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Abstract: Background/Objectives: Knee osteoarthritis (KOA) is one of the most common
causes of chronic pain and disability in older adults. Its mechanisms are both peripheral
and central, causing discordance between pain intensity and disease severity. To provide
better, mechanism-driven treatments for KOA, it is important to understand the emotional,
physical, and neurophysiological factors that influence pain intensity. Thus, we proposed a
multivariate model investigation of the multimodal predictors of pain intensity in patients
with chronic KOA pain. Methods: We conducted an extensive assessment of 105 KOA
patients. We used two different types of outcomes: (i) activity-related (Western Ontario and
McMaster Universities Osteoarthritis [WOMAC] pain scale), and (ii) non-specific (visual
analog scale [VAS]) pain assessments. Results: We found the following. (1) A higher
WOMAC pain score was predicted by sensory–motor markers (lower intracortical inhi-
bition [p = 0.021] and higher beta-band oscillations [p = 0.027]) and central sensitization
(dysfunctional CPM response [p < 0.001]), in addition to the psychological and peripheral
sensitization factors (adjusted R2 = 52%, F (5, 99) = 22.81, p < 0.0001). (2) Conversely,
higher VAS pain intensity was only predicted by psychological factors (higher depression
[p = 0.021] and pain catastrophizing [p = 0.003]), peripheral sensitization (lower pain
thresholds), and worse motor function (balance test) (adjusted R2 = 36%, F (5, 99) = 12.57,
p < 0.0001). Interestingly, no TMS or EEG markers were associated with VAS pain.
Conclusions: Our study supports the notion that pain during physical activity is associated
with a neural signature that demonstrates a lack of compensatory mechanisms for pain
(decreased cortical inhibition, higher beta-band oscillations, and defective CPM), and it is
different from the pain at rest, measured by the VAS, which is related mostly to emotional
circuit dysregulation. These findings are important for developing better-targeted neural
therapies given the contribution of different neural mechanisms to OA pain.

Keywords: chronic pain; biomarkers; electroencephalography; osteoarthritis; rehabilitation

J. Clin. Med. 2025, 14, 3633 https://doi.org/10.3390/jcm14113633

https://doi.org/10.3390/jcm14113633
https://doi.org/10.3390/jcm14113633
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jcm
https://www.mdpi.com
https://orcid.org/0000-0003-0355-9697
https://orcid.org/0000-0002-2387-8970
https://orcid.org/0000-0002-1703-7526
https://doi.org/10.3390/jcm14113633
https://www.mdpi.com/article/10.3390/jcm14113633?type=check_update&version=1


J. Clin. Med. 2025, 14, 3633 2 of 21

1. Introduction
One of the most common causes of chronic pain and disability in individuals over the

age of 65 is knee osteoarthritis (KOA) [1]. Osteoarthritis in general affects over 7.6% of the
global population, the prevalence is higher in women, and given the aging of the population
worldwide, its prevalence is expected to increase significantly [2–6]. The main risk factors
for KOA include female sex, lower socioeconomic status, obesity, sports participation and
having a previous knee injury [4,7–9]. A common occurrence in individuals with KOA is a
symptomatic mismatch when it comes to pain and disease severity: the amount of pain felt
is not justified by the disease stage [10]. For this reason, and the lack of full understanding of
the chronic pain mechanisms in OA, the conventional, pharmacological treatments for KOA
pain are usually ineffective or unsatisfactory with several side effects [11,12]. Thus, it is
important to fully comprehend the factors behind the dissonance of KOA symptomatology
and its severity through the identification of predictors of KOA pain intensity.

As the most common manifestation of KOA, chronic pain is at the center of treatment
and the main reason behind patients with OA seeking clinical attention [13]. The context
of chronic pain in OA has been found to be caused by peripheral and central mechanisms
and to be affected by multidimensional factors, proposing a biopsychosocial model of
pain [14,15]. The peripheral mechanisms of KOA pain include the reduction in the pain
threshold, and thus, the hypersensitivity of nociceptors found in the joint, mediated by
inflammatory molecules such as prostaglandins and different cytokines [16,17]. Once the
painful signals reach the central nervous system, the central mechanisms of chronic KOA
pain are related to the process of central sensitization, which includes the lowering of
central pain threshold recognition and the causing of pain to be more perceptible through
even innocuous or unpainful stimuli, leading to a common phenomenon in patients with
KOA, which is the disease severity and pain intensity dissociation [17]. Moreover, con-
sidering the central mechanisms of chronic pain in OA, including central sensitization
and malfunctioning cortical excitability networks, evidence indicates that the intracortical
inhibition and endogenous pain modulation system significantly impact the modulation
and maintenance of chronic pain in KOA [18]. However, the concrete pain mechanisms and
central nervous system influences on chronic KOA pain have yet to be fully comprehended.
Given this understanding, these systems can lead to a more mechanism-driven treatment
for this condition. For instance, more conservative approaches to treating OA pain, such as
patient education, manual therapy, and dry needling for pain management, can target the
extra-peripheral pain mechanisms in individuals with KOA pain, which could help reduce
the dissociation between disease progression and pain intensity due to its multimodal
approach [19–21].

Several studies have found associations between sleep patterns, fatigue, depression,
and catastrophizing, and pain in individuals with OA [22–24]. Not only is pain increased by
these factors, but individuals’ responses to treatment for KOA chronic pain are suggested
to be modulated by these biopsychosocial factors. Rayahin and colleagues have found
a significant reduction in the KOA pain treatment efficacy in patients with high pain
catastrophizing thresholds as well as low self-efficacy perceptions [25]. To this point, other
studies have linked lifestyle habits and found sociodemographic factors to be increasingly
related to the manageability of KOA chronic pain [26,27]. These studies further suggest that
current KOA pain treatments could be overlooking factors that are directly linked to the
diminishing of pain and the disability this condition can cause to its patients when solely
focusing on the peripheral mechanisms of this pain, thus suggesting that there is a need for
a multimodal approach, specifically focusing on factors that are provenly associated with
the chronicity of KOA pain.
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Few studies have investigated the predictors of pain outcomes in chronic pain con-
ditions, including OA [28–30]. Identification of psychosocial factors such as depression
and pain catastrophizing as predictors of chronic pain has been reported and suggests a
further understanding of pain chronicity [31]. Although there have been efforts to identify
clinical predictors of chronic KOA pain, only a few studies used a multimodal assessment
including not only clinical but also neurophysiological biomarkers as potential KOA pain
predictors. Unlike psychosocial predictors of pain, the results concerning objective physio-
logical metrics are contradictory. For example, one study [32] reported that intracortical
inhibition is negatively correlated with pain intensity (assessed by the VAS) but not condi-
tioned pain modulation (CPM) in KOA patients. On the other hand, Tavares and colleagues
49 investigated the explanatory predictors of pain intensity in older adults with KOA. They
reported that a low CPM response, a low Von Frey threshold, higher anxiety, and worse
radiological severity were predictors of pain intensity (assessed by the Brief Pain Inventory).
However, there were no neurophysiological assessments in that study.

Therefore, given the need for a better understanding of the factors driving chronic pain
in individuals with KOA, we propose a multivariate model investigation of the possible
multimodal factors (psychosocial, quantitative sensory testing [QST], transcranial magnetic
stimulation [TMS], and electroencephalography [EEG] variables) that predict the chronic
pain intensity in patients with KOA. The objective of this paper is to use multivariate
regression models to identify not only biopsychosocial but also neurophysiological pre-
dictors of pain intensity when associated with scales such as the WOMAC pain scale and
the visual analog scale. Additionally, we test the differential predictors for activity-related
pain (WOMAC pain) and non-specific pain (VAS) assessments. Given these two outcomes
measure the pain associated with a different neural status (during functioning and resting),
this will provide interesting insights in the neural mechanisms associated with pain.

2. Materials and Methods
2.1. Study Design

This study consists of a cross-sectional analysis of patients with knee OA who par-
ticipated in a prospective cohort study titled “Deficit of Inhibition as a Marker of Neuro-
plasticity (DEFINE study) in rehabilitation” [33]. In this study, several biopsychosocial
and neurophysiological markers were collected for patients with different conditions, such
as KOA, while they underwent a rehabilitation program. The DEFINE protocol and this
study were approved by the Research and Ethical Committee of Hospital das Clínicas da
Faculdade de Medicina da Universidade de São Paulo (HC FMUSP) (registration number:
86832518.7.0000.0068). All the proceedings and methods in this study are in accordance
with Brazilian research ethics regulations and the Declaration of Helsinki.

2.2. Participants

The DEFINE cohort included adults (over 18 years old) with a clinical and radiological
diagnosis of knee OA (magnetic resonance imaging or computerized tomography, or
bilateral knee radiography), clinical stability verified by medical evaluation, a written
informed consent form signed by the subject, and who met the eligibility criteria for
the Instituto de Medicina Física e Reabilitação (IMREA) rehabilitation program [31]. We
excluded subjects if they were pregnant, had active OA clinical manifestations in joints
other than the knee, or if they had any other clinical or social conditions that could interfere
with the patient’s participation in the rehabilitation program [33].

In total, 100 individuals with clinically diagnosed KOA were included in the DEFINE
protocol. The sample size was defined by previous studies with smaller cohorts of 35
and 55 patients that were powered to yield significant correlates with similar, but fewer,
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variables associated with the studied conditions in the protocol [33–35]. Furthermore, to
reduce the bias in terms of the pain assessment, patients selected to be in this study had
roughly the same number of years of chronic pain, had underwent the same treatment
procedures and were not undergoing any clinical or novel treatments for their pain. For
further participant descriptions, please refer to the DEFINE cohort study protocol [33].

2.3. Study Procedures

We invited patients admitted to the IMREA’s conventional rehabilitation program with
knee OA to participate in this study. Interested patients signed the informed consent form.
During one visit, a trained researcher performed a series of clinical and neurophysiological
assessments in a standard format. We selected the instruments to enable a global assessment
of KOA patients. Data for this study were collected from the DEFINE protocol from July
2020 through November 2021.

2.4. Demographic and Clinical Assessments

Investigators collected information regarding the participants’ age, gender, time of
ongoing pain, height, weight, and body mass index from a standardized medical interview.
In addition, to characterize this study’s sample, we performed a multidimensional assess-
ment using standardized scales, including cognition (MOCA scale), emotional functions
(Hamilton depression scale, hospital anxiety and depression scale), balance by Berg balance
scale (BBS), and pain catastrophizing (pain catastrophizing scale). A summary of all the
assessments can be seen in Supplementary Material S1.

