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Dissociation between individual differences in
self-reported pain intensity and underlying fMRI
brain activation
M. E. Hoeppli 1,2✉, H. Nahman-Averbuch1,2,3, W. A. Hinkle1, E. Leon 1,2, J. Peugh2,4, M. Lopez-Sola5,

C. D. King 1,2,4, K. R. Goldschneider1,6 & R. C. Coghill 1,2,4

Pain is an individual experience. Previous studies have highlighted changes in brain activation

and morphology associated with within- and interindividual pain perception. In this study we

sought to characterize brain mechanisms associated with between-individual differences in

pain in a sample of healthy adolescent and adult participants (N= 101). Here we show that

pain ratings varied widely across individuals and that individuals reported changes in pain

evoked by small differences in stimulus intensity in a manner congruent with their pain

sensitivity, further supporting the utility of subjective reporting as a measure of the true

individual experience. Furthermore, brain activation related to interindividual differences in

pain was not detected, despite clear sensitivity of the Blood Oxygenation Level-Dependent

(BOLD) signal to small differences in noxious stimulus intensities within individuals. These

findings suggest fMRI may not be a useful objective measure to infer reported pain intensity.
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Interindividual differences in the experience of pain can be
profound and represent a major clinical challenge. Even when
pain is evoked by carefully controlled experimental stimulus of

a fixed intensity, pain intensity ratings range extensively across
healthy individuals1–3. Moreover, activation of the primary
somatosensory cortex (SI), the anterior cingulate cortex (ACC),
and the prefrontal cortex (PFC) has been shown to be related to
interindividual differences in the experience of pain evoked by a
noxious stimulus1,3–8. Similarly, these areas have been associated
with within-individual differences in pain using fixed noxious
stimuli of graded intensity9–12. These areas have been previously
and consistently associated with nociceptive processing and
pain13–18. Similarly, gray matter densities have been shown to be
associated with interindividual differences in pain sensitivity in
areas frequently associated with pain processing19,20. Extending
these observations, machine-learning techniques have been used
to develop a multi-voxel brain signature of pain that is sensitive to
small within-individual differences in pain and is specific to
physical pain compared to other aversive states, such as social
pain and anticipation of pain, which produce no expression of
such signatures21–24. Taken together, these studies would strongly
suggest that neuroimaging data could provide an objective bio-
marker for pain25.

The search for an objective biomarker for pain intensity has
been driven by a legitimate need to adequately assess pain in
individuals who are unable to adequately communicate their first-
person experience of pain to a third person26, as well as to
understand changes in such markers over time in response to
disease or treatment27–30. However, there is also substantial
pressure to use such markers to confirm the veracity of a patient’s
report of pain for legal and financial reasons26,27,30,31.

A critical criterion for biomarkers for individual pain intensity
is that they are sensitive to individual differences in reported pain
magnitude such that they could accurately distinguish between
individuals experiencing a great deal of pain vs. individuals
experiencing relatively low levels of pain. In order for such bio-
markers to be developed using neuroimaging techniques, the
feasibility of detecting brain activation related to interindividual
differences in reported pain using fMRI needs to be confirmed.
Although previous studies have already highlighted inter-
individual differences in the experience of pain and potential
underlying brain mechanisms, these studies often relied on very
small sample sizes, including 25 participants or fewer, and narrow
age ranges, including mostly young adults in their twenties1,3,4.
This limits the ability to generalize to the general population and
confirm by replication relationships between brain regions and
reported pain32,33.

In the present investigation, we aimed to further characterize
brain mechanisms that support interindividual differences in the
experience of pain in a sample of over 100 participants. Defining
such mechanisms using carefully controlled noxious stimuli in
healthy individuals is an essential first step to developing valid
markers of interindividual differences in pain intensity as such
stimuli provide an objective input into the nociceptive system. To
address the issues of previous studies examining individual dif-
ferences in pain, we included more than 100 participants and
adolescents, as well as adults ranging into the 5th decade, in
addition to young adults. In addition, to be more representative of
the general population, enrollment criteria defined for this study
did not exclude individuals based on their pain sensitivity or
individuals with anxiety or depression.

The characterization of individual differences in pain relies
heavily on the accurate communication of the first-person sub-
jective pain experience. Accordingly, we used well-validated
visual analog scales (VAS) for rating pain intensity and pain
unpleasantness34,35.

To better determine if ratings of pain intensity and pain
unpleasantness reflected interindividual differences in the mag-
nitude of the subjective experience of pain, we first performed a
Gaussian Mixture Model (GMM) analysis on responses to graded
noxious heat stimuli ranging from 35 °C to 49 °C. To describe the
pain intensity and unpleasantness responses of each pain sensi-
tivity class, we fitted the data to a power function in order to
extract the exponent and proportionality constant.

To rule out the possibility that apparent pain sensitivity
reflected a systematic bias in the reporting of the subjective
experience vs. true interindividual differences in the actual
experience of pain, we examined the psychological profiles of
individuals within each class.

To further confirm that the VAS ratings of pain reflected actual
pain sensitivity rather than reporting biases, we examined the
ability of participants within each pain sensitivity class to dis-
criminate small differences in noxious stimulus intensity.

To characterize the relationship between brain activation and
interindividual differences in perceived intensity, we examined
brain responses to both noxious and innocuous stimulation using
BOLD fMRI. To replicate and extend our previous findings1, we
focused primarily on responses to noxious heat. We further
investigated responses to noxious cold to determine if findings
from noxious heat would generalize to another painful modality.
Finally, auditory stimulation was utilized to assess the ability of
fMRI to detect individual differences in perceived stimulus
intensity in a non-noxious sensory modality. Using a GLM-based
massive univariate analysis, we tested the hypothesis that inter-
individual differences in reported painful and non-painful sen-
sations would be associated with interindividual differences in
brain activation. To ensure that our neuroimaging methods were
sufficiently sensitive to detect brain activation associated with
small differences in stimulus intensity, we examined within-
individual responses to two levels of heat (47 °C, 48 °C), cold
(0.5 °C, 3 °C), and auditory stimuli (80 dB, 90 dB). The results of
the massive univariate analyses were confirmed with additional
analyses using the Neurologic Pain Signature21 and a multivariate
LASSO-PCR (least absolute shrinkage and selection operator-
regularized principal components regression) regression36.

Our results show that individuals perceive and report pain
sensations associated with different intensity of noxious stimuli in
a manner congruent with their pain sensitivity. In addition, our
results show that interindividual differences in the perception of
pain intensity are not associated with changes in brain activation.
Taken together, these results support the validity of pain ratings
as a measure to assess one’s pain sensations, while highlighting
the need to consider fMRI brain imaging an objective measure of
pain sensations very cautiously.

Results
Across all noxious stimuli delivered in both the QST session and
the MRI session, tremendous interindividual differences in pain
sensitivity were noted, with VAS pain intensity ratings to 48 °C
stimuli ranging from nearly 0 to 10 (max). In order to better
understand these interindividual differences, we performed a
series of analyses on the psychophysical data.

Heat pain sensitivity classes. A mixture model analysis was
performed on pain intensity and pain unpleasantness ratings of
graded noxious heat stimuli to define the number of pain sensi-
tivity classes and assign participants to these classes. Two criteria
were used to select the best fitting model for the number of pain
classes: no spurious class and lowest BIC or Bayesian Information
Criterion value. Given that the model for four and five classes did
not meet the selection criteria by creating at least one spurious
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class, these models were eliminated and only the models for one
through three classes were considered in the selection of the best
fitting model. BIC values resulting from the mixture models
analysis ranged from 23518.905 for the ‘one class’ model to
19791.321 for the ‘three classes’ model. As a result, the model
with three classes was chosen because it had the lowest BIC value.
The three classes of pain sensitivity were defined as Low, Mod-
erate, and High Pain Sensitivity. Each class of pain sensitivity had
a very distinctive power function for the pain intensity and
unpleasantness ratings, as shown by their respective exponents
and proportionality constants. Participants from the High Pain
Sensitivity class showed the smallest exponents (intensity: expo-
nent= 2.93; unpleasantness: exponent= 3.45) but had the high-
est proportionality constants (intensity: constant=−5.49;
unpleasantness: constant=−6.88) in reported pain intensity and
unpleasantness (Supplementary Fig. 1C). These coefficients are
likely explained by the combination of relatively high ratings in
response to stimuli of low noxious intensity (43°) as well as a
flattening of the ratings at the high end of the noxious range
(48–49 °C). The fit of intensity and unpleasantness ratings to the
power function for this class were both significant (intensity: F
(1,5)= 328.1, p < 0.0001; unpleasantness: F (1,5)= 424,
p < 0.0001). The individuals from the Low Pain Sensitivity class
had greater exponents (intensity: exponent= 3.88; unpleasant-
ness: exponent= 4.74) and low constants (intensity: constant=
−9.79; unpleasantness: constant=−12.1) (Supplementary
Fig. 1A) than participants of the High Pain Sensitivity class. The
fit of intensity and unpleasantness ratings to the power function
for this class were significant (intensity: F (1,5)= 139.7,
p < 0.0001; unpleasantness: F (1,5)= 134.5, p < 0.0001). Similarly,
the participants from the Moderate Pain Sensitivity class had
greater exponents (intensity: exponent= 4.46; unpleasantness:
exponent= 5.12) and low constants (intensity: constant=
−10.02; unpleasantness: constant=−11.84) than participants of
the High Pain Sensitivity class (Supplementary Fig. 1B). The fit of
intensity and unpleasantness ratings to the power function for
this class were significant (intensity: F (1,5)= 508.9, p < 0.0001;
unpleasantness: F (1,5)= 413.1, p < 0.0001). Furthermore, expo-
nents of unpleasantness ratings were always greater than those of
intensity ratings and their proportionality constants were
always lower.

Finally, pain sensitivity classes did not differ in demographic
factors, such as sex, age, race, economic status, or handedness,
nor in psychological factors, including measures of sleeping
patterns (scores to the Epworth Sleepiness Scale and Pittsburgh
Sleep Quality Index), measures of emotional states (scores to
PROMIS anxiety, depression, and pain interference, PANAS,
Barratt Impulsiveness Scale, Freiburg Mindfulness Scale, and Pain
Catastrophizing Scale) or in scores to the Experience of
Discrimination scale (Supplementary Table 1).

