 
Female Male 

Pressure Algometry Score    

 Mild 9(45%) 6(30%) 15(37.5%) 

 Moderate 4(20%) 6(30%) 10(25%) 

 Severe 7(35%) 8(40%) 15(37.5%) 

Visual Analog Score (VAS)    

 Mild 14(70%) 12(60%) 26(65%) 

 Moderate 6(30%) 8(40%) 14(35%) 

 Severe 0(0%) 0(0%) 0(0%) 

Total 20(100%) 20(100%) 40(100%) 

 

 

 
Fig 3: Showing PA and VAS score 
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Table 6: Comparison of PA and Vas in Males and Females Studied 

  

Variables 
Gender 

Total P Value 
Female Male 

Pressure Algometry Score 1.43±0.49 1.55±0.43 1.49±0.46 0.397 

Visual Analog Score (VAS) 3.1±0.85 3.35±0.88 3.23±0.86 0.366 

 

 
Fig 4: Showing PA & VAS scores and Gender 

 

Table 7: Pressure Algometry Score- Frequency distribution of patients studied 

 

Pressure 

Algometry Score 

Visual Analog Score (VAS) 
Total 

Mild Moderate 

Mild 10(38.5%) 5(35.7%) 15(37.5%) 

Moderate 5(19.2%) 5(35.7%) 10(25%) 

Severe 11(42.3%) 4(28.6%) 15(37.5%) 

Total 26(100%) 14(100%) 40(100%) 

           P=0.499, Not Significant, Fisher Exact Test 
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Fig 5: Showing comparison of PA and VAS 

 

 

Table 8: Comparison of Baseline clinical variables in male and females studied 

 

Variables 
Gender 

Total P Value 
Female Male 

Height (cm) 159.45±3.95 165±7.54 162.23±6.57 0.006** 

Weight (kg) 68.6±11.06 74.25±11.75 71.43±11.62 0.126 

Heart Rate(bpm) 80.35±8.32 80.35±9.48 80.35±8.8 1.000 

Baseline Blood Pressure (SBP) 121±11.65 122±8.94 121.5±10.27 0.762 

Baseline Blood Pressure (DBP) 78.5±10.89 82.5±10.2 80.5±10.61 0.238 

 

In our study, when quantifying the pain threshold in healthy volunteers using Pressure algometry and VAS, we 

obtained similar results with p value of 0.397 and p value of 0.366 respectively but were unable to detect any 

statistical significance and as observed males have high pain threshold compared to females based on the standard 

deviation of 1.55±0.43 and 1.43±0.49 respectively measured in our study. 

 

Discussion: 

One of the key concerns for anaesthesiologist is identifying and treating pain. 

In the present study, we investigated the correlation between self-reported pain perception instruments, the VAS and 

a pain provocation test with pressure algometry in a healthy volunteer. 

A study conducted by X. Pelfort et al showed PPT is measured on the medial part of the proximal metaphysis of the 

tibia. Based on their hypothesis the results confirmed that algometry is a useful tool in objectifying pain in the medial 

part of the knee. Secondarily, it was observed a higher PPT values for men.[16] 

By exerting a deep cross-friction pressure in the proximal gluteus region, Farasyn et al. investigated the usefulness of 

this technique in individuals with non-specific low back pain. Excellent inter- (ICC 0.97) and intra-rater (ICC 0.98) 

reliability was reported.[21] 

The first dorsal interosseous muscle, the neck and head muscles or after a spinal manipulation are some other body 

regions where other authors have showed a good reliability for this approach. [11,14,22,23] 

A study conducted by Pelfort X et al, Using the bone micro indentation technique, it was possible to determine the 

relationship between the emergence of end-of-stem pain and a preoperative reduction in local bone strength, as well 

as the potential value of pressure algometry in the diagnosis and monitoring of this particular group of patients, 

which resulted in the following conclusion: When applied to the tibial shaft, pressure algometry demonstrated high 
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intra- and interobserver correlation and was just as useful in quantifying stem tip discomfort as the VAS or functional 

measures.[26] 

Our study likewise produced results that are similar to the study cited above, showing that both PA and VAS scores 

are accurate indicators for assessment of pain.  

For the algometer to increase the local pressure while maintaining a constant speed (20 Kpa/s) during the 

measurement, the observer must be able to see the digital display. Due to this fact, the volunteer's "stop" command 

determines the final value (in Kpa), which is not blinded from the rater. This fact is considered as a study limitation 

in our study. 