2.5. Pain Intensity

We assessed the pain intensity using the visual analog scale (VAS, non-specific pain
assessment) and the Western Ontario and McMaster Universities Osteoarthritis Index
(WOMAC) pain scale (activity-related pain assessment). The VAS consists of a 10 cm
straight line on a piece of paper. On one of its ends is the phrase “no pain” on zero
centimeters and the other has “maximum pain” on ten centimeters. We asked patients
to mark their discomfort level on the VAS line. The instructions for the patient were
“Identify the amount of pain experienced in the last 48 h and make a mark perpendicular
to the ‘no pain’—‘maximum pain’ line” [36]. In addition, the WOMAC pain subscale
assesses pain according to 5 items: during walking, using stairs, in bed, sitting or lying,
and standing upright. The investigator asked the subject to score the pain as none (0), mild
(1), moderate (2), severe (3), or extreme (4) [37]. These scales were selected to assess the
pain intensity and perceptions of the subjects participating in this study, given their broad
encompassing of subjective pain perception within different actions and resting states. This
is especially important to consider when assessing pain in KOA patients when we consider
the peripheral and central mechanisms of this type of chronic pain as well as the pain’s
intensity dissociation with disease progression.

2.6. Static and Dynamic Quantitative Sensory Testing (QST)

Quantitative sensory testing has been one of the more broadly accepted assessments
of central sensitization within the field of chronic pain research. It is especially helpful in
understanding the pain perception of patients who have maladaptive plasticity because of
chronic pain conditions such as KOA. Given its context and wide utility in the chronic pain
field, it would be significant to assess its importance as a predictor of KOA pain intensity
and perception, which is the reason for its inclusion as one of the assessed predictors.
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2.7. Pressure Pain Threshold (PPT)

We defined the minimum amount of pressure that triggers pain in pre-established
regions (thenar region, and the region located one inch above the knee) using an
algometer [38]. Also, we performed three algometry measurements (15 s intervals) and
calculated the average.

2.8. Conditioned Pain Modulation (CPM)

We assessed the CPM response as a measurement of pain processing and, through
intense heterotopic stimulation, of the response of the descending pain inhibitory
system [39,40]. According to previous protocols [41,42], we used a PPT-dependent CPM
protocol (the degree of pain modulation is assessed by changes in the PPTs). We asked
the subjects to immerse one of their hands in a receptacle of cold water (10–12 ◦C) for one
minute. After 30 s of immersion, the investigator presented the visual analog scale (VAS) to
patients to indicate their pain level, referring to the submerged hand. Subsequently, we took
three algometric measures (PPTs) (spaced between 15 s) for the contralateral hand. After an
interval of approximately 10 min (time for the hand to return to normal body temperature),
the subject immersed the other hand in the receptable and followed the previously stated
protocol [42]. The team calculated the CPM response as the difference between the average
PPTs minus the average PPTs during the conditioned stimulus. Additionally, for modeling
purposes, we categorized the CPM response as a defective (<10% of changes) or effective
(≥10% of changes) response, based on our previous results [14,19].

2.9. Transcranial Magnetic Stimulation (TMS)

Transcranial magnetic stimulation has been a widely studied neurophysiological as-
sessment for the motor cortex and its implications for different chronic pain conditions.
Considering that the central, maladaptive mechanisms of chronic KOA pain are deeply
connected to the motor cortex, specifically the M1 region, this is an interesting neurophysi-
ological assessment to be evaluated as a predictor of this condition’s pain intensity.

We used the Magstim Rapid® stimulator (The Magstim Company Limited, Whitland,
UK) to assess the TMS measurements. For that, we placed a 70 mm coil in a figure of
eight at 45 degrees of the scalp to send a perpendicular pulse over the right and left motor
cortex (for all the assessments). The assessor managed the coil’s stability and direction
without neuronavigation. We recorded the muscular response to the stimulus using surface
electromyography (EMG) with Ag/AgCl electrodes positioned on the first dorsal interosseous
(FDI) muscle of the hand and the grounding electrode positioned on the wrist [43].

We performed a bilateral upper limb assessment and used anatomical references
for motor cortex localization. Initially, we identified the vertex (intersection between the
nasion–inion lines and zygomatic arches); then, we made a mark 5 cm from the vertex
toward the ear tragus in the coronal plane. We determined the hotspot as the location with
the highest and most stable motor evoked potential (MEP) amplitudes over the FDI. The
resting motor threshold (rMT) was defined as the minimum intensity necessary for a single
TMS pulse on the hotspot to generate an MEP, with at least a 50 µV peak to peak amplitude,
in 50% of attempts [44]. We performed the following measures: MEP (intensity at 120% of
the rMT, we calculated the peak-to-peak amplitude) and cortical silent period (CSP), which
represents the temporary suppression of electromyographic activity during a sustained
voluntary contraction. Moreover, we performed paired-pulse protocols of intracortical
inhibition (SICI), assessed by interstimulus intervals of 2 ms, and intracortical facilitation
(ICF) assessed by 10 ms interim stimulus intervals [44]. Ten randomized stimuli were
applied at each interval and the average were calculated.
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For the TMS neurophysiological measurements, we pooled the rMT, CSP, SICI, ICF,
and MEP results from each hemisphere to obtain a bi-hemispheric average. This approach
can be justified due to the bi-hemispheric nature of pain perception [45]; in addition, most
of the sample were patients with bilateral knee OA. The TMS data were recorded and
stored in a computer for offline analysis.

2.10. Resting-State Electroencephalography (EEG)
EEG Acquisition

We recorded the EEG following a standardized approach [46] in a quiet room. As-
sessors asked the patients to sit comfortably, have their sight directed naturally below the
horizon line, not move or talk, and relax as much as possible. The investigator made sure
they did not fall asleep by observing the patients and verbally calling their attention if
drowsiness was noticed. We recorded the resting-state EEG for 5 min with the eyes closed
using a 128-channel EGI system (Electrical Geodesics, Inc.) (EGI, Eugene, OR, USA). The
EEG was recorded with a band-pass filter of 0.3–200 Hz and digitized at a sampling rate of
250 Hz. The EEG assessment was divided into a resting and task-related condition. The
task-related assessment lasted 8 min, and the resting lasted a total of 10 min (5 min with
eyes open and 5 min with eyes closed). The task-related condition included tasks such as
movement observation, movement imagery, and movement execution. Band oscillations
from the motor cortex during these conditions were recorded through MATLAB and inter-
preted by a specialist clinical neurophysiologist. For further description of the EEG data
analysis, please refer to the DEFINE protocol [33].

2.11. Resting-State Spectral Power Analysis

We exported the data for offline analysis with EEGLab [47] and MATLAB (MATLAB
R2012a, The MathWorks Inc., Natick, MA, USA, 2000). The EEG was re-referenced to
the average; we used finite impulse response filters, one high-pass filter of 1 Hz and a
low-pass filter of 50 Hz, followed by manual artifact detection and rejection by a blinded
assessor to exclude the existence of any signal of drowsiness (attenuation of the alpha
rhythm), epileptiform or any abnormal discharges prior to admission into the full study
(no epileptiform or abnormal discharges were found). This analysis was followed by
a manual artifact detection and rejection and independent component analysis (ICA);
finally, we removed the ICs associated with artifacts and reconstructed the signal [48]. We
processed the artifact-free data using the pop_spectopo EEGLab function with fast Fourier
transformation with 5 s windows with a 50% overlap. We calculated the absolute power
(µV2) and relative power (power in a specific frequency range/total power from 1 to 40 Hz)
for the following frequency bands: delta (1–4 Hz), theta (4–8 Hz), alpha (8–13 Hz), and beta
(13–30 Hz), and the following sub-bands: low beta (13–20 Hz) and high beta (20–30 Hz).
We calculated all the EEG-related measurements from three regions of interest (ROIs): the
central, parietal, and frontal areas, since they are important cortical regions involved in pain
perception [49]. Also, we selected and averaged the electrodes representing these regions
(the electrode placement is presented in Supplementary Material S2). Further information
on the EEG data analysis can also be found in the DEFINE study’s published protocol [33].

2.12. Statistical Analysis

We used descriptive statistics to report the baseline characteristics. Continuous data
were expressed as the mean and standard deviation (SD) or as the median and interquartile
ranges, depending on their distribution. Dichotomous and categorical data were described
in frequencies and the respective percentages. The histogram and Shapiro–Wilk test as-
sessed the data distribution for normality. We labeled as outliers the values greater than
3 SDs away from the mean scores of the dependent or independent variables. After de-
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termining that the data had a sufficiently normal distribution, we conducted exploratory
multivariate linear regression models to identify the relationships between the pain in-
tensity according to the VAS and WOMAC pain scales (dependent variables) and the
demographics, clinical, QST, resting EEG spectral power values, and TMS variables (inde-
pendent variables). First, to select the best explanatory covariates, we created a correlation
matrix and univariate linear models with each independent variable to detect significant
covariates for an alpha level of 0.2. Variables that were not significant in the univariate
models were eliminated. As a second step, a model was created with all the variables
below the significance level (p < 0.2) in the univariate models. Thirdly, we checked the
regression coefficients for significance and excluded those with a p-value > 0.05 from the
model. Finally, to select our final multivariate modes, we search for confounders using
a multicriteria approach: (i) based on the previous literature supporting physiological
plausibility, (ii) considering changes in the β coefficients of more than 10%, and (iii) using
the Akaike information criteria to select the variables that would result in the best fit [50,51].
A backward stepwise model was utilized for the variable selections to ensure the most
optimal model was created with the highest R2 possible to explain the pain prediction
models [52]. We also tested the interaction of the demographic and clinical variables with
the main predictors’ variables, which was included in the final models if significant. Age,
sex, and disease severity (indexed by the Kellgren–Lawrence classification) were explored
as biological variables that could potentially confound all the final models. Once the final
model was determined, we added these variables as covariates, and if not significant, they
were excluded from the models.

We assessed the assumption of linearity by visually comparing the scatterplot of each
independent variable and a superimposed regression line. The assumption of homoscedas-
ticity was checked by visual inspection of the scatterplot of the standardized predicted
values and standardized residuals [53]. The residuals were tested for normality using
histograms and the Shapiro–Wilk normality test [54]. The Durbin Watson estimates and
Cook’s distances were used for analysis of regression diagnostics such as multicollinearity
and influential cases.

We used R version 4.0.2. for the statistical analyses [55]. Because this was an ex-
ploratory study and to minimize the risk of type II errors, no correction for multiple
comparisons was performed.

3. Results
3.1. Sample Characteristics

We included 105 patients with chronic knee OA. Bilateral symptoms were reported by
most participants (99.02%). The majority of the participants were female, older adults, and
overweight or obese. The average pain was moderate (WOMAC pain score of 10.77 [SD = 4.18]
from 0 to 20 on the scale; and VAS pain of 5.53 [SD = 2.06] from 0 to 10 on the scale). A detailed
description of the clinical and neurophysiological characteristics is provided in Table 1.