Rating-based Discrimination thresholds. In order to further
confirm that reports of pain largely reflected the subjective
experience rather than a rating bias, we examined the ability of
participants to provide ratings that discriminated between small
differences in stimulus intensity. Kruskal–Wallis tests performed
on the 43 °C-ascending discrimination thresholds revealed a
significant difference between classes in their ability to dis-
criminate using intensity and unpleasantness ratings (intensity:
χ2(2)= 10.627, p= 0.005; unpleasantness: χ2(2)= 16.425,
p= 0.0003). Post-hoc Dunn tests on rating-based discrimination
thresholds of intensity ratings showed significant differences
between classes of Low and Moderate Pain Sensitivity (z=−2.53,
adjusted p= 0.017) and between classes of Low and High Pain
Sensitivity (z= 2.97, adjusted p= 0.009) (Fig. 1A), such that

participants from the Low Pain Sensitivity class required larger
temperature steps to reliably perceive stimuli as more intense
than 43 °C. Similarly, post-hoc Dunn tests on rating-based dis-
crimination thresholds in unpleasantness ratings showed sig-
nificant differences between classes of Low and Moderate Pain
Sensitivity (z=−3.05, adjusted p= 0.003) and between classes of
Low and High Pain Sensitivity (z= 3.75, adjusted p= 0.0005),
again with larger steps required before participants from the Low
Pain Sensitivity class experienced reliably greater pain
unpleasantness.

Kruskal–Wallis tests performed on the 49 °C-descending
discrimination thresholds revealed no significant difference
between classes in intensity ratings (χ2(2)= 0.98063, p= 0.6).
However, they detected a significant difference between classes in
unpleasantness ratings (χ2(2)= 13.625, p= 0.001). Post-hoc
Dunn tests showed significant differences between classes of
Moderate and High Pain Sensitivity (z= 3.32, adjusted p= 0.001)
and between classes of Low and High Pain Sensitivity (z= 3.33,
adjusted p= 0.003) (Fig. 1B). In this case, larger temperature
decreases were needed for the individuals from the High Pain
Sensitivity class to feel less pain unpleasantness than other classes.

Relationship of reported heat pain intensity with brain acti-
vation. Heat pain intensity ratings of high noxious stimuli, i.e.,
48 °C, during the fMRI series ranged widely across individuals
from 0.07 to 10 with an average rating of 3.92 ± 2.63 on the VAS
(Fig. 2A and Supplementary Fig. 2). These interindividual dif-
ferences provide a wide range of ratings to assess the relationship
between individual differences in reported pain intensity and
brain activation associated with high intensity stimuli (48 °C). To
investigate this relationship, a GLM analysis was performed
examining the main effect of stimulation with individual pain
intensity ratings as the covariate of interest. Analyses of brain
activation in response to high intensity heat stimulus (48 °C)
(Fig. 2B, Supplementary Tables 2 and 3) revealed increased
activation in areas such as the cerebellum, putamen, caudate
nucleus, thalamus, primary and secondary somatosensory cor-
tices (SI; SII), insula, the anterior cingulate cortex (ACC), and the
dorsolateral prefrontal cortex (DLPFC). Decreased activation was
observed in areas such as the amygdala and hippocampus, as well
as the posterior cingulate cortex (PCC) and the precuneus.

Surprisingly, results of the interindividual covariance analysis
detected no relationship between individually reported pain
intensity and increased or decreased brain activation associated
with high intensity heat stimuli at a clustering z threshold of 3.1
and a p threshold of 0.05 (Fig. 2C).

To investigate the lack of relationship between brain activation
associated with high intensity heat stimulus and reported pain
intensity and ensure that it was not due to the statistical
approach, i.e., univariate analysis, the NPS was applied to the heat
fMRI data and correlated with the individual pain intensity
ratings. Results of this analysis confirmed that all participants
exhibited positive expression of the NPS during the high intensity
heat stimulus (Supplementary Fig. 3A). Results of the inter-
individual correlation analysis between the NPS expression and
reported pain intensity failed to show a significant association: R
(99)= 0.002, p > 0.8 (Supplementary Fig. 3B).

To further ensure that the lack of relationship between brain
activation associated with high intensity heat stimuli and
perceived pain intensity was not due to a lack of sensitivity of
the univariate approach or to the fact that the NPS was not trained
on our data, we performed a multivariate LASSO-PCR regression
and trained it on our dataset. Results of this analysis showed no
relationship between individual differences in pain intensity
ratings and brain activation, further supporting our main finding
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(r= 0.13, p > 0.1; Supplementary Fig. 4). Consistent with the lack
of a relationship, results showed a high cross-validation error
between observed and predicted pain ratings: 7.14 VAS units.

The relationship between brain activation in response to high
intensity heat stimulus and pain perception was then assessed by
comparing brain activation between classes of pain sensitivity.
Results of the F-tests and the t-tests identified no difference
between classes in terms of brain activation associated with
noxious heat stimulation at a z threshold of 3.1.

Relationship of reported cold pain intensity with brain acti-
vation. The univariate analysis repeated on our control noci-
ceptive condition, i.e., cold pain, yielded similar results as in the
heat paradigm. Significant brain activation was detected in
response to high intensity cold stimuli: increased activation was
detected in areas including the putamen, the caudate nucleus, the
secondary somatosensory cortex, the insula, the anterior cingulate
cortex, and the dorsolateral prefrontal cortex, while decreased
activation was detected in areas including the amygdala and
hippocampus, the primary somatosensory cortex, the posterior
cingulate cortex and the precuneus. However, no relationship
with individual pain intensity ratings could be identified (Fig. 3,
Supplementary Tables 4 and 5). Thus, the findings from heat pain
generalized to cold pain.

Relationship of reported auditory intensity with brain activa-
tion. The main GLM analysis was also performed on our auditory

control modality to assess the relationship between brain acti-
vation in response to high intensity stimulus and individualy
perceived intensity in a non-noxious paradigm.

Intensity ratings of high intensity non-noxious auditory stimuli
ranged widely across individuals from 0 to 7.94 (average ± SD:
1.01 ± 1.53) (Fig. 4A).

Increased brain activation in response to high intensity stimuli
in areas such as putamen, caudate nucleus, primary auditory
cortex (AI), SII, insula, and ACC, and decreased brain activation
in areas such as amygdala, hippocampus, SI, PCC and precuneus
(Fig. 4B, Supplementary Tables 6 and 7).

In sharp contrast with heat pain and cold pain, an effect of
individually reported intensity in response to high intensity non-
noxious auditory stimulus was identified in areas associated with
changes in brain activation in response to high intensity non-
noxious auditory stimuli (Fig. 4C, Supplementary Tables 8 and 9).
In particular, greater reported auditory intensity was associated
with greater activation in AI and the left insula. Conversely,
greater reported auditory intensity was associated with greater
deactivation in the PCC and precuneus.

Within-individual effects of heat stimulus intensity. To ensure
that the lack of relationship between brain activation in response
to high intensity heat stimulus and individual pain intensity
ratings was not due to a lack of sensitivity in the paradigm,
within-individual t-tests were performed to investigate differences
in brain activation in response to small changes in stimulus
intensity, i.e., 1 °C.
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*
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Fig. 1 Individual differences in the subjective experience of pain are further supported by differences between pain sensitivity classes in their ability to
discriminate small differences in stimulus temperature via subjective reports. Compared to participants from the High (red bars) and Moderate Pain
Sensitivity classes (yellow bars), participants from the Low Pain Sensitivity class (green bars) needed a significantly greater increase in temperature from
43 °C to report changes in their perceived pain intensity and unpleasantness (p values: low – moderate: pintensity= 0.017, punpleasantness= 0.003; low – high:
pintensity= 0.009, punpleasantness= 0.0005), as shown by post-hoc two-sided Dunn’s tests (A). Conversely, the highly sensitive class required a significantly
larger decrease in temperature from 49 °C to report a change in perceived unpleasantness in relation to low or moderate sensitivity classes (p values: low –

high: punpleasantness= 0.001; moderate – high: punpleasantness= 0.003), as shown by post-hoc two-sided Dunn’s tests (B). The smallest temperature changes
to achieve discrimination in sensation from the sensation of a reference temperature, i.e., 43-ascending discrimination thresholds and 49-descending
discrimination thresholds, are represented on the y axis. Error bars represent standard error of the mean. * represents p values < 0.05; ** represents
p values < 0.01. Source data are provided as an xlsx Source Data file. n= 101 participants.
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Ratings of pain intensity reported during high intensity
noxious heat stimulus were significantly different from those
reported during low intensity noxious heat stimulus: t
(100)= 11.719, p < 0.0001 (Fig. 5A).

An analysis of changes in brain activation associated with low
intensity noxious stimulus revealed changes in similar areas as
high intensity noxious stimuli (Fig. 5B), i.e., amygdala, hippo-
campus, putamen, caudate nucleus, thalamus, SI, SII, insula,
ACC, PCC, precuneus, and DLPFC (Fig. 5C, Supplementary
Tables 10 and 11). Analyses of the differences in brain activation
evoked by high and low intensity heat stimuli (Fig. 5D,
Supplementary Tables 12 and 13) confirmed significant differ-
ences in the same brain areas, despite the substantial overlap of
activation and deactivation.

Analyses performed using the multivariate NPS on our heat
task further supported the results of the difference between high
and low intensity stimuli by showing a significant within-
individual difference in the NPS expression between the two
stimulus intensities: t (100)= 6.24, p < 0.0001. (Fig. 6).

Within-individual effects of cold stimulus intensity. Ratings of
reported pain intensity between high and low intensity cold sti-
muli were not significantly different: t(72)= 1.23, p= 0.2 (Sup-
plementary Fig. 5A). Similar to the high intensity noxious cold
stimulus (Supplementary Fig. 5B), the low intensity noxious cold
stimuli evoked changes in the amygdala, hippocampus, putamen,
caudate, insula, SII, SI, ACC, PCC, precuneus, and DLPFC
(Supplementary Fig. 5C, Supplementary Tables 14 and 15). Fur-
thermore, significant within-individual differences in activation
between the two stimulus intensities occurred in the same areas

(Supplementary Fig. 5D, Supplementary Tables 16 and 17). Thus,
in the case of cold pain, the neuroimaging data could detect
differences in stimulus intensity that were not detectable in pain
ratings.

Within-individual effects of auditory stimulus intensity. Simi-
lar within-individual t-tests were performed on our non-
nociceptive control condition, i.e., auditory stimulus. Ratings of
reported intensity between high and low intensity non-noxious
auditory stimuli did not differ significantly: t(96)= 1.68, p= 0.1
(Supplementary Fig. 6A). Low intensity non-noxious stimuli were
associated with changes in similar brain areas as those of the high
intensity non-noxious stimuli (Supplementary Fig. 6B), i.e.,
amygdala, hippocampus, putamen, caudate nucleus, insula, SI,
SII, AI, ACC, PCC, precuneus, and DLPFC (Supplementary
Fig. 6C, Supplementary Tables 18 and 19). Significant within-
individual differences in brain activation in response to the two
stimulus intensities were observed in the same areas (Supple-
mentary Fig. 6D, Supplementary Tables 20 and 21).