Another interesting finding of this study was the significant lower values of PPT obtained in women compared with 

men. Previous studies have found similar results when PA was applied in other locations of the human body [24,25]. 

Fisher et al., in a study, conducted in a healthy population found higher values of PPT in males in 8 out of 9 different 

muscle regions evaluated. In a recent study, Aweid et al. [27]analysed the PTT in healthy runners in the medial part of 

the distal tibia. They also observed a lower PTT in females compared to males. The reasons to explain these findings 

are not well-known, but different authors referred hormonal reasons as a possible explanation for these differences. 

Similar to the abovementioned study, we also found a similar result was that significant lower values of PPT 

obtained in women compared with men. 

We used one-dimensional instruments that have been recommended by several studies [25,26]. However, other authors 

have disagreed with that approach, as they consider one-dimensional instruments to be less effective because they do 

not reflect the full complexity of the pain. The complexity of the experience of pain requires multidimensional 

assessment that combines pain intensity scores and other measurements of the various domains of pain. 

The crucial feature in the assessment of pain is not the choice of the scale to be used but the conditions of its use, 

which includes the following: the standardized anchor descriptors, methods of application, time intervals, 

interpretation of the clinical meaning, level of cognitive development, age, educational level, and patient’s 

preferences [28]. 

 

Conclusion: 

Both Pressure algometry and VAS is a reliable tool to quantify the pain threshold in a healthy volunteer and males 

have a high-pressure pain threshold compared to females. 

 

Limitations: 

In future we will need to employ a large sample size to look for any gender differences in pain threshold and can be 

applied to patients. 
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References: 

1) Colbert CJ, Song J, Dunlop D, et al.:Knee confidence as it relates to physical function outcome in persons with 

or at high risk of knee osteoarthritis in the osteoarthritisinitiative. Arthritis Rheum, 2012, 64:1437–1446. 

2) Kersten P, White PJ, Tennant A: The visual analogue WOMAC 3.0 scale— internal validity and 

responsiveness of the VAS version. BMC musculoskeletal Disorders, 2010, 11: 80.  

3) Myles PS, Troedel S, Boquest M, et al.: The pain visual analog scale: is it linear or nonlinear? AnesthAnalg, 

1999, 89: 1517–1520.  

4) Sullivan MJ: Toward a biopsychomotor conceptualization of pain: implications for research and intervention. 

Clin J Pain, 2008, 24: 281–290. 

5) Kocak FU, Unver B, Karatosun V, et al.: Associations between radiographic changes and function, pain, range 

of motion, muscle strength and knee function score in patients with osteoarthritis of the knee. J Phys Ther Sci, 

2009, 21: 93–97.  



Scope 

Volume 13 Number 4 December 2023 
 

 

1301 www.scope-journal.com 

 

6) Koca I, Boyaci A, Tutoglu A, et al.: The relationship between quadriceps thickness, radiological staging, and 

clinical parameters in knee osteoarthritis. J Phys Ther Sci, 2014, 26: 931–936.  

7) Melia M, Schmidt M, Geissler B, et al.: Measuring mechanical pain: the refinement and standardization of 

pressure pain threshold measurements. Behav Res Methods, 2015, 47: 216–227. 

8) Yoo WG: Changes in pressure pain threshold of the upper trapezius, levator scapular and rhomboid muscles 

during continuous computer work. J Phys Ther Sci, 2013, 25: 1021–1022.  

9) Vatine JJ, Shapira SC, Magora F, et al.: Electronic pressure algometry of deep pain in healthy volunteers. Arch 

Phys Med Rehabil, 1993, 74: 526– 530. 

10) Koo TK, Guo JY, Brown CM: Test-retest reliability, repeatability, and sensitivity of an automated deformation-

controlled indentation on pressure pain threshold measurement. J Manipulative PhysiolTher, 2013, 36: 84–90.  

11) Chesterton LS, Sim J, Wright CC, Foster NE. Interrater reliability of algometry in measuring pressure pain 

thresholds in healthy humans, using multiple raters. Clin J Pain 2007;33:760–6. 

12) Kosek E, Ekholm J, Hansson P. Pressure pain thresholds in different tissues in one body region. The influence 

of skin sensitivity in pressure algometry. Scand J Rehab Med 1999;31:89–93. 