Table 1. Baseline clinical and sociodemographic characteristics of the chronic knee OA participants.

Variables Knee OA Subjects (N = 105)

Demographics

Age 68.65 (9.45)
Gender (%)

Female 90 (85.71)
Male 15 (14.29)

Ethnicity
White 70 (66.66)
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Table 1. Cont.

Variables Knee OA Subjects (N = 105)

Black 11 (10.47)
Mixed 20 (19.04)
Asian 4 (3.83)

Education level (%)
Illiterate 1 (0.95)

Elementary 45 (42.85)
High school 32 (30.47)

Superior 27 (25.73)
Weight (kilograms) 79.96 ± 15.56

Height (meters) 1.58 ± 0.09
BMI 31.99 ± 5.3

Clinical assessments

Bilateral knee OA (%) 104 (99.02)
Time of ongoing pain (months) 95.74 ± 98.75

Total knee arthroplasty (%)
Right 3 (2.86)
Left 3 (2.86)

Pain—visual analog scale
Right 5.69 ± 2.83
Left 5.38 ± 2.79

Average 5.54 ± 2.06
WOMAC total score 50.84 ± 19.49

WOMAC pain 10.77 ± 4.18
WOMAC stiffness 4.55 ± 2.07

WOMAC physical function 35.52 ± 14.51
Kellgren–Lawrence classification

Right 2.5 ± 1.19
Left 2.33 ± 1.18

Average 2.43 ± 1.15
Pain catastrophizing scale 14.26 ± 11.04

HAM-L scale 9.36 ± 5.58
Hospital anxiety and depression scale

Anxiety 5.92 ± 4.26
Depression 4.23 ± 3.55

Montreal cognitive assessment 21.02 ± 5.03
Epworth sleepiness scale 10.20 ± 5.96

Quality of life (sf-36)—total score 53.69 ± 20.00

Quantitative sensory testing

Pain pressure threshold
Upper limb

Right 5.84 ± 2.05
Left 5.56 ± 2.12

Average 5.69 ± 2.02
Knee
Right 4.84 ± 2.57
Left 4.79 ± 2.49

Average 4.82 ± 2.49
Conditioned pain modulation

Right 0.93 ± 1.42
Left 1.05 ± 1.45

Average 1.01 ± 1.29
Average (% of change from baseline) 19.51 ± 25.11

Transcranial magnetic stimulation

Motor threshold
Right 52.73 ± 11.59
Left 50.97 ± 11.00

Average 51.36 ± 11.45
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Table 1. Cont.

Variables Knee OA Subjects (N = 105)

Motor-evoked potential
Right 1.76 ± 1.30
Left 1.87 ± 2.02

Average 1.81 ± 1.41
Cortico-silent period

Right 91.84 ± 35.82
Left 80.81 ± 31.67

Average 86.33 ± 31.46
Short intracortical inhibition

Right 0.46 ± 0.32
Left 0.49 ± 0.32

Average 0.47 ± 0.27
Intracortical facilitation

Right 1.59 ± 0.65
Left 1.70 ± 0.82

Average 1.65 ± 0.58

Electroencephalography (relative spectral power) (n = 66)

Frontal
Delta 24.6% (IQR 17.1)
Theta 18.8% (IQR 10.5)
Alpha 25.2% (IQR 17.9)

Low beta 12.7% (IQR 7.4)
Beta 20.8% (IQR 13.7)

High beta 7.1% (IQR 7.2)
Central
Delta 20.1% (IQR 15.5)
Theta 18.3% (IQR 9.8)
Alpha 26.6% (IQR 17.4)

Low beta 14.9% (IQR 8.7)
Beta 22.8% (IQR 14.7)

High beta 7% (IQR 7.8)
Parietal

Delta 30.3% (IQR 24.0)
Theta 28.2% (IQR 33.9)
Alpha 57.8% (IQR 17.0)

Low beta 22.3% (IQR 27.8)
Beta 31.6% (IQR 35.7)

High beta 8.0% (IQR 11.8)

3.2. Univariate Analysis

We found a statistically significant moderate correlation between the activity-related
(WOMAC pain) and non-specific (VAS) pain assessment (correlation coefficient = 0.63,
R squared = 0.39, p < 0.0001). Both pain assessments were negatively associated with a
higher education level, cognition score (MOCA test), walking distance for the six-minute
walking test (for the activity-related assessment and physical pain comparability), quality
of life score (SF-36), and upper limb pain threshold (applicable for the identification of
central pain nociception comprehension). Similarly, both pain assessments were positively
associated with the pain catastrophizing score, anxiety level (HAD scale), depression
(Hamilton scale), sleepiness score (Epworth scale), disability score (WOMAC total score),
and radiographic disease severity (Kellgren–Lawrence classification). Moreover, we found
some associations that were statistically significant in relation to only one of the pain
assessments. The WOMAC pain was negatively correlated with the knee pain threshold
and the theta-band relative power in the frontal, central, and parietal areas. Conversely, the
VAS pain was positively associated with the time during the 10 m walk test and negatively
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associated with the balance test score (Berg scale). A detailed description of the univariate
models is available in Supplementary Material S3.

3.3. Multivariate Analysis
3.3.1. Predictors of WOMAC Pain Score
General Findings

We found that the WOMAC pain score is positively correlated with the depression
scale (β = 0.275, 95% 0.174 to 0.376; p < 0.001), pain catastrophizing (β = 0.126, 95% CI:
0.074 to 0.178; p < 0.001), and SICI (β = 1.067, 95% CI: 0.887 to 3.022; p = 0.021; Figure 1A).
Furthermore, the upper limb pain threshold (β = −0.487, 95% CI: −0.759 to −0.215; p = 0.001;
Figure 1C) and effective CPM response category (β = −2.200, 95% CI: −3.289 to −1.110;
p < 0.001; Figure 1D) are portrayed as having a statistically significant, negative association
with the WOMAC pain (Table 2, Model 1A). The multivariate model 1A resulted in the
following final regression equation: WOMAC pain score = 10.014 + (0.275 × depression) +
(0.126 × pain catastrophizing) + (1.067 × SICI) + (−0.487 × upper limb pain threshold) +
(−2.200 × effective CPM response category).

Figure 1. Adjusted correlations of the physiological markers and WOMAC pain from the multivariate
models: (A) short intracortical inhibition (SICI, higher ICI represents lower intracortical inhibition),
(B) low-beta-band relative power, (C) upper limb pressure pain threshold (UL-PPT), and (D) CPM
response category. Regression lines were adjusted by the pain threshold, depression, catastrophizing
score, and CPM response category.

Table 2. Multivariate models of pain intensity.

Variables Beta Coefficient 95% CI p-Value Adjusted R2

Model 1A: WOMAC pain score 0.519

Pain threshold—upper limb −0.487 −0.759 to −0.215 0.001
Hamilton depression scale 0.275 0.174 to 0.376 <0.001
Pain catastrophizing scale 0.126 0.074 to 0.178 <0.001

Patients with effective CPM response −2.200 −3.289 to −1.110 <0.001
SICI 1.067 0.887 to 3.022 0.021
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Table 2. Cont.

Variables Beta Coefficient 95% CI p-Value Adjusted R2

Model 1B: WOMAC pain score 0.572

Frontal low-beta relative power 14.149 1.679 to 26.619 0.027
Pain threshold—knee −0.532 −0.809 to −0.255 <0.001

Hamilton depression scale 0.296 0.158 to 0.433 <0.001
Patients catastrophizing scale 0.100 0.026 to 0.174 0.009

Patients with effective CPM response −1.456 −3.023 to 0.111 0.068

Model 2: VAS pain 0.357

Hamilton depression scale 0.093 0.014 to 0.172 0.021
Berg balance scale −0.112 −0.156 to −0.068 <0.001

Pain catastrophizing scale 0.050 0.018 to 0.083 0.003
Pain threshold superior limb −0.145 −0.304 to −0.014 0.044

HAD anxiety scale −0.078 −0.186 to −0.030 0.037

3.4. Findings Summary

Based on the findings from the multivariate models, we hypothesized the differential
importance of pain-related domains in the WOMAC and VAS pain ratings (Figure 2). The
WOMAC score is driven mainly by the sensory–motor component (indexed by the SICI,
beta-band oscillations, and CPM), indicating a possible reason why neurophysiological
findings such as the EEG predictors are significant specifically for the WOMAC pain scale
perception. On the other hand, the VAS score is associated similarly with all the components,
becoming non-specific and highly variable and furthermore related to individual pain
perception and psychosocial factors.

Figure 2. Theoretical representation of the influential components of the non-specific (VAS, (A)) and
activity-related (WOMAC pain, (B)) pain intensity assessments.

3.5. Neurophysiological Association Findings

Interestingly, from the patients with EEG data available (n = 66), we found collinearity
between the low-beta-band relative power in the frontal areas and the SICI; the correlation
coefficient was 0.85 (moderate correlation, p = 0.03), and the variance inflation factor was 3.60.
Therefore, we fitted a separated multivariate model to assess the independent association of
the EEG spectral power with the WOMAC pain. We found a positive correlation between
the low-beta-band relative power in the frontal areas (β = 14.149, 95% CI: 1.679 to 26.619;
p = 0.027: Figure 1B) and the WOMAC pain intensity (Table 2, Model 1B).

3.6. Model Variance Explanation

Patients with higher WOMAC pain intensity had higher depression and catastrophizing
scores, lower intracortical inhibition, a lower upper limb pain threshold, a defective CPM
response (<10% changes from baseline), and higher beta-band power in the frontal areas. The
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multivariate Model 1B (n = 66) resulted in the following final regression equation: WOMAC
pain score = 7.888 + (14.149 × low-beta-band relative power) + (0.100 × pain catastrophiz-
ing) + (0.296 × depression) + (−0.532 × knee pain threshold) + (−2.159 × effective CPM
response category).

The multivariate models statistically significantly predicted the WOMAC pain scores
(Model 1A: F (5, 99) = 22.81, p < 0.0001; 1B: F (5, 61) = 13.83, p < 0.0001) and included
successful multimodal assessments. The models were able to explain 52 to 57% of the
variance in the WOMAC pain scores.

3.7. Predictors of VAS Pain Scale
3.7.1. General Findings

In relation to the VAS scale, similarly to the WOMAC pain, depression (β = 0.093,
95% CI: 0.014 to 0.172; p = 0.021), and pain catastrophizing (β = 0.050, 95% CI: 0.018 to
0.083; p = 0.003) were positively correlated with the pain intensity, while the upper limb
pain threshold was negatively correlated with it (β = −0.145, 95% CI: −0.304 to −0.014;
p = 0.044). Furthermore, we found that the balance function (indexed by berg balance
test) (β = −0.112, 95% CI: −0.156 to −0.068; p < 0.001) and anxiety (β = 0.077, 95% CI:
0.030 to 0.185; p = 0.037) were negatively associated with the VAS pain, but not with the
WOMAC pain. Hence, patients with higher VAS pain had higher depression, anxiety, and
pain catastrophizing, lower pain thresholds, and worse balance performance.