White matter deactivation. Throughout the fMRI results, a sig-
nificant deactivation could be observed in the white matter, even
after preprocessing of the data using FIX. This deactivation
suggests that there is a small and constant effect of the stimula-
tion on the white matter and/or global signal intensity (see
Supplementary Discussion for more information). lt has been
previously shown that inclusion of global signal confounds, which
are correlated to the experimental paradigm, i.e., stimulation,
might affect the relationship between the paradigm and the
resulting brain activations37. However, given that the correlation

Fig. 2 Univariate fMRI analysis reveals widespread brain activation associated with high intensity heat stimulation, but no relationship with perceived
pain intensity. A Individual ratings of pain intensity in response to high intensity heat stimulation ranged from 0.07 to 10, with most people providing
averaged ratings of pain intensity below 5. Mean and standard error represented by the bar plot. n= 101 participants. B Effect of high intensity heat
stimulation on brain activation. Areas of increased activation included cerebellum (Cereb), thalamus (Thal), putamen (Put), primary somatosensory cortex
(SI), secondary somatosensory cortex (SII), insula (Ins), anterior cingulate cortex (ACC), and dorsolateral prefrontal cortex (DLPFC). Areas of decreased
activation included the amygdala (Amy) and hippocampus (Hippo), as well as posterior cingulate cortex (PCC) and precuneus (Prec). C There was no
relationship between perceived pain intensity and brain activation associated with high intensity heat stimulus. Source data are provided as an xlsx Source
Data file and activation maps are available on Github.
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of global signal confounds and our stimulation is close to null
across participants, this effect is likely to be small and
individualized.

Effect of head motion. Two Kruskal–Wallis analyses were per-
formed to test the relationship between head motion in the
scanner and pain sensitivity classes. Results from these analyses
excluded such a relationship (RMS: χ2 (2)= 2.3231, p= 0.3;
FWD: χ2 (2)= 2.5739, p= 0.3), suggesting that head motion was
not responsible for the lack of effect of reported pain intensity on
brain activation associated with high intensity heat stimuli.

Effect of repeated stimulation. An additional Kruskal–Wallis
analysis was performed to investigate the stability of pain ratings
across multiple stimulus presentations within-individuals during
the scanning session. Results of this analysis revealed no effect of
time (e.g., repeated stimulation) (χ2 (1)= 1.7925, p= 1) on
reported pain intensity.

Discussion
In sharp contrast with previous findings1,3,4,6–8, interindividual
differences in subjective reports of pain intensity were not para-
metrically related to objective assessments of brain activation
during noxious heat or noxious cold stimulation in this study.
This dissociation is striking given 1) the strong BOLD response
associated with noxious stimulation, 2) the detection of within-
individual differences in activation evoked by different intensities
of noxious stimuli, and 3) the detection of brain activation related
to interindividual differences in innocuous auditory perception.

Subjective reports of pain intensity and unpleasantness ranged
widely across individuals despite the use of stimuli of fixed

intensities. The wide range of pain ratings is in agreement with
previously published findings, which have reported substantial
individual differences in pain sensations1,2. A Gaussian mixture
model analysis of pain ratings revealed individuals are distributed
across three classes of pain sensitivity, i.e., Low, Moderate, and
High Pain Sensitivity.

Multiple converging lines of evidence indicate that the indivi-
dual differences in subjective reports of pain largely reflect true
individual experiential differences in pain magnitude instead of
rating biases. First, we found no differences in the psychological
and demographic profile between classes. Thus, participants from
the Low, Moderate, and High Pain Sensitivity classes did not
differ on depression, anxiety, catastrophizing or other variables
that may have consistently affected the rating process, resulting in
a bias in the reporting and communication of the individual pain
experience. These results were further supported by correlation
analyses showing no relationship with these variables and pain
intensity (supplementary analysis). Second, across all three clas-
ses, the ability to report changes in reported pain sensation with a
change in temperature as small as 1 °C confirm that individuals
could reliably report small differences in stimulus intensity by
providing ratings of pain intensity and pain unpleasantness using
VAS. Third, classes of pain sensitivity differed in the manner in
which they reported their pain sensations evoked by small dif-
ferences in stimulus intensity. Specifically, participants from the
High Pain Sensitivity class reported greater pain intensity and
unpleasantness after a smaller increase in temperature from a
reference temperature of 43 °C compared to participants from the
other classes. Conversely, participants from the High Pain Sen-
sitivity class required a greater decrease in temperature from a
reference temperature of 49 °C to report lower pain unpleasant-
ness, but not intensity, ratings than participants from the other

Fig. 3 Univariate analysis revealed widespread brain activation associated with high intensity cold stimulation (0.5 °C), but no relationship with
perceived pain intensity. A Ratings of pain intensity in response to high intensity cold stimuli ranged from 0 to 6.82. Mean and standard error represented
by the bar plot. n= 73 participants. B Effect of high intensity cold stimulation on brain activation. Areas of increased activation included the putamen (Put),
caudate nucleus (Cau), secondary somatosensory cortex (SII), insula (Ins), anterior cingulate cortex (ACC), and dorsolateral prefrontal cortex (DLPFC).
Areas of decreased activation included bilateral amygdala and hippocampus (Amy/Hippo), primary somatosensory cortex (SI), posterior cingulate cortex
(PCC) and precuneus (Prec). C There was no relationship between perceived pain intensity and brain activation associated with high intensity cold
stimulation. Source data are provided as an xlsx Source Data file and activation maps are available on Github.
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classes. This lack of statistically significant results in the pain
intensity ratings could be driven by the smaller difference in
temperature decrease needed to achieve perceptual changes in
pain intensity compared to pain unpleasantness between the Low
and High Pain Sensitivity classes. These results are congruent
with correlations between discrimination thresholds and pain
ratings (Supplementary analysis). Taken together, the psycho-
physical results support VAS ratings of pain intensity and pain
unpleasantness as a reliable measure of the subjective experience
of pain.

High intensity noxious heat stimuli were used to assess positive
and negative changes in brain activation associated with reported
pain intensity. Consistent with a large body of prior
evidence1,9,14,17,38–45, noxious heat stimulation evoked robust
increases and decreases in brain activation in areas that were
previously described as being associated with nociceptive pro-
cessing and pain. Despite this effect, no relationship between
reported pain intensity and brain activation or deactivation was
detected. This is even more surprising given the wide range of
reported pain intensity ratings from 0.07 to 10.

The results of the massive univariate analysis were further
confirmed by assessment of activation using the NPS and a
LASSO-PCR model. All 101 participants exhibited expression of
the NPS during high intensity noxious heat stimulation. However,
no relationship was detected between the expression of the NPS
and ratings of pain intensity. The LASSO-PCR model showed no
relationship between individual pain intensity ratings and brain
activation associated with high intensity heat stimuli. Thus, even
with approaches more comprehensive than the massive univariate
analyses, brain activation supporting individual differences in
reported pain was not identified.

Because of the discrepancy between our current results and
prior findings1,3,4, we performed several complementary analyses
to eliminate potential explanations for the lack of relationship
between reported pain intensity and changes in brain activation.
First, there was no relationship between head motion and pain
sensitivity classes. As such, differential signal loss induced by
movement cannot account for the lack of relationship between
brain activation and individual differences in pain ratings. Sec-
ond, analyses of effects of repeated stimulation revealed that
sensitization and/or habituation did not differ between classes.
Thus, differential responses across repeated stimulation could not
account for the lack of relationship between brain activation and
individual differences in pain ratings. Third, the massive uni-
variate analysis of the heat paradigm was repeated in supple-
mentary analyses with the following conditions: (1) within classes
of Pain Sensitivity, (2) while including all the psychological and
demographic recorded data and head motion parameters, (3)
while including only the adult participants of the cohort, and (4)
while selecting a subsample of participants matching the one
from the 2003 study1. These supplementary analyses further
confirmed the lack of a relationship between brain activation
associated with noxious heat stimuli and individual perceived
pain intensity. Fourth, a supplementary Bland-Altman analysis
revealed a small but systematic decrease (1.5 VAS units) in pain
intensity ratings from the first to the second session. This
decrease could be due to an exposure effect or to the MRI
environment during the second session. Nevertheless, given that
our main univariate analysis was performed on brain imaging
data and rating data acquired during the same session (MRI
session), this decrease in ratings between sessions would not
impact our findings.

Fig. 4 Univariate analysis revealed widespread brain activation associated with high intensity auditory stimulation (90 dB) and related to perceived
intensity. A Ratings of perceived auditory intensity in response to high intensity auditory stimuli ranged from 0 to 7.94. Mean and standard error
represented by the bar plot. n= 97 participants. B Effect of high intensity auditory stimulation (90 dB) on brain activation. Areas of increased activation
included putamen (Put), caudate nucleus (Cau), secondary somatosensory cortex (SII), primary auditory cortex (AI), insula (Ins), anterior cingulate cortex
(ACC), and dorsolateral prefrontal cortex (DLPFC). Areas of decreased activation included bilateral amygdala and hippocampus (Amy/Hippo), primary
somatosensory cortex (SI), posterior cingulate cortex (PCC) and precuneus (Prec). C High perceived intensity was associated with a greater increase in
brain activation associated with high intensity stimulation in areas such as AI, SII, and insula and a greater decrease in brain activation in PCC and
precuneus. Source data are provided as an xlsx Source Data file and activation maps are available on Github.
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Furthermore, differences in the experimental paradigms could be
the source of the differences between the current results and those
published in 20031. First, the noxious heat stimuli used in the
present investigation were shorter (10 s plateau) than the longer
duration stimuli (30 s plateau) used previously1. However, despite
the different durations, robust brain activation during nociceptive
processing was highly evident in the univariate analysis and was
detected by expression of the NPS within all 101 participants.
Furthermore, the mean and range of pain intensity ratings between
the two studies, i.e., the current study and the one reported in
Coghill et al.1, were similar (current study: mean= 3.92,
range= 0.07–10.0; 2003 study: mean= 4.79, range= 1.05–8.9)
despite the different durations of stimulation. Thus, small para-
metric differences of the stimuli, such as its duration or intensity,
could have had a differential impact on the sensitivity of the BOLD
effect to detect individual differences in pain versus nociceptive
processing. Additionally, experimental differences, including using
different scanners and different acquisition sequences, might also
underlie the dissociation in the findings. Regardless, if small dif-
ferences in experimental parameters can dramatically affect result-
ing brain activation while evoking similar pain ratings in response to
these stimuli, any definition of brain markers based on such results
would be, at best, unreliable. Finally, the early study1 had a very
small number of participants (6 highly sensitive and 6 low sensitive
participants) vs. the greater number (101) of participants in the
present investigation (23 highly sensitive, 41 moderately sensitive,
and 37 low sensitive participants). As such the early findings could
be susceptible to errors arising from small group effects32.