13) Fredberg U, Bolvig L, Pfeiffer-Jensen M, Clemmensen D, Jakobsen BW, Stengaard-Pedersen K. 

Ultrasonography as a tool for diagnosis, guidance of local steroid injection and, together with pressure 

algometry, monitoring of the treatment of athletes with chronic jumper’s knee and Achilles tendinitis: a 

randomized, double-blind, placebo-controlled study. Scand J Rheumatol 2004;33:94–101.  

14) Ylinen J, Nykänen M, Kautiainen H, Häkkinen A. Evaluation of repeatibility of pressure algometry on the neck 

muscles for clinical use. Man Ther 2007;12:192–7. 

15) Van Wilgen P, van der Noord R, Zwerver J. Feasibility and reliability of pain pressure threshold measurements 

in patellar tendinopathy. J Sci Med Sport 2011;14:477–81 

16) Pelfort X, Güerri RC, Sánchez JF, Dürsteler C, Valverde D, Hinarejos P, et al. Bone micro-indentation and 

pressure algometry applied to revision total knee replacement and tibial end-of-stem pain. Preliminary results in 

a group of 20 patients. Rev Esp Cir OrthopTraumatol 2014;58:206–11. 

17) Zaffagnini S, Bonanzinga T, Grassi A, Muccioli G, Musiani C, Raggi F, et al. Combined ACL reconstruction 

and closing-wedge HTO for varus angulated ACL-deficient knees. Knee Surg Sports TraumatolArthrosc 

2013;21:934–41.  

18) Kohn L, Sauerschnig M, Iskansar S, Lorenz S, Meidinger G, Imhoff AB, et al. Age does not influence the 

clinical outcome after high tibial osteotomy. Knee Surg Sports TraumatolArthrosc 2013;21:146–51. 

19) Cobos R, LatorreA,Aizpuru F, Guenaga JI, Sarasqueta C, EscobarA, et al.Variability of indication criteria in 

knee and hip replacement: an observational study. BMC MusculoskeletDisord 2010;26(11):249 

20) Nussbaum E, Downes L. Reliability of clinical pressure-pain algometric measurements obtained on consecutive 

days. Phys Ther 1998;78:160–9. Farasyn A, Meeusen R, Nijs J. Validity of cross-friction algometry procedure 

in referred muscle pain syndromes. Clin J Pain 2008;24:456–62. 

21) Farasyn A, Meeusen R, Nijs J. Validity of cross-friction algometry procedure in referred muscle pain 

syndromes. Clin J Pain 2008;24:456–62. 

22) Walton D, Macdermid J, Nielson W, Teasell R, Chiasson M, Brown L. Reliability, standard error, and 

minimum detectable change of clinical pressure pain threshold testing in people with and without acute neck 

pain. J Orthop Sports Phys Ther 2011;41:644–50. 

23) Antonaci F, Sand T, Lucas G. Pressure algometry in healthy subjects: interexaminer variability. Scand J Rehab 

Med 1998;30:3–8. 

24) Hogeweg JA, Langereis MJ, Bernards AT, Faber JA, Helders JM. Algometry. Measuring pain threshold. 

Method and characteristics in healthy subjects. Scan J Rehab Med 1992;24:99–103.  

25) Magora A, Vatine J, Magora F. Quantification of musculoskeletal pain by pressure algometry. Pain Clinic 

1992;5:101–4. 



Scope 

Volume 13 Number 4 December 2023 
 

 

1302 www.scope-journal.com 

 

26) Caraceni A, Cherny N, Fainsinger R, et al. Pain measurement tools and methods in clinical research in 

palliative care: recommendations of an Expert Working Group of the European Association of Palliative Care. 

J Pain Symptom Manage 2002;23:239–55. 

27) Aweid O, Gallie R, Morrissey D, Crisp T, Maffulli N, Malliaras P, et al. Medial tibial pain pressure threshold 

algometry in runners. Knee Surg Sports TraumatolArthrosc 2014;22:1549–55. 

28) Isselée H, De Laat A, De Mot B, Lysens R. Pressure-pain threshold variation in temporomandibular disorder 

myalgia over the course of the menstrual cycle. J Orofac Pain 2002;16:105–17. 

 


	Comparitive Study of Vas Scores and Pressure Algometry to Quantify Pain in Healthy Subjects
	Corresponding Author: Ravi Madhusudhana
	Abstract:
	Conflict of Interest- Nil