3.7.2. Neurophysiological Findings

Unlike the WOMAC models, the SICI, CPM and EEG variables were not statistically
significant associated with the VAS pain intensity. Our findings suggest that assessment
of central pain inhibition variables can be more related to the movement perception and
activity-related neural mechanisms of chronic pain, considering that a more generic, in-
dividually perceptive scale such as the VAS did not provide significant correlations with
these pain inhibition markers.

3.7.3. Model Variance Explanation

The final regression equation was as follows: VAS pain score = 10.656 + (0.093 × de-
pression) + (0.050 × pain catastrophizing) + (−0.077 × anxiety) + (−0.145 × upper limb
pain threshold) + (−0.112 × balance test). The multivariate models statistically significantly
predicted the VAS pain scores (F (5, 99) = 12.57, p < 0.0001) and explained 36% of the VAS pain
variability in our sample.

In both modeling processes for the WOMAC and VAS assessments, age, sex, time of
ongoing pain, and OA severity (indexed by the Kellgren–Lawrence classification) were not
confounders or effect modifiers; thus, they were not included in the final models. Also,
the interactions between the clinical and physiological variables were not significant in the
final models.

4. Discussion
4.1. Main Findings

In the present study, we aimed to explore the predictors of pain intensity as measured
by the VAS and WOMAC pain scales, and the clinical and neurophysiological variables in
patients with chronic pain due to KOA. Our main findings revealed important relationships
between clinical and neurophysiological variables and pain intensity. From the multivariate
models, we found different sets of predictors for the activity-related (WOMAC pain) and
non-specific (VAS) pain assessments. (1) A higher WOMAC pain score is predicted by
sensory–motor markers (lower intracortical inhibition and higher beta-band oscillations)
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and central sensitization (dysfunctional CPM response), in addition to the psychological
and peripheral sensitization factors. (2) Conversely, higher VAS pain intensity is only
predicted by psychological factors (higher depression, anxiety, and pain catastrophizing),
peripheral sensitization (lower pain thresholds), and worse motor function (balance test).
Interestingly, no TMS or EEG markers are associated with the VAS pain in our univariate
or multivariate models. Noteworthily, our multimodal approach yields a highly predic-
tive model (adjusted R-squared around 52 to 57%), showing the potential of combining
multidomain assessments to understand pain perception. Moreover, these predictors used
in understanding pain assessment scores can lead to more individualized and thus more
effective treatment models for those with chronic KOA pain. To our knowledge, this is the
first study to combine clinical, radiological (X-ray), sensory (QST), and neuropsychological
data (TMS and resting-state EEG) to predict pain in chronic KOA patients.

4.2. Dissociation of Neural Mechanisms Associated with WOMAC and VAS Pain Scores

One important result is the different set of predictors when comparing the WOMAC
pain and VAS pain scores. In fact, these two variables are moderately correlated in our
sample, and indeed, the WOMAC pain explains less than 40% of the variability of the VAS
pain. This highlights the multidimensional nature of pain perception and the importance
of choosing the most appropriate pain outcomes in clinical practice and research [56]. We
found that higher activity-related pain (indexed by WOMAC pain) is predicted by lower
intracortical inhibition, higher beta-band oscillations, and defective CPM. However, the VAS
pain was not associated with that neural signature. These findings align with our previous
studies, where we did not find a correlation among the VAS pain and ICI/CPM [34,57–59].
Additionally, a recent meta-analysis did not find any correlation between CPM and clinical
manifestations of chronic pain. Noteworthily, most of the studies analyzed used the VAS or
“VAS like” scales to measure the pain intensity in their studies [60].

Therefore, we hypothesize that the multifactorial influence and the high variability
of pain reduces the detection accuracy of the VAS pain. This is supported by previous
studies showing that the VAS is prone to context bias and has high disagreements with
comprehensive scales [61]. These limitations may explain the lack of relationship between
more direct sensorimotor biomarkers, such as the ICI, beta oscillations, and CPM, and
the VAS pain (Figure 2). On the other hand, the WOMAC pain scale assesses the pain
perception within a fixed context—daily life activities (walking, resting, standing, sleeping,
climbing stairs)—hence, it seems to be more stable, less prone to context bias, and directly
associated with sensory–motor function and its related biomarkers (Figure 2). The neural
signature we found to be associated with higher activity-related pain (WOMAC) shows a
likely disrupted compensatory neural mechanism and thus explains the higher pain during
daily functioning as measured by the WOMAC scale.

Due to the complexity of validating self-reported pain scales, it is not possible to
develop a pain outcomes hierarchy. Thus, we suggest not using only one pain measurement
in clinical practice or research, and if possible, performing a sensitivity analysis by pain
outcome, especially when analyzing clinical trials and predictive models.

4.3. Cortical Inhibitory Markers: Intracortical Inhibition and Frontal Beta Oscillations

We found a positive association between the frontal beta-band oscillations and the
WOMAC pain intensity. Since we observed negative collinearity between the frontal beta
oscillations and the SICI, meaning that higher low-beta-band oscillations were statistically
similar to low intracortical inhibition in the models, we hypothesize that higher beta-band
oscillations may represent a maladaptive compensatory excitatory mechanism produced
in the frontocentral cortex. Therefore, the presence of higher beta-band power in this
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region would be equivalent to a state of intracortical disinhibition detected in the primary
motor cortex, which studies have found to be related to pain intensity [62]. However, we
did not find the same association with the VAS. In this context, the increased beta seems
to be related to a compensatory mechanism of greater neuronal injury, which has been
reported in KOA patients to be expressed as neuropathic symptoms [63]. This finding
can also be seen in other neural injury examples, such as in spinal cord injury [34,64] and
stroke [35,65]. In fact, frontocentral beta oscillations seem to be related to increased local
brain activity [66,67], thus being likely in KOA patients to generate additional oscillatory
activity to compensate for the OA indirect neural lesion, joint inflammation, and peripheral
sensitization. When looking at studies on musculoskeletal pain conditions, our results
agree with previous reports on chronic hip OA [68] and lower back pain [69], where higher
frequency brain oscillations in the frontal areas are associated with higher pain intensity.
Comparatively, whereas these studies have found this association between numerical
rating scales (NRSs), they did not account for other biopsychosocial factors that may have
interfered with our finding of neurophysiological predictors with such a non-specific pain
scale such as the NRS [68,69]. Moreover, our models proved highly explicative of the pain
perception between our two scales, because they encompass so many significant predictors,
whereas other studies that have found similar results have lower explained percentages
with their predictors.

Moreover, we found that the activity-related pain intensity is associated with less intra-
cortical inhibition (higher SICI). It has been reported that chronic pain presents maladaptive
neuroplasticity in the motor cortex, evidenced by the altered corticospinal and lower intra-
cortical inhibition when compared to healthy participants [62]. However, the association
between the SICI and the pain intensity is not yet completely understood. Similar to our
study, Tarragó et al. [18] reported a negative correlation between the cortical inhibition
and the pain intensity (assessed by the WOMAC scale) in chronic KOA patients. Since the
SICI assesses the cortical GABAergic transmission (GABA-A) [70], we hypothesize that
sustained pain—in this case, prompted by knee inflammation—could lead to a sequence of
compensatory events (including the use of drugs that could disrupt effective compensatory
mechanisms), resulting in a dysfunctional inhibitory function. Thus, unbalanced GABAer-
gic and glutamatergic intracortical networks might explain the relationship between the
anomalous disinhibition and the higher activity-related pain intensity in chronic KOA
patients. Future studies should address the clinical effects of modulatory interventions to
restore this inhibitory dysfunction.

4.4. Quantitative Sensory Testing (QST)

In our study, we found that deficient conditioned pain modulation is associated with
the WOMAC pain intensity. This relationship corroborates previous findings that the CPM
is inefficient in chronic pain conditions [71–74], being related to the pain intensity [72,75]
and central sensitization [76]. Therefore, our results support previous findings that the CPM
plays an important role in measuring the endogenous pain modulation system. Accordingly,
this system is a key component of the chronicity of the pain, being an important target in
the development of interventions for the chronic pain population. Furthermore, we found
in all our models a negative relationship between the PPT and the pain intensity. These
findings are consistent with the idea that the pain threshold can provide information about
peripheral and central sensitization [77,78]. Previous research has shown associations be-
tween pain intensity and pain thresholds by algometry in chronic pain populations [79–81],
and it being a predictor of the treatment response [82]. Taken together, the available evi-
dence opens up new treatment approaches, with the possibility for precision pain medicine
treatment according to pain phenotyping. With this view, future studies should explore the
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possibility of matching non-pharmacological and pharmacological strategies to the central
sensitization phenotypes indexed by the altered CPM and PPT.

4.5. Depression

All our models revealed a positive correlation between depression and pain intensity
in patients with chronic KOA pain. Previous studies corroborated these findings, showing
depression to be associated with pain intensity in several chronic pain syndromes [83–86],
such as knee and hip OA [87], lower back pain [88], post-trauma [84], migraine [89], and
neuropathic pain populations [90]. The relationship between pain and depressive behavior
is already well established in the literature, although the psychological profile may be
secondary to the pain persistence over time or the cause itself [91,92]. Therefore, mood
disorders seem to be related to the whole pain chronicity process, from being a risk factor
to a consequence of chronic pain. Adequate depression screening and mental health
counseling should be offered as early as possible to chronic KOA pain patients and must
also be part of integrative KOA management.

4.6. Pain Catastrophizing

Moreover, we detected in our models a positive relationship between catastrophiz-
ing and pain intensity according to the VAS and WOMAC. These findings are aligned
with previous studies that demonstrated an association between catastrophizing, pain
intensity [87,93–95], and opioid prescription [94]. Outstandingly, we detected catastrophic
thinking to be an independent factor for pain intensity, when controlled for depression. This
result suggests that catastrophizing behavior may be related to pain even in non-depressed
patients, as suggest before [96]. Consequently, pain-related catastrophic thinking and
depression, although correlated, may measure different components of the psychological
state of chronic pain patients and could be developed independently of depression or
anxiety [30]. Therefore, pain catastrophizing should be prevented and addressed during
KOA pain management as an important independent factor in terms of pain intensity.

4.7. Negative Findings

Interestingly, a few variables that were expected to have predictive associations with
pain perceptions, such as gender, time of pain, and disease severity, were not found to be
significant predictors in our model. In other studies assessing the gender differences in
pain perception, women have been found to be more sensitive to chronic pain associated
with knee osteoarthritis when compared to men [97]. However, these studies may not have
accounted for other confounding variables that could have led to this difference in percep-
tion, such as pain catastrophizing and depression. Moreover, our study’s demographic
is made up in its majority by women, thus possibly rendering gender an unsignificant
predictor within our cohort.