The absence of a relationship between individual differences in
reported pain intensity and brain activation was also replicated

Fig. 5 Effect of graded increases in intensity of heat stimulation on brain activation. A Average ratings of pain intensity associated with heat stimulation
significantly differed between high and low intensity stimulation, as shown by a two-sided paired sample t-test (p= 2.2 e−16). n= 101 participants.
Increased brain activation in response to high (B) and low (C) intensity heat stimulation and differences between the two intensities of stimuli (D) are
observed in areas such as the putamen (Put), the caudate nucleus (Cau), the thalamus (Thal), the primary somatosensory cortex (SI), the secondary
somatosensory cortex (SII), the insula (Ins), dorsolateral prefrontal cortex (DLPFC), and the anterior cingulate cortex (ACC). Decreased activation in
response to the same stimuli is especially present in the precuneous (Prec) and the posterior cingulate cortex (PCC). Error bars represent standard error of
the mean. *** represents p values < 0.001. Source data are provided as an xlsx Source Data file and activation maps are available on Github.
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Fig. 6 NPS expression significantly differs between low (47 °C) and high
(48 °C) intensity heat stimuli, as shown by a two-sided paired sample t-
test (p= 1.021 e−08). The average NPS expression, represented by the
bars, is higher in high intensity heat stimulation compared to low intensity
heat stimulation. In addition, the violin plots, which represent the
distribution of individual NPS expression in each intensity, show a greater
density of individuals with higher NPS expression in the high intensity heat
stimulation than in the low intensity heat stimulation. Finally, the error bars
represent one standard error of the mean. *** represents p values < 0.001.
n= 101 participants. Source data are provided as an xlsx Source Data file.

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-31039-3

8 NATURE COMMUNICATIONS |         (2022) 13:3569 | https://doi.org/10.1038/s41467-022-31039-3 | www.nature.com/naturecommunications

www.nature.com/naturecommunications


for pain evoked by noxious cold. During cold stimulation there
was again a robust activation of numerous brain areas associated
with nociceptive processing. However, no regions exhibited a
relationship with individual reports of pain intensity. Similar to
our results in the heat paradigm, ratings of reported cold pain
intensity covered a wide range of the VAS, rendering unlikely that
the lack of effect would be due to too little variability in the
ratings.

In contrast with both the noxious heat and noxious cold data,
analysis of the auditory data reveals that the regression approach
was sufficiently sensitive to detect a relationship between indivi-
dual differences in reported auditory intensity. Presentation of the
900 Hz sawtooth waveform tone produced robust activation of
areas important in auditory processing including AI, the insula,
the ACC, and the PCC. Of these, AI and the insula exhibited a
positive relationship with individual differences in reported
auditory intensity while the PCC and the precuneus exhibited a
negative relationship with reported auditory intensity. The range
of ratings of individually reported pain intensity in response to
the high intensity non-noxious auditory stimuli was similar to the
one in response to the high intensity noxious cold and heat sti-
muli. This further suggests that the lack of results in the heat and
cold series is not due to an insufficient variability in the indivi-
dually reported pain intensity. Moreover, the auditory data con-
firm that the fMRI paradigms were sufficient to detect individual
differences in reported intensity. This suggests that the lack of
relationship between brain activation and reported intensity is
inherent to a pain-specific mechanism that remains to be defined.

To further confirm the sensitivity of our fMRI paradigms, we
analyzed brain activation associated with within-individual dif-
ferences in stimulus intensity. All three modalities of stimulation
produced robust changes when brain activation during high
intensity stimulation was compared to that of low intensity sti-
mulation. These results confirm that our paradigm was sufficient
to detect changes in brain activation elicited by small differences
in stimulus intensity. In addition, these within-individual differ-
ences in the cold and auditory paradigms were detected despite a
lack of statistically significant difference in reported pain intensity
between low and high intensity stimuli.

Interestingly, this disconnect between the cerebral representa-
tions of within- and interindividual pain perception has been
previously observed and reported using EEG46. In that EEG
study, within-individual differences in nociception were asso-
ciated with changes in EEG responses, while interindividual dif-
ferences in pain were not associated with changes in EEG
responses. These previous findings further support our present
findings. These results taken together suggest that brain activation
might be more associated with nociception than with individual
differences in perceived pain.

In conclusion, the present findings provide further evidence
that different individuals can instantiate markedly different
experiences of pain from the same sensory inputs. Furthermore,
these results strongly suggest that interindividual differences in
pain ratings reflect true experiential differences rather than
reporting biases. The dissociation between the subjective reports
of pain and underlying brain activation raises significant ques-
tions about the ability of BOLD activation-based fMRI to serve as
a biomarker for pain intensity. However, recent findings suggest
that BOLD connectivity-based measures could provide such
biomarkers in chronic pain47. This dichotomy between activa-
tion- and connectivity-based measures of pain raises significant
questions about the ability of BOLD fMRI to adequately capture
neural activity involved in the instantiation of the pain experi-
ence, despite its efficacy in capturing central processes of noci-
ception. Are brain mechanisms supporting the construction of an
experience of pain so globally dispersed and divorced from

nociceptive mechanisms that their patterns of activity represent
such a radical transformation of afferent input that there is no
longer a monotonic relationship between perceived pain and the
firing of central nervous system neurons supporting that experi-
ence? This notion starkly contrasts with the idea that the neural
signals that instantiate pain are sufficiently degenerate/redundant
such that the experience can remain in the face of substantial
damage to nociceptive processing regions in the brain9,17,48.
Perhaps the resilience suggested by lesion studies49,50 may reflect
the ability of pain to be instantiated by multiple distinct systems,
and this multiple realizability may be more important across
healthy individuals than previously thought.

In summary, while fMRI may have significant potential to
provide insight into mechanisms of acute and chronic pain and
potential trajectory of treatment responsivity51–55, the long-
standing clinical dictum, “pain is what the patient says it is,”
remains. Our results suggest that the use of fMRI as an objective
measure to infer reported pain intensity for medico-legal pur-
poses may need to be considered with great caution.

Methods
Participants. 143 healthy individuals (58 males and 85 females, age: 28 ± 7.2,
mean ± SD, age range: 14–44 years old) in an ongoing study underwent Quanti-
tative Sensory Testing (QST) and neuroimaging and completed behavioral and
psychological surveys. Data from 34 participants (12 males and 22 females, age:
28 ± 6.1, mean ± SD), which were not used in prior analyses or in the analyses
described here, were used to train an automated classifier (FSL FIX, FMRIB’s ICA-
based Xnoiseifier, FSL, Oxford, UK)56,57 that was used to denoise the fMRI data. 4
of these 34 participants had subtle incidental findings reported by a radiologist, that
due to their nature and localization should not affect the training of the FIX
classifier. Out of the remaining 109 participants, 8 participants were excluded
because of insufficient quality of the fMRI images or incidental findings of
abnormalities on MRI. The remaining 101 healthy volunteers (43 males and 58
females, age: 28.5 ± 7.7, mean ± SD) were included in the analyses of the heat series
described below. Due to technical issues during the MRI session, 28 of these
participants had missing data in the cold series and 4 had missing data in the
auditory series.

Participants and parents/legal guardians of minor participants gave their
written informed consent and minors provided written assent in accordance with
the institutional review board of Cincinnati Children’s Hospital Medical Center,
which approved the study. Participants received monetary compensation for their
participation in the study. Exclusion criteria included active neurological or
psychiatric disorder that impacted the participant’s ability to perform the tasks
requested, the presence or history of chronic pain, medications that could interfere
with QST or brain function, positive screen for recreational drugs, any serious
pathology, substantial uncorrected visual deficit, and any MRI contraindication,
such as any metallic implant or braces.

General design. Participants in this study completed two sessions: a QST and an
MRI session. Sessions were on average 36 days (SD: 50.3) apart. During the QST
session, participants first were familiarized with pain rating tasks by evaluating a set
of heat stimuli before experiencing the heat, cold, and auditory stimuli included in
the MRI session. In addition, participants completed psychological surveys. This
session lasted approximately three hours. During the MRI session, participants
received and rated heat, cold, and auditory stimuli. The MRI session lasted
approximately 90 min.

All thermal stimuli were generated and controlled by a Pathway model ATS
(Medoc, Ramat Yishai, Israel). A 16 × 16mm thermode was used for the heat
stimuli and a 30 × 30 mm thermode for the cold stimuli. During all the thermal
stimuli, participants were instructed to keep their skin in contact with the
thermode as long as they could tolerate the temperature.

The auditory stimuli were played using iTunes (Apple Inc, Cupertino, CA,
USA). During the QST session, participants wore over-the-ear Puro Soundslab
BT5200 calibrated headphones. During the MRI session, participants listened to
the sounds through MRI-compatible headphones.

For both sessions, minor participants were accompanied by their legal
guardians. During the QST session, legal guardians were asked to be present during
the consenting part and to confirm the participant’s eligibility. During the MRI
session, legal guardians were asked to be present to confirm MRI compatibility.
Legal guardians then stepped out of the room during the testing protocols to avoid
parental influence on the participant’s responses58–60.

All participants were asked to turn their cell phone off to avoid any distraction
during the testing protocol. Cell phones were kept secured, away from the subjects
along with other ferromagnetic objects during the MRI session.
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Visual analog scales. Throughout the two sessions of this study, participants
reported pain intensity and pain unpleasantness on visual analog scales (VAS). The
VAS for pain intensity was anchored with the words ‘no pain sensation’ and ‘most
intense pain sensation imaginable’, while the VAS for pain unpleasantness was
anchored with the words ‘not at all unpleasant’ to ‘most unpleasant
imaginable’34,35. The anchors of the VAS to rate auditory intensity were ‘not at all
loud’ and ‘the loudest imaginable’, while VAS to rate auditory unpleasantness
ranged from ‘not at all unpleasant’ to ‘the most unpleasant imaginable’. While
participants were familiarized with the heat stimuli in the QST session, they rated
their sensations by positioning a slider in a plastic scale until it matched the level of
their sensation. Numbers on the back of the scale allowed the experimenter to read
the level of their sensations (range 0 to10). When participants were trained on the
tasks they would experience in the scanner and during the MRI session, they
reported their sensations using two computerized VAS scales, which were con-
trolled with the IDL software (L3Harris Geospatial, Broomfield, CO, USA). In the
computerized version of these scales, participants slid the cursor by using a
trackball mouse (QST session: Logitech, Newark, CA, USA; MRI session: Current
Designs, Philadelphia, PA, USA).

VAS scales for the measurement of pain have been previously shown to be true
ratio scales34. In addition, the VAS is sensitive to changes in noxious temperature
as small as 0.2 °C61. The ability of participants to distinguish and rate pain intensity
and unpleasantness on two different VAS scales has been previously confirmed:
Price et al.34 showed that ratings of pain intensity and unpleasantness resulted in
distinct stimulus-response curves. Furthermore, using extreme anchors, such as
‘most intense pain imaginable’ or ‘most unpleasant pain imaginable’, ensures the
reliability of the scale as a ratio scale34.