The lack of association between the time of pain and disease severity and the pain
perception in our study can possibly be explained by the central mechanisms of KOA
pain. Our cohort of subjects consists of patients with several years of KOA pain; thus, it is
homogeneous enough that their perception of pain may not be associated with the length of
time they have been feeling pain. Moreover, a common phenomenon found in patients with
chronic KOA pain is the dissociation between disease severity and pain intensity, mainly
caused by the maladaptive mechanisms of central sensitization [98]. Central sensitization
produces lower pain thresholds for different joint stimuli, painful or not, even if the disease
has not thoroughly or aggressively progressed [17]. Therefore, considering our cohort has
a significant number of patients with high central sensitization, it would make sense for
the disease severity to not be such an intricate predictor of pain intensity within it.
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4.8. Limitations

Although our findings provide significant and interesting results within the context
of KOA pain’s predicting factors, our study is not devoid of limitations. Future studies
including other measurements of OA severity, such as magnetic resonance imaging and
vibroartrography, might be useful to analyze the differences in pain mechanisms according
to the OA severity. For one, the cross-sectional aspect of our study prevents us from
conclusively defining the variables associated with pain perception on different scales
as predictors, despite their strong correlations. Future longitudinal studies might be
carried out to further support our findings and set these variables as definitive predictors.
Moreover, our cohort denotes a specific type of patient with chronic KOA pain, which could
denote a potential selection bias of the DEFINE protocol rehabilitation program; therefore,
our predictor-related findings should not be generalized through all the classifications of
KOA pain patients. Nonetheless, we are confident that our 100-patient cohort represents a
significant portion of KOA patients, thus maintaining the validity of the prediction models.

5. Conclusions
We performed multivariate models including multimodal data (clinical, sensory, and

neurophysiological variables). The inclusion criteria were broad, with no restriction on the
pain intensity or pain-related comorbidities, thus ensuring our models’ adequate external
validity. Finally, we used low-cost assessments as predictors (clinical scales, QST, TMS, and
EEG); therefore, the potential clinical translation of our models’ results is high.

Our study supports the idea that peripheral and central sensitization, dysfunctional
sensory–motor inhibitory tonus, and psychosocial factors influence the pain perception
intensity in chronic KOA patients. However, the factors contributing to pain are associated
with whether the pain is assessed at resting or related to physical activity. A non-specific
pain scale such as the VAS is significantly associated with psychological factors (depression,
anxiety, and pain catastrophizing), peripheral sensitization (PPTs), and motor function
(balance test). Conversely, activity-related pain (WOMAC pain) is predominantly associ-
ated with a maladaptive compensatory neural response characterized by sensory–motor
(lower intracortical inhibition and higher beta-band oscillations) and central sensitization
(dysfunctional CPM response) variables, in addition to psychological and peripheral sen-
sitization factors. This result could help to design specific treatments targeting neural
structures associated with different pain states. Furthermore, the identified predictors of
pain intensity could be used for risk stratification or phenotyping of chronic KOA patients,
thus opening up the possibility of precision pain medicine treatment. Moreover, our multi-
variate and multimodal analyses explained almost two-thirds of the pain variability scores,
thus illustrating the vast potential of integrated multidomain assessments to predict chronic
pain. Therefore, our findings can provide a significant explanation of the pain perception
and occurrence in chronic KOA patients. These variables can help further individualize
KOA pain treatments to ensure better management and efficacy, given that they can identify
if higher pain scores are based on motor-related or psychosocial aspects of central pain
mechanisms. Finally, our findings also support the urgent need for a multidimensional
approach to KOA pain treatment, involving treatments addressing multiple central and
peripheral targets.

Supplementary Materials: The following supporting information can be downloaded at https://
www.mdpi.com/article/10.3390/jcm14113633/s1, Supplementary Material S1: Variables description;
Supplementary Material S2: Electrode placement. Supplementary Material S3: Univariate Analysis.
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9. Krakowski, P.; Rejniak, A.; Sobczyk, J.; Karpiński, R. Cartilage Integrity: A Review of Mechanical and Frictional Properties and
Repair Approaches in Osteoarthritis. Healthcare 2024, 12, 1648. [CrossRef]

10. McDougall, J.J.; Andruski, B.; Schuelert, N.; Hallgrímsson, B.; Matyas, J.R. Unravelling the relationship between age, nociception
and joint destruction in naturally occurring osteoarthritis of Dunkin Hartley guinea pigs. Pain 2009, 141, 222–232. [CrossRef]
[PubMed]

11. O’Neil, C.K.; Hanlon, J.T.; Marcum, Z.A. Adverse effects of analgesics commonly used by older adults with osteoarthritis: Focus
on non-opioid and opioid analgesics. Am. J. Geriatr. Pharmacother. 2012, 10, 331–342. [CrossRef] [PubMed]

12. Reid, M.C.; Henderson, C.R., Jr.; Papaleontiou, M.; Amanfo, L.; Olkhovskaya, Y.; Moore, A.A.; Parikh, S.S.; Turner, B.J. Char-
acteristics of older adults receiving opioids in primary care: Treatment duration and outcomes. Pain Med. 2010, 11, 1063–1071.
[CrossRef] [PubMed]

13. Neogi, T. The epidemiology and impact of pain in osteoarthritis. Osteoarthr. Cartil. 2013, 21, 1145–1153. [CrossRef] [PubMed]
14. Edwards, R.R.; Dworkin, R.H.; Sullivan, M.D.; Turk, D.C.; Wasan, A.D. The Role of Psychosocial Processes in the Development

and Maintenance of Chronic Pain. J. Pain 2016, 17 (Suppl. S9), T70–T92. [CrossRef] [PubMed]
15. Turk, D.C.; Fillingim, R.B.; Ohrbach, R.; Patel, K.V. Assessment of Psychosocial and Functional Impact of Chronic Pain. J. Pain

2016, 17 (Suppl. S9), T21–T49. [CrossRef] [PubMed]
16. Liu-Bryan, R.; Terkeltaub, R. Emerging regulators of the inflammatory process in osteoarthritis. Nat. Rev. Rheumatol. 2015,

11, 35–44. [CrossRef] [PubMed]

https://doi.org/10.1016/j.pain.2006.04.009
https://www.ncbi.nlm.nih.gov/pubmed/16714085
https://www.ncbi.nlm.nih.gov/pubmed/17216685
https://doi.org/10.1016/j.joca.2024.07.014
https://doi.org/10.3390/ijms24076405
https://www.ncbi.nlm.nih.gov/pubmed/37047377
https://doi.org/10.1056/NEJMcp1903768
https://doi.org/10.1002/acr.22897
https://www.ncbi.nlm.nih.gov/pubmed/27014966
https://doi.org/10.1016/j.rdc.2020.09.001
https://doi.org/10.1002/acr.21898
https://doi.org/10.3390/healthcare12161648
https://doi.org/10.1016/j.pain.2008.10.013
https://www.ncbi.nlm.nih.gov/pubmed/19081191
https://doi.org/10.1016/j.amjopharm.2012.09.004
https://www.ncbi.nlm.nih.gov/pubmed/23036838
https://doi.org/10.1111/j.1526-4637.2010.00883.x
https://www.ncbi.nlm.nih.gov/pubmed/20642732
https://doi.org/10.1016/j.joca.2013.03.018
https://www.ncbi.nlm.nih.gov/pubmed/23973124
https://doi.org/10.1016/j.jpain.2016.01.001
https://www.ncbi.nlm.nih.gov/pubmed/27586832
https://doi.org/10.1016/j.jpain.2016.02.006
https://www.ncbi.nlm.nih.gov/pubmed/27586830
https://doi.org/10.1038/nrrheum.2014.162
https://www.ncbi.nlm.nih.gov/pubmed/25266449


J. Clin. Med. 2025, 14, 3633 18 of 21

17. Ohashi, Y.; Uchida, K.; Fukushima, K.; Inoue, G.; Takaso, M. Mechanisms of Peripheral and Central Sensitization in Osteoarthritis
Pain. Cureus 2023, 15, e35331. [CrossRef] [PubMed]

18. Maria da Graca, L.T.; Deitos, A.; Brietzke, A.P.; Vercelino, R.; Torres, I.L.; Fregni, F.; Caumo, W. Descending Control of Nociceptive
Processing in Knee Osteoarthritis Is Associated with Intracortical Disinhibition: An Exploratory Study. Medicine 2016, 95, e3353.
[CrossRef] [PubMed]

19. Sánchez Romero, E.A.; Fernández-Carnero, J.; Calvo-Lobo, C.; Ochoa Sáez, V.; Burgos Caballero, V.; Pecos-Martín, D. Is a
Combination of Exercise and Dry Needling Effective for Knee OA? Pain Med. 2020, 21, 349–363. [CrossRef]

20. Sánchez-Romero, E.A.; González-Zamorano, Y.; Arribas-Romano, A.; Martínez-Pozas, O.; Fernández Espinar, E.; Pedersini, P.;
Villafañe, J.H.; Alonso Pérez, J.L.; Fernández-Carnero, J. Efficacy of Manual Therapy on Facilitatory Nociception and Endogenous
Pain Modulation in Older Adults with Knee Osteoarthritis: A Case Series. Appl. Sci. 2021, 11, 1895. [CrossRef]

21. Sinatti, P.; Sánchez Romero, E.A.; Martínez-Pozas, O.; Villafañe, J.H. Effects of Patient Education on Pain and Function and Its
Impact on Conservative Treatment in Elderly Patients with Pain Related to Hip and Knee Osteoarthritis: A Systematic Review.
Int. J. Environ. Res. Public Health 2022, 19, 6194. [CrossRef]

22. Youngcharoen, P.; Hershberger, P.E.; Aree-Ue, S. Pain in elderly patients with knee osteoarthritis: An integrative review of
psychosocial factors. Int. J. Orthop. Trauma Nurs. 2017, 25, 19–28. [CrossRef]

23. Somers, T.J.; Keefe, F.J.; Godiwala, N.; Hoyler, G.H. Psychosocial factors and the pain experience of osteoarthritis patients: New
findings and new directions. Curr. Opin. Rheumatol. 2009, 21, 501–506. [CrossRef] [PubMed]

24. Helminen, E.E.; Sinikallio, S.H.; Valjakka, A.L.; Väisänen-Rouvali, R.H.; Arokoski, J.P. Determinants of pain and functioning in
knee osteoarthritis: A one-year prospective study. Clin. Rehabil. 2016, 30, 890–900. [CrossRef] [PubMed]

25. Rayahin, J.E.; Chmiel, J.S.; Hayes, K.W.; Almagor, O.; Belisle, L.; Chang, A.H.; Moisio, K.; Zhang, Y.; Sharma, L. Factors associated
with pain experience outcome in knee osteoarthritis. Arthritis Care Res. 2014, 66, 1828–1835. [CrossRef]

26. George, S.Z.; Allen, K.D.; Alvarez, C.; Arbeeva, L.; Callahan, L.F.; Nelson, A.E.; Schwartz, T.A.; Golightly, Y.M. Prevalence and
Factors Associated with High-Impact Chronic Pain in Knee Osteoarthritis: The Johnston County Health Study. J. Pain 2024,
25, 104687. [CrossRef]

27. Costa, D.; Cruz, E.B.; Lopes, D.G.; da Silva, C.N.; Henriques, A.R.; Luis, D.; Branco, J.; Canhão, H.; Rodrigues, A.M. Prevalence of
and factors associated with unmanageable pain levels in people with knee or hip osteoarthritis: A cross-sectional population-based
study. BMC Musculoskelet. Disord. 2023, 24, 60. [CrossRef]

28. Ohashi, Y.; Fukushima, K.; Inoue, G.; Uchida, K.; Koyama, T.; Tsuchiya, M.; Uchiyama, K.; Takahira, N.; Takaso, M. Central
sensitization inventory scores correlate with pain at rest in patients with hip osteoarthritis: A retrospective study. BMC
Musculoskelet. Disord. 2020, 21, 595. [CrossRef]

29. López-Bravo, M.D.; Zamarrón-Cassinello, M.D.; Touche, R.L.; Muñoz-Plata, R.; Cuenca-Martínez, F.; Ramos-Toro, M. Psycho-
logical factors associated with functional disability in patients with hip and knee osteoarthritis. Behav. Med. 2020, 47, 285–295.
[CrossRef]

30. Glette, M.; Landmark, T.; Jensen, M.P.; Woodhouse, A.; Butler, S.; Borchgrevink, P.C.; Stiles, T.C. Catastrophizing, solicitous
responses from significant others, and function in individuals with neuropathic pain, osteoarthritis, or spinal pain in the general
population. J. Pain 2018, 19, 983–995. [CrossRef]

31. Hruschak, V.; Cochran, G. Psychosocial predictors in the transition from acute to chronic pain: A systematic review.
Psychol. Health Med. 2018, 23, 1151–1167. [CrossRef] [PubMed]

32. Tavares, D.R.B.; Okazaki, J.E.F.; de Andrade Santana, M.V.; Pinto, A.C.P.N.; Tutiya, K.K.; Gazoni, F.M.; Pinto, C.B.; Santos, F.C.;
Fregni, F.; Trevisani, V.F.M. Motor cortex transcranial direct current stimulation effects on knee osteoarthritis pain in elderly
subjects with dysfunctional descending pain inhibitory system: A randomized controlled trial. Brain Stimul. 2021, 14, 477–487.
[CrossRef]

33. Simis, M.; Imamura, M.; de Melo, P.; Marduy, A.; Battistella, L.; Fregni, F. Deficit of inhibition as a marker of neuroplasticity
(DEFINE study) in rehabilitation: A longitudinal cohort study protocol. Front. Neurol. 2021, 12, 1193. [CrossRef]

34. Simis, M.; Pacheco-Barrios, K.; Uygur-Kucukseymen, E.; Castelo-Branco, L.; Battistella, L.R.; Fregni, F. Specific Electroencephalo-
graphic Signatures for Pain and Descending Pain Inhibitory System in Spinal Cord Injury. Pain Med. 2021, 23, 955–964. [CrossRef]
[PubMed]

35. Simis, M.; Doruk, D.; Imamura, M.; Anghinah, R.; Morales-Quezada, L.; Fregni, F.; Battistella, L.R. Neurophysiologic predictors
of motor function in stroke. Restor. Neurol. Neurosci. 2016, 34, 45–54. [CrossRef] [PubMed]

36. Williamson, A.; Hoggart, B. Pain: A review of three commonly used pain rating scales. J. Clin. Nurs. 2005, 14, 798–804. [CrossRef]
[PubMed]

37. Bellamy, N.; Buchanan, W.W.; Goldsmith, C.H.; Campbell, J.; Stitt, L.W. Validation study of WOMAC: A health status instrument
for measuring clinically important patient relevant outcomes to antirheumatic drug therapy in patients with osteoarthritis of the
hip or knee. J. Rheumatol. 1988, 15, 1833–1840. [PubMed]

https://doi.org/10.7759/cureus.35331
https://www.ncbi.nlm.nih.gov/pubmed/36846635
https://doi.org/10.1097/md.0000000000003353
https://www.ncbi.nlm.nih.gov/pubmed/27124022
https://doi.org/10.1093/pm/pnz036
https://doi.org/10.3390/app11041895
https://doi.org/10.3390/ijerph19106194
https://doi.org/10.1016/j.ijotn.2016.11.002
https://doi.org/10.1097/BOR.0b013e32832ed704
https://www.ncbi.nlm.nih.gov/pubmed/19617836
https://doi.org/10.1177/0269215515619660
https://www.ncbi.nlm.nih.gov/pubmed/27496698
https://doi.org/10.1002/acr.22402
https://doi.org/10.1016/j.jpain.2024.104687
https://doi.org/10.1186/s12891-022-06110-1
https://doi.org/10.1186/s12891-020-03630-6
https://doi.org/10.1080/08964289.2020.1813682
https://doi.org/10.1016/j.jpain.2018.03.010
https://doi.org/10.1080/13548506.2018.1446097
https://www.ncbi.nlm.nih.gov/pubmed/29490476
https://doi.org/10.1016/j.brs.2021.02.018
https://doi.org/10.3389/fneur.2021.695406
https://doi.org/10.1093/pm/pnab124
https://www.ncbi.nlm.nih.gov/pubmed/33950263
https://doi.org/10.3233/RNN-150550
https://www.ncbi.nlm.nih.gov/pubmed/26518670
https://doi.org/10.1111/j.1365-2702.2005.01121.x
https://www.ncbi.nlm.nih.gov/pubmed/16000093
https://www.ncbi.nlm.nih.gov/pubmed/3068365


J. Clin. Med. 2025, 14, 3633 19 of 21

38. Reidler, J.S.; Mendonca, M.E.; Santana, M.B.; Wang, X.; Lenkinski, R.; Motta, A.F.; Marchand, S.; Latif, L.; Fregni, F. Effects of
motor cortex modulation and descending inhibitory systems on pain thresholds in healthy subjects. J. Pain 2012, 13, 450–458.
[CrossRef] [PubMed]

39. Mackey, I.G.; Dixon, E.A.; Johnson, K.; Kong, J.-T. Dynamic quantitative sensory testing to characterize central pain processing.
JoVE (J. Vis. Exp.) 2017, 16, e54452.

40. den Bandt, H.L.; Paulis, W.D.; Beckwée, D.; Ickmans, K.; Nijs, J.; Voogt, L. Pain Mechanisms in Low Back Pain: A Systematic
Review with Meta-analysis of Mechanical Quantitative Sensory Testing Outcomes in People with Nonspecific Low Back Pain.
J. Orthop. Sports Phys. Ther. 2019, 49, 698–715. [CrossRef]

41. Lautenbacher, S.; Kunz, M.; Burkhardt, S. The effects of DNIC-type inhibition on temporal summation compared to single pulse
processing: Does sex matter? Pain 2008, 140, 429–435. [CrossRef] [PubMed]

42. Streff, A.; Michaux, G.; Anton, F. Internal validity of inter-digital web pinching as a model for perceptual diffuse noxious
inhibitory controls-induced hypoalgesia in healthy humans. Eur. J. Pain 2011, 15, 45–52. [CrossRef] [PubMed]

43. Malcolm, M.P.; Triggs, W.J.; Light, K.E.; Shechtman, O.; Khandekar, G.; Rothi, L.J.G. Reliability of motor cortex transcranial
magnetic stimulation in four muscle representations. Clin. Neurophysiol. 2006, 117, 1037–1046. [CrossRef] [PubMed]

44. Rossini, P.M.; Burke, D.; Chen, R.; Cohen, L.G.; Daskalakis, Z.; Di Iorio, R.; Di Lazzaro, V.; Ferreri, F.; Fitzgerald, P.B.;
George, M.S.; et al. Non-invasive electrical and magnetic stimulation of the brain, spinal cord, roots and peripheral nerves:
Basic principles and procedures for routine clinical and research application. An updated report from an IFCN Committee.
Clin. Neurophysiol. 2015, 126, 1071–1107. [CrossRef]

45. Schwenkreis, P.; Janssen, F.; Rommel, O.; Pleger, B.; Volker, B.; Hosbach, I.; Dertwinkel, R.; Maier, C.; Tegenthoff, M. Bilateral
motor cortex disinhibition in complex regional pain syndrome (CRPS) type I of the hand. Neurology 2003, 61, 515–519. [CrossRef]
[PubMed]

46. Nuwer, M.R.; Lehmann, D.; da Silva, F.L.; Matsuoka, S.; Sutherling, W.; Vibert, J.F. IFCN guidelines for topographic and frequency
analysis of EEGs and EPs. The International Federation of Clinical Neurophysiology. Electroencephalogr. Clin. Neurophysiol. Suppl.
1999, 52, 15–20.

47. Delorme, A.; Makeig, S. EEGLAB: An open source toolbox for analysis of single-trial EEG dynamics including independent
component analysis. J. Neurosci. Methods 2004, 134, 9–21. [CrossRef]

48. Delorme, A.; Sejnowski, T.; Makeig, S. Enhanced detection of artifacts in EEG data using higher-order statistics and independent
component analysis. Neuroimage 2007, 34, 1443–1449. [CrossRef]

49. Jensen, K.B.; Regenbogen, C.; Ohse, M.C.; Frasnelli, J.; Freiherr, J.; Lundström, J.N. Brain activations during pain: A neuroimaging
meta-analysis of patients with pain and healthy controls. Pain 2016, 157, 1279–1286. [CrossRef]

50. Faraway, J.J. Extending the Linear Model with R: Generalized Linear, Mixed Effects and Nonparametric Regression Models; CRC Press:
Boca Raton, FL, USA, 2016.

51. Shtatland, E.S.; Cain, E.; Barton, M.B. (Eds.) The Perils of Stepwise Logistic Regression and How to Escape Them Using Information
Criteria and the Output Delivery System; Harvard Pilgrim Health Care, Harvard Medical School: Boston, MA, USA, 2001.