These scales have been previously used in studies investigating individual
differences in the experience of pain and shown to capture such differences1,19,62,63.
Finally, of importance in this study including participants under the age of 18, VAS
scales have been validated as reliable measures of pain in children64.

QST session
Familiarization. During the first session, participants were familiarized with heat
stimuli by receiving 32 5-second heat stimuli on their left forearm. For each sti-
mulus, the temperature increased from a baseline of 35 °C at a rate of 6 °C/s,
plateaued for 5 s and returned to baseline at a rate of 6 °C/s. These stimuli included
four repetitions of the following eight temperatures in a pseudo-randomized order:
35 °C, 43 °C, 44 °C, 45 °C, 46 °C, 47 °C, 48 °C, and 49 °C. All participants received
the stimuli in the same order. After each stimulus, participants were instructed to
rate their reported pain intensity and unpleasantness on the two VAS scales
described above. The inclusion of a familiarization session during which partici-
pants experience and rate multiple short-duration heat stimuli has been shown to
minimize the session-to-session order effect, hence increasing the reproducibility of
the ratings65. Given that this study aims at investigating brain mechanisms
underlying individual differences in the experience of pain assessed by psycho-
physical measurements and that psychophysical measurements and fMRI data
were acquired in separate sessions, ensuring the reproducibility of the ratings was
essential to confirm that we always have a large range of pain sensitivity and can
address stability across sessions.

fMRI training stimuli. Participants were then trained on the heat, cold, and
auditory tasks they would perform during the MRI session. Each task included
10-second long stimuli of two different intensities, followed by a 16-s rating period
and a 22-s resting period. During the heat and cold tasks, stimuli were delivered to
the back of the lower left leg. The heat task included six high intensity noxious
stimuli (48 °C), and one low intensity noxious stimulus (47 °C). Heat stimuli had
the same increase and decrease rates as the ones in the familiarization phase of this
session.

The cold task included 4 high intensity noxious stimuli (0.5 °C) and one low
intensity noxious stimulus (3 °C). During the cold stimuli, temperature decreased
from a baseline of 35 °C at a rate of 3 °C/s, plateaued for 10 s, and returned to
baseline at a rate of 6 °C/s.

The auditory task included 5 high intensity non-noxious stimuli (90 dB) and 2
low intensity non-noxious stimulus (80 dB). The auditory stimuli were designed as
900 Hz sawtooth waves with an overall time course similar to the heat stimuli. In
the high intensity stimuli, the sound increased from silence to 90 dB in 2.2 seconds
and plateaued for 10 s before returning to 0 dB at the same rate. In the low intensity
stimuli, the sound increased to 80 dB in 2 seconds and plateaued for 10 seconds
before returning to 0 dB at the same rate. These stimulus parameters were chosen
to provide a non-somatic innocuous control condition.

During the heat and cold tasks, participants were instructed to rate their
reported pain intensity and unpleasantness after each thermal stimulus. In-between
the presentation of the scales, a black screen was displayed. For the auditory
stimuli, participants were instructed to rate the intensity and unpleasantness of the
sounds that they experienced.

Behavioral/psychological measures. All behavioral/psychological measures were
recorded directly in the web-based software REDcap.

All participants. Finally, during this session, participants or their legal guardian
provided their medical history and demographics information, including race and
education level.

All participants then completed the Edinburgh Inventory to define
handedness66,67. The modified version of the survey used in this study included 12
items that were used to calculate a laterality quotient ranging from −100 to +100.
Positive quotient indicated a right-hand dominance, while negative quotient
indicated left handedness.

In addition, participants completed surveys, which assess psychological factors
known to impact pain sensations. In all participants, sleep patterns were assessed
using the Epworth Sleepiness Scale68 and the Pittsburgh Sleep Quality Index69. The
Epworth Sleepiness Scale is an 8-item questionnaire measuring daytime sleepiness.
Participants report their likeliness of dozing during activities for each item on a
4-point Likert-type scale, ranging from “0=would never doze” to “3= high
chance of dozing”. Responses to these items are added, resulting in a score ranging
from 0 to 24 with lower score indicating less doziness. The Pittsburgh Sleep Quality
Index was modified to include 18 self-rated items and results in a score ranging
from 0 to 21 with higher scores signifying greater sleep difficulties.

All participants completed the 14-item Freiburg Mindfulness Scale70, by rating
their mindfulness experienced on a 4-point Likert-type scale ranging from “rarely”
to “almost always”. Scores on this scale range from 1 to 56.

The emotional state of all participants was assessed through the completion of
the Barratt Impulsiveness Scale71 and the Positive and Negative Affect Schedule
(PANAS)72. The Barratt Impulsiveness Scale includes 30 items rated on a 4-point
Likert-type scale ranging from “rarely/never” to “almost always/always” and
resulting in a score between 30 and 120 with higher score indicating greater
impulsiveness. The PANAS includes 20 items describing positive and negative
emotional states and rated on a 5-point Likert-type scales ranging from “Very
slightly or not at all” to “Extremely”. Items are then split into positive and negative
affect and used to calculate a positive affect and a negative affect score. Each score
can range from 10 to 50 with higher score indicating greater level of affects.

Functional Disability were evaluated using the Functional Disability
Inventory73. Participants evaluate the 15 items of this scale on a 5-point Likert-type
scale, ranging from “no trouble” to “impossible”. Participants’ responses are used to
calculate a total score ranging from 0 to 60 with higher scores indicating greater
functional disability.

Finally, all participants completed a modified version of the Experience of
Discrimination survey74, which included 26 items and results in a score ranging
from 0 to 72.

Adult participants. Emotional state of adult participants was assessed with the
PROMIS anxiety, depression, and pain interference scales75–77.

Pain catastrophizing was assessed using the Pain Catastrophizing Scale78. This
scale includes 13 items that are evaluated on a 5-point Likert-type scale ranging
from “not at all” to “all of the time”. Responses to these scales are used to compute
a score ranging from 0 to 52, with greater score indicating greater catastrophizing.

Adolescent participants. Minor participants completed the pediatric versions of the
three PROMIS scales79–81, the Screen for Child Anxiety-Related Disorder
(SCARED)82,83 to evaluate their emotional state. PROMIS scales include 8 items
each describing situations that participants rate on a 5-point Likert-type scale
ranging from “Never” to “Almost always”. Scores to these scales range from 8 to 40
with higher score being associated with more emotional disturbances. SCARED
includes 41 items. Participants evaluate how true each item is on a scale ranging
from “not true or hardly ever true” to “true or often true”. A total score ranging
from 0 to 42 can be calculated, with scores greater than 25 indicating potential
clinical anxiety disorders. In addition, sub-scores for panic disorder, generalized
anxiety disorder, separation anxiety disorder, social anxiety disorder, and sig-
nificant school avoidance can be calculated. Pain catastrophizing was assessed
using the Child version of the Pain Catastrophizing scale84. Similarly to the adult
scale, this scales include 13 items that are evaluated on a 5-point Likert-type scale
ranging from “not at all” to “extremely”. Responses to these scales are used to
compute a score ranging from 0 to 52, with greater score indicating greater
catastrophizing.

Surveys assessing psychological factors were completed again during the MRI
session.

MRI session
MRI acquisition. During the MRI session, participants laid in a supine position in a
Philips 3T Ingenia scanner with a 32-channel head coil. During this session, all
participants always underwent a T1 structural scan first. They then completed three
BOLD fMRI series of heat stimuli, one fMRI series of cold stimuli and one fMRI
series of auditory stimuli. Resting BOLD and arterial spin label (ASL) series were
also acquired but are not reported here. The order of the BOLD and ASL series was
counterbalanced between participants.

A radiologist inspected the structural images of the participants for incidental
findings; there were no major findings in the participants included in the
current study.
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T1 structural scan. The multi-echo (4 echoes) T1-weighted series was acquired
using the following parameters: repetition time (TR): 10 ms; echo times (TE): 1.8,
3.8, 5.8, 7.8; flip angle: 8; FOV: 256 × 224 × 200mm; voxel size: 1 × 1 × 1 mm; slice
orientation: sagittal. The total duration of this scan was 4 min 42 s.

BOLD fMRI. Each functional image series consisted of 193 volumes acquired using
the following parameters: TR: 2 s; TE: 35msec; voxel size: 3 × 3 × 4mm; FOV:
240 × 240 × 136mm; slice orientation: transverse; slice order: ascending; dummy
scans: 2. Each series lasted 6 min 26 s, after an 8-second pre-scan time.

Block-design fMRI series. Participants completed three fMRI series of heat stimuli,
receiving a total of 17 high intensity noxious stimuli (48 °C) and 4 low intensity
noxious stimuli (47 °C). Two series included 6 high intensity and 1 low intensity
noxious stimuli each and one series included 5 high intensity and 2 low intensity
noxious stimuli. To limit sensitization or habituation to the stimuli, the position of
the thermode was slightly moved on the participant’s calf between heat series. The
repetition of the heat fMRI series, which was the main task of this study, was meant
to increase statistical power at the individual level as well as decrease false positive
rates. In addition, participants completed a cold and an auditory series in order to
assess the relationship of individual differences in perceived intensity and brain
activities in another noxious modality (cold) as well as a non-somatosensory
modality (auditory). All the series were derived from the same paradigms as those
participants completed during the training part of the QST session. Hence the cold
series included 4 high intensity and 1 low intensity stimuli; the auditory series
included 5 high intensity and 2 low intensity stimuli. The order of the fMRI series
was counterbalanced between participants.

After each stimulus, participants were instructed to rate the intensity and
unpleasantness of their sensation on the same computerized VAS scales as in the
QST session using an MRI-compatible trackball (Current Designs, Philadelphia,
PA, USA).

Statistical analyses
Psychophysical analyses
Classes of pain sensitivity based on reported heat pain sensation: Statistical analyses
were performed on pain intensity and unpleasantness ratings of the 5-second
stimuli acquired during the familiarization part of the QST session to investigate
individual differences in pain sensitivity. Using these data allowed us to investigate
individual differences in pain at a psychophysical level and independently from the
data used for the fMRI analysis. A mixture model analysis was performed with the
stimulus-response data, including pain intensity and pain unpleasantness ratings,
in order to objectively group individuals according to pain sensitivity (Mplus 8.4,
Los Angeles, CA, USA). Models comprised of 1–5 classes were tested in order to
identify the best fit of the grouping model. The selection of the best model was
based on two criteria. First, any model that created spurious classes was eliminated.
Mixture models including spurious classes were defined as models, in which one of
the classes contained 10% or less of the participants included in our dataset. In this
case, the mixture solution was considered to be unlikely to reflect real sub-
populations or classes of Pain Sensitivity and more likely to reflect an over-
extraction of classes85. Second, from the remaining models, the one with the lowest
Bayesian Information Criterion (BIC) was selected86,87.

Experimental pain has been previously shown to exhibit a positively
accelerating stimulus response relationship that can be fitted with a power
function35. Exponents and proportionality constant of the power function
representing the stimulus-response curve for each class were obtained in three
steps: 1) the averaged ratings of intensity and unpleasantness and the difference in
temperature from the 35 °C baseline were converted into log values for each
individual; 2) a linear regression was performed in double log space; 3)
proportionality constants and exponents were extracted from the linear regression
model. Given that 35 °C was used as baseline, ratings of this temperature were not
used in the calculation of the linear regression model.

To further characterize the classes resulting from the mixture model analysis,
univariate chi-squares tests were performed in SPSS (version 25, Armonk, NY, USA),
using demographics measures, including sex, race, and economic status, as well as
handedness. In addition, Wald Z statistics were used to test age and all behavioral and
psychological variables for differences between classes, including scores to the
Epworth Sleepiness Scale, Pittsburgh Sleep Quality Index, PROMIS anxiety,
depression, and pain interference, Freiburg Mindfulness Scale, PANAS, Pain
Catastrophizing Scale, Barratt Impulsiveness Scale, and Experience of Discrimination.
Bonferroni correction for multiple tests was applied when appropriate.

Rating-based discrimination thresholds: To confirm that individual differences in
pain ratings reflected true experiential differences rather than rating biases, defined
as a tendency of an individual to rate a certain way, we sought to determine if
discrimination of pain intensity and unpleasantness differed according to pain
sensitivity classes. Discriminability of pain was assessed by defining the smallest
detected and self-reported increase or decrease in pain from a temperature of
reference. As different classes of pain sensitivity were expected to behave differently
across the range of temperatures, these analyses were performed at both the low end
(43 °C) and the high end (49°) of the noxious range. 43 °C-ascending discrimination
thresholds were defined as the lowest temperature > 43 °C that was rated as more

intense or unpleasant than the sensation at 43 °C 50% of the time. Similarly, 49 °C-
descending discrimination thresholds were defined as the highest temperature <
49 °C that was rated as less intense or unpleasant than the sensation at 49 °C in 50%
of the trials. The following steps were completed to define these thresholds: 1)
individual ratings of the stimuli were binarized based on whether they were higher,
respectively lower, than the reference rating, i.e., rating of 43 °C stimuli for 43 °C-
ascending discrimination threshold, respectively rating of 49 °C stimuli for 49 °C-
descending discrimination threshold; 2) individual logistic regression was modeled,
defining the individual proportionality constants and exponents; 3) rating-based
discrimination thresholds were calculated for a probability of 0.5 by dividing -the
constant by the exponent. If participants reported differences in their pain intensity
or unpleasantness compared to ratings of 43 °C or 49 °C in all the other trials,
rating-based discrimination thresholds were defined at an arbitrary value that was
closer to the reference than the minimal temperature change. This was to reflect that
these participants were likely able to detect a change in temperature smaller than
1 °C. Hence, 43 °C-ascending discrimination thresholds were defined as 43.5 °C and
49 °C-descending discrimination thresholds were defined as 48.5 °C.

43 °C-ascending and 49 °C-descending discrimination thresholds were then
compared between classes. Due to violations of the assumption of normality,
Kruskal–Wallis tests were performed to investigate differences in 43 °C-ascending
and 49 °C-descending individual discrimination thresholds between the classes of
pain sensitivity. Post-hoc Dunn tests were performed when appropriate.

These analyses were performed using the software Rstudio version 3.6.2
(Boston, MA, USA).

A significance p threshold was defined at 0.05 in all the psychophysical analyses.

fMRI analyses. All MRI data were first inspected for motion and scanner artifacts.
They were then preprocessed and analyzed with FSL (FMRIB Software Library,
version 6.0.1 Oxford, UK).

Preprocessing of the MRI data. Structural images were first corrected for bias
using FMRIB’s Automated Segmentation Tool (FAST)88. Images were then brain
extracted using the Brain Extraction Tool (BET)89 and normalized into standard
space MNI-152 using FMRIB’s Linear Image Registration Tool (FLIRT)90,91.
Finally, images were segmented into the different tissue types and white matter and
cerebrospinal fluid were masked at a probability threshold of 0.95.

All fMRI data were first registered to the structural scan and then to the
standard space MNI-152 using FLIRT and FNIRT (FMRIB’s Non-linear Image
Registration Tool)92–95. Images were then preprocessed in the following steps:
motion correction using MCFLIRT (Motion Correction FMRIB’s Linear
Registration Tool)91, slice timing correction, brain extraction (BET), spatial
smoothing (FWHM: 5mm) with SUSAN96, and high pass filter (cutoff: 100 s).
Following this, data were split into 25 components by performing a Probabilistic
Independent Component Analysis (PICA) using MELODIC (Multivariate
Exploratory Linear Optimized Decomposition into Independent Components)97.
Components resulting from MELODIC were then automatically classified and
components identified as noise were removed using a FIX (FMRIB’s ICA-based
Xnoiseifier, FSL, Oxford, UK)56,57 classifier trained on fMRI heat series of 34
independent participants. Before running the FIX classifier on the cold and
auditory fMRI data, the accuracy of the trained classifier was tested on a subset of
these data using FIX. Finally, cleaned filtered images were corrected by intensity
normalization.

Data were visually inspected after each preprocessing step to confirm its success.

Main effect of high intensity stimulus and effect of reported pain intensity
Univariate fMRI analyses. First-level General Linear Model (GLM) analyses were
performed on each individual fMRI heat series using FEAT98. One block-design
regressor of interest, i.e., high intensity stimuli, and two block-design regressors of
no interest, i.e., low intensity stimuli and rating periods, were defined. Individual
second-level GLM analyses were performed on contrast parameter estimates
(COPE) images derived from the previous level using FEAT99, allowing combi-
nation of the individual heat series using a fixed-effect statistical model. Finally, a
group-level GLM was performed with FEAT99 using COPE images from the
individual second-level analyses using mixed-effect FLAME 1 and 2 statistical
model. In addition, pain intensity ratings of high intensity stimuli were averaged
for each individual and were defined as a covariate of interest. These ratings were
then mean centered and used to characterize the relationship between reported
pain intensity and brain activation evoked by the high intensity stimuli. To ensure
that any potential effect of individual pain sensitivity was not due to a between-
session difference, only ratings collected during the MRI sessions were used.

To further our understanding of brain activations associated with individual
differences we replicated these analyses on the auditory and cold fMRI paradigms.
Since these paradigms included one series, only individual first-level and group-
level GLM analyses were performed.

Application of the multivariate Neurologic Pain Signature (NPS). To ensure that the
lack of relationship between ratings of pain intensity and brain activation asso-
ciated with high intensity heat stimuli was not due to a lack of sensitivity inherent
to the massive univariate nature of the previous analyses, a new analysis using the
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NPS21–23,100–102 was performed. This signature was developed using advanced
machine-learning techniques to define a multivariate pattern of brain activation
associated with heat pain, which includes the thalamus, the posterior and anterior
insula, the secondary somatosensory cortex, the anterior cingulate cortex, and the
periaqueductal gray matter, among other regions.

For each participant, a scalar value representing their expression of the NPS in
response to heat stimulation was computed. Only voxels included in the original
NPS definition were included in this computation. This computation was performed
for the high intensity heat stimuli (48 °C) and for the low intensity heat stimuli
(47 °C) independently by computing the dot product of the vectorized activation
contrast image (βmap) with the NPS pattern of voxel weights (NPS-ωmap).

These individual values were then correlated with individual pain intensity
ratings to evaluate the relationship between pattern of expression of the NPS and
individual pain sensations. In addition, individual NPS pattern of expression were
compared between stimulation conditions by performing a t-test. This analysis was
performed in Matlab 2016a and Statistical Parametric Mapping Software (SPM) 12.

Multivariate fMRI LASSO-PCR regression. To further ensure that the lack of
relationship between interindividual differences in pain sensitivity and its cerebral
representations and given the fact that the NPS was developed to detect within-
individual differences, we performed a whole-brain multivariate LASSO-PCR
regression on our fMRI data using a similar approach as the one described in
Wager et al.21,36. Compared to the NPS approach described above, this approach
has two advantages: (1) it does not use a pre-defined map of activated areas and (2)
the predictive algorithm is trained on our own dataset. For this purpose, we used
the Canlab toolbox (https://canlab.github.io). We performed a five-fold nested
cross-validation procedure, which was repeated five times. This means that at every
repetition, one fifth of our dataset was used as test data and the rest was used as
training data. The test data changed at each repetition, meaning that all data were
included in the test set once. At each fold, lambda was estimated to minimize the
mean squared error. In addition, we performed a bootstrap test with 5000 samples.

Differences in brain activation between pain sensitivity classes in response to noxious
heat. To further investigate individual differences in brain activation associated
with noxious heat stimulation, two group-level F-tests were performed to define
any overall differences between the pain sensitivity classes. In addition, 6 group-
level t-tests were performed to compare each class individually, using the following
contrasts: High > Low Pain Sensitivity class, High < Low Pain Sensitivity class,
Moderate > Low Pain Sensitivity class, Moderate < Low Pain Sensitivity class,
High >Moderate Pain Sensitivity class, and High <Moderate Pain Sensitivity class.

Effect of stimulus intensity. To confirm that our paradigm was sensitive to changes
in stimulus intensity, differences in brain activation between high intensity and low
intensity stimuli were analyzed.

The univariate main analyses described above were replicated for each fMRI series
using the low intensity stimuli as regressor of interest. Paired t-tests were then
performed to investigate the effect of stimulus intensity on brain activation in the heat,
cold, and auditory fMRI series. For each modality, this analysis included two steps: 1.
paired t-tests of the high vs. low intensity stimuli at the single subject level; and 2. a
group-level GLM analysis of the individual copes resulting from the previous step.

For all fMRI analyses, a clustering z threshold of 3.1 and p threshold of 0.05
were used.

Analyses of potential confounds. Kruskal–Wallis tests were completed to exclude
further potential explanations of our main results, i.e., the lack of relationship
between reported pain intensity and brain activation associated with high intensity
heat stimulation.

Effect of head motion. The effect of pain sensitivity on head motion in the scanner
during the heat paradigm was analyzed. Two motion parameters were used as
dependent variables in separate Kruskal–Wallis analyses: Root Mean Squared (RMS),
vector including estimated rotation and translation parameters, and frame-wise dis-
placement (FWD), while pain sensitivity classes were used as factor in these analyses.

Effect of repeated stimulation over time. Given that each heat series included
7 stimuli and each series was distributed across the entire MRI session, we sought
to determine if pain intensity rating (dependent variable) differed across repeated
presentations and/or between classes of pain sensitivity (factors) by performing an
additional Kruskal–Wallis test.