52. Chowdhury, M.Z.I.; Turin, T.C. Variable selection strategies and its importance in clinical prediction modelling. Fam. Med.
Community Health 2020, 8, e000262. [CrossRef]

53. Osborne, J.W.; Waters, E. Four assumptions of multiple regression that researchers should always test. Pract. Assess. Res. Eval.
2002, 8, 2.

54. Yap, B.W.; Sim, C.H. Comparisons of various types of normality tests. J. Stat. Comput. Simul. 2011, 81, 2141–2155. [CrossRef]
55. Spinazzola, L.; Pagliari, C.; Facchin, A.; Maravita, A. A new clinical evaluation of asomatognosia in right brain damaged patients

using visual and reaching tasks. J. Clin. Exp. Neuropsychol. 2020, 42, 436–449. [CrossRef] [PubMed]
56. Chiarotto, A.; Terwee, C.B.; Ostelo, R.W. Choosing the right outcome measurement instruments for patients with low back pain.

Best. Pract. Res. Clin. Rheumatol. 2016, 30, 1003–1020. [CrossRef]
57. Teixeira, P.E.P.; Pacheco-Barrios, K.; Gunduz, M.E.; Gianlorenço, A.C.; Castelo-Branco, L.; Fregni, F. Understanding intracortical

excitability in phantom limb pain: A multivariate analysis from a multicenter randomized clinical trial. Neurophysiol. Clin. 2021,
51, 161–173. [CrossRef]

58. Uygur-Kucukseymen, E.; Castelo-Branco, L.; Pacheco-Barrios, K.; Luna-Cuadros, M.A.; Cardenas-Rojas, A.; Giannoni-Luza, S.;
Zeng, H.; Gianlorenco, A.C.; Gnoatto-Medeiros, M.; Shaikh, E.S.; et al. Decreased neural inhibitory state in fibromyalgia pain: A
cross-sectional study. Neurophysiol. Clin. 2020, 50, 279–288. [CrossRef] [PubMed]

59. Pacheco-Barrios, K.; Pinto, C.B.; Velez, F.S.; Duarte, D.; Gunduz, M.E.; Simis, M.; Gianlorenco, A.L.; Barouh, J.L.; Crandell, D.;
Guidetti, M.; et al. Structural and functional motor cortex asymmetry in unilateral lower limb amputation with phantom limb
pain. Clin. Neurophysiol. 2020, 131, 2375–2382. [CrossRef]

60. Fernandes, C.; Pidal-Miranda, M.; Samartin-Veiga, N.; Carrillo-de-la-Peña, M.T. Conditioned pain modulation as a biomarker of
chronic pain: A systematic review of its concurrent validity. Pain 2019, 160, 2679–2690. [CrossRef] [PubMed]

https://doi.org/10.1016/j.jpain.2012.01.005
https://www.ncbi.nlm.nih.gov/pubmed/22515945
https://doi.org/10.2519/jospt.2019.8876
https://doi.org/10.1016/j.pain.2008.09.019
https://www.ncbi.nlm.nih.gov/pubmed/18950941
https://doi.org/10.1016/j.ejpain.2010.05.011
https://www.ncbi.nlm.nih.gov/pubmed/20547464
https://doi.org/10.1016/j.clinph.2006.02.005
https://www.ncbi.nlm.nih.gov/pubmed/16564206
https://doi.org/10.1016/j.clinph.2015.02.001
https://doi.org/10.1212/WNL.61.4.515
https://www.ncbi.nlm.nih.gov/pubmed/12939426
https://doi.org/10.1016/j.jneumeth.2003.10.009
https://doi.org/10.1016/j.neuroimage.2006.11.004
https://doi.org/10.1097/j.pain.0000000000000517
https://doi.org/10.1136/fmch-2019-000262
https://doi.org/10.1080/00949655.2010.520163
https://doi.org/10.1080/13803395.2020.1757040
https://www.ncbi.nlm.nih.gov/pubmed/32380939
https://doi.org/10.1016/j.berh.2017.07.001
https://doi.org/10.1016/j.neucli.2020.12.006
https://doi.org/10.1016/j.neucli.2020.06.002
https://www.ncbi.nlm.nih.gov/pubmed/32654884
https://doi.org/10.1016/j.clinph.2020.06.024
https://doi.org/10.1097/j.pain.0000000000001664
https://www.ncbi.nlm.nih.gov/pubmed/31365469


J. Clin. Med. 2025, 14, 3633 20 of 21

61. Torrance, G.W.; Feeny, D.; Furlong, W. Visual analog scales: Do they have a role in the measurement of preferences for health
states? Med. Decis. Mak. 2001, 21, 329–334. [CrossRef]

62. Parker, R.S.; Lewis, G.N.; Rice, D.A.; McNair, P.J. Is Motor Cortical Excitability Altered in People with Chronic Pain? A Systematic
Review and Meta-Analysis. Brain Stimul. 2016, 9, 488–500. [CrossRef] [PubMed]

63. Zolio, L.; Lim, K.Y.; McKenzie, J.E.; Yan, M.K.; Estee, M.; Hussain, S.M.; Cicuttini, F.; Wluka, A. Systematic review and
meta-analysis of the prevalence of neuropathic-like pain and/or pain sensitisation in people with knee and hip osteoarthritis.
Osteoarthr. Cartil. 2021, 29, 1096–1116. [CrossRef] [PubMed]

64. Simis, M.; Uygur-Kucukseymen, E.; Pacheco-Barrios, K.; Battistella, L.R.; Fregni, F. Beta-band oscillations as a biomarker of gait
recovery in spinal cord injury patients: A quantitative electroencephalography analysis. Clin. Neurophysiol. 2020, 131, 1806–1814.
[CrossRef] [PubMed]

65. Thibaut, A.; Simis, M.; Battistella, L.R.; Fanciullacci, C.; Bertolucci, F.; Huerta-Gutierrez, R.; Chisari, C.; Fregni, F. Using Brain
Oscillations and Corticospinal Excitability to Understand and Predict Post-Stroke Motor Function. Front. Neurol. 2017, 8, 187.
[CrossRef] [PubMed]

66. Cook, I.A.; O’Hara, R.; Uijtdehaage, S.H.; Mandelkern, M.; Leuchter, A.F. Assessing the accuracy of topographic EEG mapping
for determining local brain function. Electroencephalogr. Clin. Neurophysiol. 1998, 107, 408–414. [CrossRef] [PubMed]

67. Kropotov, J. Quantitative EEG, Event-Related Potentials and Neurotherapy; Academic Press: Cambridge, MA, USA, 2009.
68. Gram, M.; Erlenwein, J.; Petzke, F.; Falla, D.; Przemeck, M.; Emons, M.I.; Reuster, M.; Olesen, S.S.; Drewes, A.M. The cortical

responses to evoked clinical pain in patients with hip osteoarthritis. PLoS ONE 2017, 12, e0186400. [CrossRef] [PubMed]
69. May, E.S.; Nickel, M.M.; Ta Dinh, S.; Tiemann, L.; Heitmann, H.; Voth, I.; Tölle, T.R.; Gross, J.; Ploner, M. Prefrontal gamma

oscillations reflect ongoing pain intensity in chronic back pain patients. Hum. Brain Mapp. 2019, 40, 293–305. [CrossRef]
70. Jacobs, K.M.; Donoghue, J.P. Reshaping the cortical motor map by unmasking latent intracortical connections. Science 1991,

251, 944–947. [CrossRef]
71. Lewis, G.N.; Rice, D.A.; McNair, P.J. Conditioned pain modulation in populations with chronic pain: A systematic review and

meta-analysis. J. Pain 2012, 13, 936–944. [CrossRef] [PubMed]
72. Tavares, D.R.B.; Trevisani, V.F.M.; Okazaki, J.E.F.; de Andrade Santana, M.V.; Pinto, A.C.P.N.; Tutiya, K.K.; Gazoni, F.M.; Pinto,

C.B.; Dos Santos, F.C.; Fregni, F. Risk factors of pain, physical function, and health-related quality of life in elderly people with
knee osteoarthritis: A cross-sectional study. Heliyon 2020, 6, e05723. [CrossRef] [PubMed]

73. Teixeira, P.E.P.; Zehry, H.I.; Chaudhari, S.; Dipietro, L.; Fregni, F. Pain perception in chronic knee osteoarthritis with varying levels
of pain inhibitory control: An exploratory study. Scand. J. Pain. 2020, 20, 651–661. [CrossRef] [PubMed]

74. Yarnitsky, D. Conditioned pain modulation (the diffuse noxious inhibitory control-like effect): Its relevance for acute and chronic
pain states. Curr. Opin. Anaesthesiol. 2010, 23, 611–615. [CrossRef] [PubMed]

75. O’Brien, A.T.; El-Hagrassy, M.M.; Rafferty, H.; Sanchez, P.; Huerta, R.; Chaudhari, S.; Conde, S.; Rosa, G.; Fregni, F. Impact of
Therapeutic Interventions on Pain Intensity and Endogenous Pain Modulation in Knee Osteoarthritis: A Systematic Review and
Meta-analysis. Pain Med. 2019, 20, 1000–1011. [CrossRef] [PubMed]

76. Ramaswamy, S.; Wodehouse, T. Conditioned pain modulation—A comprehensive review. Neurophysiol. Clin. 2020, 51, 197–208.
[CrossRef] [PubMed]

77. Arendt-Nielsen, L.; Graven-Nielsen, T. Translational musculoskeletal pain research. Best. Pr. Res. Clin. Rheumatol. 2011,
25, 209–226. [CrossRef] [PubMed]

78. Imamura, M.; Imamura, S.T.; Kaziyama, H.H.; Targino, R.A.; Hsing, W.T.; De Souza, L.P.M.; Cutait, M.M.; Fregni, F.; Camanho,
G.L. Impact of nervous system hyperalgesia on pain, disability, and quality of life in patients with knee osteoarthritis: A controlled
analysis. Arthritis Care Res. Off. J. Am. Coll. Rheumatol. 2008, 59, 1424–1431. [CrossRef]

79. Braun, M.; Bello, C.; Riva, T.; Hönemann, C.; Doll, D.; Urman, R.D.; Luedi, M.M. Quantitative Sensory Testing to Predict
Postoperative Pain. Curr. Pain. Headache Rep. 2021, 25, 3. [CrossRef] [PubMed]

80. O’Neill, S.; Manniche, C.; Graven-Nielsen, T.; Arendt-Nielsen, L. Generalized deep-tissue hyperalgesia in patients with chronic
low-back pain. Eur. J. Pain 2007, 11, 415–420. [CrossRef] [PubMed]

81. Petersen, K.K.; Vaegter, H.B.; Stubhaug, A.; Wolff, A.; Scammell, B.E.; Arendt-Nielsen, L.; Larsen, D.B. The predictive value of
quantitative sensory testing: A systematic review on chronic postoperative pain and the analgesic effect of pharmacological
therapies in patients with chronic pain. Pain 2021, 162, 31–44. [CrossRef] [PubMed]