Reporting summary. Further information on research design is available in the Nature
Research Reporting Summary linked to this article.

Data availability
Data is available upon request. Source data are provided with this paper and activation
maps have been uploaded to Github (https://github.com/coghill-painlab/IDP_fMRI_
activationMaps). Source data are provided with this paper.

Received: 21 January 2021; Accepted: 21 April 2022;

References
1. Coghill, R. C., McHaffie, J. G. & Yen, Y.-F. Neural correlates of interindividual

differences in the subjective experience of pain. Proc. Natl Acad. Sci. USA 100,
8538–8542 (2003).

2. Kim, H. et al. Comparison of experimental and acute clinical pain responses in
humans as pain phenotypes. J. Pain. 5, 377–384 (2004).

3. López-Solà, M. et al. Dynamic assessment of the right lateral frontal
cortex response to painful stimulation. Neuroimage 50, 1177–1187
(2010).

4. Vachon-Presseau, E. et al. Acute stress contributes to individual differences in
pain and pain-related brain activity in healthy and chronic pain patients. J.
Neurosci. 33, 6826–6833 (2013).

5. Marquand, A. et al. Quantitative prediction of subjective pain intensity from
whole-brain fMRI data using Gaussian processes. NeuroImage 49, 2178–2189
(2010).

6. Warbrick, T., Fegers-Stollenwerk, V., Maximov, I. I., Grinberg, F. & Shah, N. J.
Using structural and functional brain imaging to investigate responses to acute
thermal pain. J. Pain. 17, 836–844 (2016).

7. Piché, M., Arsenault, M. & Rainville, P. Dissection of perceptual, motor and
autonomic components of brain activity evoked by noxious stimulation. Pain
149, 453–462 (2010).

8. Sevel, L. S., Letzen, J. E., Staud, R. & Robinson, M. E. Interhemispheric
dorsolateral prefrontal cortex connectivity is associated with individual
differences in pain sensitivity in healthy controls. Brain Connectivity 6,
357–364 (2016).

9. Coghill, R. C., Sang, C. N., Maisog, J. M. & Iadarola, M. J. Pain intensity
processing within the human brain: a bilateral, distributed mechanism. J.
Neurophysiol. 82, 1934–1943 (1999).

10. Büchel, C. et al. Dissociable neural responses related to pain intensity,
stimulus intensity, and stimulus awareness within the anterior cingulate
cortex: a parametric single-trial laser functional magnetic resonance imaging
study. J. Neurosci. 22, 970–976 (2002).

11. Bornhövd, K. et al. Painful stimuli evoke different stimulus - response
functions in the amygdala, prefrontal, insula and somatosensory cortex: a
single-trial fMRI study. Brain 125, 1326–1336 (2002).

12. Sprenger, C., Finsterbusch, J. & Büchel, C. Spinal cord-midbrain functional
connectivity is related to perceived pain intensity: a combined spino-cortical
fMRI study. J. Neurosci. 35, 4248–4257 (2015).

13. Schweinhardt, P. & Bushnell, M. C. Pain imaging in health and disease-how
far have we come? J. Clin. Investig. 120, 3788–3797 (2010).

14. Tracey, I. & Mantyh, P. W. The cerebral signature for pain perception and its
modulation. Neuron 55, 377–391 (2007).

15. Melzack, R. From the gate to the neuromatrix. Pain 82, S121–S126 (1999).
16. Peyron, R., Laurent, B. & Garcia-Larrea, L. Functional imaging of brain

responses to pain. A review and meta-analysis. Neurophysiologie Clin. Clin.
Neurophysiol. 30, 263–288 (2000).

17. Coghill, R. et al. Distributed processing of pain and vibration by the human
brain. J. Neurosci. 14, 4095–4108 (1994).

18. Apkarian, A. V., Bushnell, M. C., Treede, R.-D. & Zubieta, J.-K. Human brain
mechanisms of pain perception and regulation in health and disease. Eur. J.
Pain. 9, 463–484 (2005).

19. Emerson, N. M. et al. Pain sensitivity is inversely related to regional grey
matter density in the brain. Pain 155, 566–573 (2014).

20. Erpelding, N., Moayedi, M. & Davis, K. D. Cortical thickness correlates of pain
and temperature sensitivity. Pain 153, 1602–1609 (2012).

21. Wager, T. D. et al. An fMRI-based neurologic signature of physical pain. N.
Engl. J. Med. 368, 1388–1397 (2013).

22. Woo, C.-W., Roy, M., Buhle, J. T. & Wager, T. D. Distinct brain systems
mediate the effects of nociceptive input and self-regulation on pain. PLoS Biol.
13, e1002036 (2015).

23. López-Solà, M. et al. Towards a neurophysiological signature for fibromyalgia.
Pain 158, 34–47 (2017).

24. Krishnan, A. et al. Somatic and vicarious pain are represented by dissociable
multivariate brain patterns. Elife 5, e15166 (2016).

25. Miesen, M. M., van der, Lindquist, M. A. & Wager, T. D. Neuroimaging-based
biomarkers for pain. PAIN Rep. 4, e751–18 (2019).

26. Mackey, S., Greely, H. T. & Martucci, K. T. Neuroimaging-based pain
biomarkers. PAIN Rep. 4, e762–13 (2019).

27. Davis, K. D. Legal and ethical issues of using brain imaging to diagnose pain.
PAIN Rep. 1, e577–6 (2016).

28. Woo, C.-W. & Wager, T. D. Neuroimaging-based biomarker discovery and
validation. Pain 156, 1379–1381 (2015).

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-31039-3

12 NATURE COMMUNICATIONS |         (2022) 13:3569 | https://doi.org/10.1038/s41467-022-31039-3 | www.nature.com/naturecommunications

https://canlab.github.io
https://github.com/coghill-painlab/IDP_fMRI_activationMaps
https://github.com/coghill-painlab/IDP_fMRI_activationMaps
www.nature.com/naturecommunications


29. Davis, K. D. et al. Discovery and validation of biomarkers to aid the
development of safe and effective pain therapeutics: challenges and
opportunities. Nat. Rev. Neurol. 1–20 https://doi.org/10.1038/s41582-020-
0362-2 (2020).

30. Pustilnik, A. C. Legal evidence of subjective states. Harv. Rev. Psychiatry 25,
279–288 (2017).

31. Callan, D., Mills, L., Nott, C., England, R. & England, S. A tool for
classifying individuals with chronic back pain: using multivariate pattern
analysis with functional magnetic resonance imaging data. Plos One 9,
e98007 (2014).

32. Szucs, D. & Ioannidis, J. PA. Sample size evolution in neuroimaging research:
an evaluation of highly-cited studies (1990-2012) and of latest practices (2017-
2018) in high-impact journals. Neuroimage 221, 117164 (2020).

33. Turner, B. O., Paul, E. J., Miller, M. B. & Barbey, A. K. Small sample sizes
reduce the replicability of task-based fMRI studies. Commun. Biol. 1, 62
(2018).

34. Price, D. D., Bush, F. M., Long, S. & Harkins, S. W. A comparison of pain
measurement characteristics of mechanical visual analog and simple
numerical rating-scales. Pain 56, 217–226 (1994).

35. Price, D. D., McGrath, P. A., Rafii, A. & Buckingham, B. The validation of
visual analogue scales as ratio scale measures for chronic and experimental
pain. Pain 17, 45–56 (1983).

36. Wager, T. D., Atlas, L. Y., Leotti, L. A. & Rilling, J. K. Predicting individual
differences in placebo analgesia: contributions of brain activity during
anticipation and pain experience. J. Neurosci. 31, 439–452 (2011).

37. Aguirre, G. K., Zarahn, E. & D’Esposito, M. The inferential impact of global
signal covariates in functional neuroimaging analyses. Neuroimage 8, 302–306
(1998).

38. Kong, J. et al. Exploring the brain in pain: activations, deactivations and their
relation. Pain 148, 257–267 (2010).

39. Tracey, I. et al. Noxious hot and cold stimulation produce common patterns
of brain activation in humans: a functional magnetic resonance imaging study.
Neurosci. Lett. 288, 159–162 (2000).

40. Becerra, L. R. et al. Human brain activation under controlled thermal
stimulation and habituation to noxious heat: an fMRI study. Magn. Reson.
Med. 41, 1044–1057 (1999).

41. Brooks, J. C. W., Nurmikko, T. J., Bimson, W. E., Singh, K. D. & Roberts, N.
fMRI of thermal pain: effects of stimulus laterality and attention. Neuroimage
15, 293–301 (2002).

42. Atlas, L. Y., Lindquist, M. A., Bolger, N. & Wager, T. D. Brain mediators of the
effects of noxious heat on pain. Pain 155, 1632–1648 (2014).

43. Dubé, A.-A. et al. Brain activity associated with the electrodermal reactivity to
acute heat pain. NeuroImage 45, 169–180 (2009).

44. Davis, K. D., Kwan, C. L., Crawley, A. P. & Mikulis, D. J. Functional MRI
study of thalamic and cortical activations evoked by cutaneous heat, cold, and
tactile stimuli. J. Neurophysiol. 80, 1533–1546 (1998).

45. Quiton, R. L., Keaser, M. L., Zhuo, J., Gullapalli, R. P. & Greenspan, J. D.
Intersession reliability of fMRI activation for heat pain and motor tasks.
Neuroimage Clin. 5, 309–321 (2014).

46. Hu, L. & Iannetti, G. D. Neural indicators of perceptual variability of pain
across species. Proc. Natl Acad. Sci. USA 116, 201812499 (2019).

47. Lee, J.-J. et al. A neuroimaging biomarker for sustained experimental and
clinical pain. Nat. Med. 1–9 https://doi.org/10.1038/s41591-020-1142-7
(2021).

48. Coghill, R. C. The distributed nociceptive system: a framework for
understanding pain. Trends Neurosci. https://doi.org/10.1016/j.tins.2020.07.
004 (2020).

49. Knecht, S., Kunesch, E. & Schnitzler, A. Parallel and serial processing of haptic
information in man: effects of parietal lesions on sensorimotor hand function.
Neuropsychologia 34, 669–687 (1996).

50. Olausson, H. et al. Cortical activation by tactile and painful stimuli in
hemispherectomized patients. Brain 124, 916–927 (2001).

51. Martucci, K. T., Ng, P. & Mackey, S. Neuroimaging chronic pain: what have
we learned and where are we going? Future Neurol. 9, 615–626 (2014).

52. Apkarian, A. V., Baliki, M. N. & Farmer, M. A. Predicting transition to
chronic pain. Curr. Opin. Neurol. 26, 360–367 (2013).

53. Davis, K. D. & Seminowicz, D. A. Insights for clinicians from brain imaging
studies of pain. Clin. J. Pain. 33, 291–294 (2017).