82. Schliessbach, J.; Siegenthaler, A.; Bütikofer, L.; Vuilleumier, P.; Jüni, P.; Stamer, U.; Arendt-Nielsen, L.; Curatolo, M. Predicting
drug efficacy in chronic low back pain by quantitative sensory tests. Eur. J. Pain 2018, 22, 973–988. [CrossRef] [PubMed]

83. Bair, M.J.; Robinson, R.L.; Katon, W.; Kroenke, K. Depression and pain comorbidity: A literature review. Arch. Intern. Med. 2003,
163, 2433–2445. [CrossRef] [PubMed]

84. Castillo, R.C.; Wegener, S.T.; Heins, S.E.; Haythornthwaite, J.A.; MacKenzie, E.J.; Bosse, M.J. Longitudinal relationships between
anxiety, depression, and pain: Results from a two-year cohort study of lower extremity trauma patients. Pain 2013, 154, 2860–2866.
[CrossRef] [PubMed]

https://doi.org/10.1177/02729890122062622
https://doi.org/10.1016/j.brs.2016.03.020
https://www.ncbi.nlm.nih.gov/pubmed/27133804
https://doi.org/10.1016/j.joca.2021.03.021
https://www.ncbi.nlm.nih.gov/pubmed/33971205
https://doi.org/10.1016/j.clinph.2020.04.166
https://www.ncbi.nlm.nih.gov/pubmed/32540720
https://doi.org/10.3389/fneur.2017.00187
https://www.ncbi.nlm.nih.gov/pubmed/28539912
https://doi.org/10.1016/S0013-4694(98)00092-3
https://www.ncbi.nlm.nih.gov/pubmed/9922086
https://doi.org/10.1371/journal.pone.0186400
https://www.ncbi.nlm.nih.gov/pubmed/29084278
https://doi.org/10.1002/hbm.24373
https://doi.org/10.1126/science.2000496
https://doi.org/10.1016/j.jpain.2012.07.005
https://www.ncbi.nlm.nih.gov/pubmed/22981090
https://doi.org/10.1016/j.heliyon.2020.e05723
https://www.ncbi.nlm.nih.gov/pubmed/33376818
https://doi.org/10.1515/sjpain-2020-0016
https://www.ncbi.nlm.nih.gov/pubmed/32667903
https://doi.org/10.1097/ACO.0b013e32833c348b
https://www.ncbi.nlm.nih.gov/pubmed/20543676
https://doi.org/10.1093/pm/pny261
https://www.ncbi.nlm.nih.gov/pubmed/30615173
https://doi.org/10.1016/j.neucli.2020.11.002
https://www.ncbi.nlm.nih.gov/pubmed/33334645
https://doi.org/10.1016/j.berh.2010.01.013
https://www.ncbi.nlm.nih.gov/pubmed/22094197
https://doi.org/10.1002/art.24120
https://doi.org/10.1007/s11916-020-00920-5
https://www.ncbi.nlm.nih.gov/pubmed/33443676
https://doi.org/10.1016/j.ejpain.2006.05.009
https://www.ncbi.nlm.nih.gov/pubmed/16815054
https://doi.org/10.1097/j.pain.0000000000002019
https://www.ncbi.nlm.nih.gov/pubmed/32701654
https://doi.org/10.1002/ejp.1183
https://www.ncbi.nlm.nih.gov/pubmed/29363217
https://doi.org/10.1001/archinte.163.20.2433
https://www.ncbi.nlm.nih.gov/pubmed/14609780
https://doi.org/10.1016/j.pain.2013.08.025
https://www.ncbi.nlm.nih.gov/pubmed/23994104


J. Clin. Med. 2025, 14, 3633 21 of 21

85. Lerman, S.F.; Rudich, Z.; Brill, S.; Shalev, H.; Shahar, G. Longitudinal associations between depression, anxiety, pain, and
pain-related disability in chronic pain patients. Psychosom. Med. 2015, 77, 333–341. [CrossRef] [PubMed]

86. Nicholl, B.I.; Mackay, D.; Cullen, B.; Martin, D.J.; Ul-Haq, Z.; Mair, F.S.; Evans, J.; McIntosh, A.M.; Gallagher, J.; Roberts, B.; et al.
Chronic multisite pain in major depression and bipolar disorder: Cross-sectional study of 149,611 participants in UK Biobank.
BMC Psychiatry 2014, 14, 350. [CrossRef] [PubMed]

87. Kopp, B.; Furlough, K.; Goldberg, T.; Ring, D.; Koenig, K. Factors associated with pain intensity and magnitude of limitations
among people with hip and knee arthritis. J. Orthop. 2021, 25, 295–300. [CrossRef] [PubMed]

88. Ring, J.; Peskoe, S.; Zhao, C.; Friedman, B.W.; George, S.Z.; Eucker, S.A. Depression and Functional Outcomes in Patients
Presenting to the Emergency Department with Low Back Pain. Acad. Emerg. Med. 2020, 27, 725–733. [CrossRef] [PubMed]

89. Seng, E.K.; Kuka, A.J.; Mayson, S.J.; Smitherman, T.A.; Buse, D.C. Acceptance, Psychiatric Symptoms, and Migraine Disability:
An Observational Study in a Headache Center. Headache 2018, 58, 859–872. [CrossRef] [PubMed]

90. Lu, Y.; Li, J.; Liu, Y. Depression as a mediator of quality of life in patients with neuropathic pain: A cross-sectional study.
J. Adv. Nurs. 2019, 75, 2719–2726. [CrossRef]

91. Eldufani, J.; Elahmer, N.; Blaise, G. A medical mystery of complex regional pain syndrome. Heliyon 2020, 6, e03329. [CrossRef]
[PubMed]

92. Park, H.Y.; Jang, Y.E.; Oh, S.; Lee, P.B. Psychological Characteristics in Patients with Chronic Complex Regional Pain Syndrome:
Comparisons with Patients with Major Depressive Disorder and Other Types of Chronic Pain. J. Pain Res. 2020, 13, 389–398.
[CrossRef] [PubMed]

93. Forsythe, M.E.; Dunbar, M.J.; Hennigar, A.W.; Sullivan, M.J.; Gross, M. Prospective relation between catastrophizing and residual
pain following knee arthroplasty: Two-year follow-up. Pain Res. Manag. 2008, 13, 335–341. [CrossRef] [PubMed]

94. Sharifzadeh, Y.; Kao, M.-C.; Sturgeon, J.A.; Rico, T.J.; Mackey, S.; Darnall, B.D. Pain Catastrophizing Moderates Relationships be-
tween Pain Intensity and Opioid Prescription: Nonlinear Sex Differences Revealed Using a Learning Health System. Anesthesiology
2017, 127, 136–146. [CrossRef] [PubMed]

95. Wood, B.M.; Nicholas, M.K.; Blyth, F.; Asghari, A.; Gibson, S. The mediating role of catastrophizing in the relationship between
pain intensity and depressed mood in older adults with persistent pain: A longitudinal analysis. Scand. J. Pain 2016, 11, 157–162.
[CrossRef] [PubMed]

96. Quartana, P.J.; Campbell, C.M.; Edwards, R.R. Pain catastrophizing: A critical review. Expert. Rev. Neurother. 2009, 9, 745–758.
[CrossRef] [PubMed]

97. Elboim-Gabyzon, M.; Rozen, N.; Laufer, Y. Gender differences in pain perception and functional ability in subjects with knee
osteoarthritis. ISRN Orthop. 2012, 2012, 413105. [CrossRef] [PubMed]

98. Previtali, D.; Capone, G.; Marchettini, P.; Candrian, C.; Zaffagnini, S.; Filardo, G. High Prevalence of Pain Sensitization in Knee
Osteoarthritis: A Meta-Analysis with Meta-Regression. Cartilage 2022, 13, 19476035221087698. [CrossRef] [PubMed]

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.

https://doi.org/10.1097/PSY.0000000000000158
https://www.ncbi.nlm.nih.gov/pubmed/25849129
https://doi.org/10.1186/s12888-014-0350-4
https://www.ncbi.nlm.nih.gov/pubmed/25490859
https://doi.org/10.1016/j.jor.2021.05.026
https://www.ncbi.nlm.nih.gov/pubmed/34140758
https://doi.org/10.1111/acem.13957
https://www.ncbi.nlm.nih.gov/pubmed/32153095
https://doi.org/10.1111/head.13325
https://www.ncbi.nlm.nih.gov/pubmed/29924411
https://doi.org/10.1111/jan.14111
https://doi.org/10.1016/j.heliyon.2020.e03329
https://www.ncbi.nlm.nih.gov/pubmed/32149194
https://doi.org/10.2147/JPR.S230394
https://www.ncbi.nlm.nih.gov/pubmed/32104060
https://doi.org/10.1155/2008/730951
https://www.ncbi.nlm.nih.gov/pubmed/18719716
https://doi.org/10.1097/ALN.0000000000001656
https://www.ncbi.nlm.nih.gov/pubmed/28614083
https://doi.org/10.1016/j.sjpain.2015.12.009
https://www.ncbi.nlm.nih.gov/pubmed/28850461
https://doi.org/10.1586/ern.09.34
https://www.ncbi.nlm.nih.gov/pubmed/19402782
https://doi.org/10.5402/2012/413105
https://www.ncbi.nlm.nih.gov/pubmed/24977076
https://doi.org/10.1177/19476035221087698
https://www.ncbi.nlm.nih.gov/pubmed/35356833

	Introduction 
	Materials and Methods 
	Study Design 
	Participants 
	Study Procedures 
	Demographic and Clinical Assessments 
	Pain Intensity 
	Static and Dynamic Quantitative Sensory Testing (QST) 
	Pressure Pain Threshold (PPT) 
	Conditioned Pain Modulation (CPM) 
	Transcranial Magnetic Stimulation (TMS) 
	Resting-State Electroencephalography (EEG) 
	Resting-State Spectral Power Analysis 
	Statistical Analysis 

	Results 
	Sample Characteristics 
	Univariate Analysis 
	Multivariate Analysis 
	Predictors of WOMAC Pain Score 

	Findings Summary 
	Neurophysiological Association Findings 
	Model Variance Explanation 
	Predictors of VAS Pain Scale 
	General Findings 
	Neurophysiological Findings 
	Model Variance Explanation 


	Discussion 
	Main Findings 
	Dissociation of Neural Mechanisms Associated with WOMAC and VAS Pain Scores 
	Cortical Inhibitory Markers: Intracortical Inhibition and Frontal Beta Oscillations 
	Quantitative Sensory Testing (QST) 
	Depression 
	Pain Catastrophizing 
	Negative Findings 
	Limitations 

	Conclusions 
	References