54. Nahman-Averbuch, H. et al. Identification of neural and psychophysical
predictors of headache reduction after cognitive behavioral therapy in
adolescents with migraine. Pain 162, 372–381 (2021).

55. Motoyama, Y. et al. Resting-state brain functional connectivity in patients
with chronic pain who responded to subanesthetic-dose ketamine. Sci. Rep. 9,
12912 (2019).

56. Salimi-Khorshidi, G. et al. Automatic denoising of functional MRI data:
combining independent component analysis and hierarchical fusion of
classifiers. NeuroImage 90, 449–468 (2014).

57. Griffanti, L. et al. ICA-based artefact removal and accelerated fMRI
acquisition for improved resting state network imaging. NeuroImage 95,
232–247 (2014).

58. Schinkel, M. G., Chambers, C. T., Caes, L. & Moon, E. C. A comparison of
maternal versus paternal nonverbal behavior during child pain. Pain. Pr. 17,
41–51 (2017).

59. McMurtry, C. M., Chambers, C. T., McGrath, P. J. & Asp, E. When “don’t
worry” communicates fear: children’s perceptions of parental reassurance and
distraction during a painful medical procedure. Pain 150, 52–58 (2010).

60. Zohsel, K., Hohmeister, J., Oelkers-Ax, R., Flor, H. & Hermann, C.
Quantitative sensory testing in children with migraine: preliminary evidence
for enhanced sensitivity to painful stimuli especially in girls. Pain 123, 10–18
(2006).

61. Robinson, C. J., Torebjörk, H. E. & LaMotte, R. H. Psychophysical detection
and pain ratings of incremental thermal stimuli: a comparison with nociceptor
responses in humans. Brain Res. 274, 87–106 (1983).

62. Dionne, R. A., Bartoshuk, L., Mogil, J. & Witter, J. Individual responder
analyses for pain: does one pain scale fit all? Trends Pharmacol. Sci. 26,
125–130 (2005).

63. Nahman-Averbuch, H. et al. Increased pain sensitivity but normal pain
modulation in adolescents with migraine. Pain 5, 1019–1028 (2019).

64. May, S. L. et al. Comparison of the psychometric properties of 3 pain scales
used in the pediatric emergency department. Pain 159, 1508–1517 (2018).

65. Rosier, E. M., Iadarola, M. J. & Coghill, R. C. Reproducibility of pain
measurement and pain perception. Pain 98, 205–216 (2002).

66. Oldfield, R. C. The assessment and analysis of handedness: the Edinburgh
inventory. Neuropsychologia 9, 97–113 (1971).

67. Williams, S. M. Factor analysis of the Edinburgh Handedness Inventory.
CORTEX 22, 325–326 (1986).

68. Johns, M. W. A new method for measuring daytime sleepiness: the Epworth
sleepiness scale. Sleep 14, 540–545 (1991).

69. Buysse, D. J., Reynolds, C. F. III, Monk, T. H., Berman, S. R. & Kupfer, D. J.
The Pittsburgh Sleep Quality Index: a new instrument for psychiatric practice
and research. Psychiatry Res. 28, 193–213 (1989).

70. Walach, H., Buchheld, N., Buttenmüller, V., Kleinknecht, N. & Schmidt, S.
Measuring mindfulness—the Freiburg Mindfulness Inventory (FMI).
Personal. Individ. Differences 40, 1543–1555 (2006).

71. Patton, J. H., Stanford, M. S. & Barratt, E. S. Factor structure of the Barratt
impulsiveness scale. J. Clin. Psychol. 51, 768–774 (1995).

72. Watson, D., Clark, L. A. & Tellegen, A. Development and validation of brief
measures of positive and negative affect: the PANAS scales. J. Personal. Soc.
Psychol. 54, 1063 (1988).

73. Walker, L. S. & Greene, J. W. The functional disability inventory: measuring a
neglected dimension of child health status. J. Pediatr. Psychol. 16, 39–58
(1991).

74. Krieger, N., Smith, K., Naishadham, D., Hartman, C. & Barbeau, E. M.
Experiences of discrimination: validity and reliability of a self-report measure
for population health research on racism and health. Soc. Sci. Med. 61,
1576–1596 (2005).

75. Pilkonis, P. A. et al. Item banks for measuring emotional distress from the
patient-reported outcomes measurement information system (PROMIS®):
depression, anxiety, and anger. Assessment 18, 263–283 (2011).

76. Pilkonis, P. A. et al. Validation of the depression item bank from the Patient-
Reported Outcomes Measurement Information System (PROMIS®) in a three-
month observational study. J. Psychiatr. Res. 56, 112–119 (2014).

77. Amtmann, D. et al. Development of a PROMIS item bank to measure pain
interference. Pain 150, 173–182 (2010).

78. Sullivan, M. J., Bishop, S. R. & Pivik, J. The pain catastrophizing scale:
development and validation. Psychological Assess. 7, 524 (1995).

79. Varni, J. W. et al. PROMIS Pediatric Pain Interference Scale: an item response
theory analysis of the pediatric pain item bank. J. Pain. Off. J. Am. Pain. Soc.
11, 1109–1119 (2010).

80. Quinn, H. et al. Using item response theory to enrich and expand the
PROMIS® pediatric self report banks. Health Qual. Life Outcomes 12, 160
(2014).

81. Irwin, D. E. et al. An item response analysis of the pediatric PROMIS anxiety
and depressive symptoms scales. Qual. Life Res. 19, 595–607 (2010).

82. Birmaher, B. et al. Psychometric properties of the Screen for Child Anxiety
Related Emotional Disorders (SCARED): a replication study. J. Am. Acad.
Child Adolesc. Psychiatry 38, 1230–1236 (1999).

83. Birmaher, B. et al. The Screen for Child Anxiety Related Emotional Disorders
(SCARED): scale construction and psychometric characteristics. J. Am. Acad.
Child Adolesc. Psychiatry 36, 545–553 (1997).

84. Crombez, G. et al. The child version of the pain catastrophizing scale (PCS-C):
a preliminary validation. Pain 104, 639–646 (2003).

85. Nagin, D. S. Analyzing developmental trajectories: a semiparametric, group-
based approach. Psychol. Methods 4, 139–157 (1999).

NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-31039-3 ARTICLE

NATURE COMMUNICATIONS |         (2022) 13:3569 | https://doi.org/10.1038/s41467-022-31039-3 | www.nature.com/naturecommunications 13

https://doi.org/10.1038/s41582-020-0362-2
https://doi.org/10.1038/s41582-020-0362-2
https://doi.org/10.1038/s41591-020-1142-7
https://doi.org/10.1016/j.tins.2020.07.004
https://doi.org/10.1016/j.tins.2020.07.004
www.nature.com/naturecommunications
www.nature.com/naturecommunications


86. Peugh, J. & Fan, X. Modeling unobserved heterogeneity using latent profile
analysis: a Monte Carlo simulation. Struct. Equ. Model Multidiscip. J. 20,
616–639 (2013).

87. Muthén, B., Asparouhov, T., Hunter, A. M. & Leuchter, A. F. Growth
modeling with nonignorable dropout: alternative analyses of the STAR*D
antidepressant trial. Psychol. Methods 16, 17–33 (2011).

88. Zhang, Y., Brady, M. & Smith, S. Segmentation of brain MR images through a
hidden Markov random field model and the expectation-maximization
algorithm. IEEE Trans. Med. Imaging 20, 45–57 (2001).

89. Smith, S. M. Fast robust automated brain extraction. Hum. Brain Mapp. 17,
143–155 (2002).

90. Jenkinson, M. & Smith, S. A global optimisation method for robust affine
registration of brain images. Med. Image Anal. 5, 143–156 (2001).

91. Jenkinson, M. Improved optimization for the robust and accurate linear
registration and motion correction of brain images. NeuroImage 17, 825–841
(2002).

92. Andersson, J., Jenkinson, M. & Smith, S. Non-linear registration, aka Spatial
normalisation. FMRIB technical report TR07JA2. (FMRIB Analysis Group, 2007).

93. Smith, S. M. et al. Advances in functional and structural MR image analysis
and implementation as FSL. NeuroImage 23, S208–S219 (2004).

94. Woolrich, M. W. et al. Bayesian analysis of neuroimaging data in FSL.
NeuroImage 45, S173–S186 (2009).

95. Jenkinson, M., Beckmann, C. F., Behrens, T. E. J., Woolrich, M. W. & Smith, S.
M. FSL. NeuroImage 62, 782–790 (2012).

96. Smith, S. M. & Brady, J. M. SUSAN—a new approach to low level image
processing. Int. J. Computer Vis. 23, 45–78 (1997).

97. Beckmann, C. F. & Smith, S. M. Probabilistic independent component analysis
for functional magnetic resonance imaging. Medical Imaging. IEEE Trans. 23,
137–152 (2004).

98. Woolrich, M. W., Ripley, B. D., Brady, M. & Smith, S. M. Temporal
autocorrelation in univariate linear modeling of FMRI data. NeuroImage 14,
1370–1386 (2001).

99. Woolrich, M. W., Behrens, T. & Beckmann, C. F. Multilevel linear modelling for
FMRI group analysis using Bayesian inference. NeuroImage 21, 1732–1747 (2004).

100. Woo, C.-W. et al. Quantifying cerebral contributions to pain beyond
nociception. Nat. Commun. 8, 14211–14214 (2017).

101. López-Solà, M., Geuter, S., Koban, L., Coan, J. A. & Wager, T. D. Brain
mechanisms of social touch-induced analgesia in females. Pain 160,
2072–2085 (2019).

102. López-Solà, M., Koban, L., Krishnan, A. & Wager, T. D. When pain really
matters: a vicarious-pain brain marker tracks empathy for pain in the
romantic partner. Neuropsychologia 106427 https://doi.org/10.1016/j.
neuropsychologia.2017.07.012 (2017).

Acknowledgements
We would like to thank Martin A. Garenfeld, Christian K. Mortensen, Victor J. 2nd

Schneider, Gregory R. Lee, Blaise V. Jones, David L. Moore, Benjamin Hunter, and

Catherine Jackson for their contribution to this study. This work is supported by
the National Institute of Neurological Disorders and Stroke (R01 NS085391), the
Serra Hunter Programme (MLS), and the National Insitutes of Health (NIH)
Clinical and Translational Science Award (CTSA) program (2UL1TR001425;
REDCap).

Author contributions
Conceptualization, R.C.C.; Methodology, R.C.C., C.D.K., and H.N.A.; Investigation,
H.N.A. and E.L; Software: M.E.H., W.A.H., and R.C.C.; Formal Analysis: M.E.H., M.L.S.,
and J.P.; Writing – Original Draft, M.E.H. and R.C.C.; Writing – Review & Editing,
M.E.H., R.C.C., C.D.K., M.L.S., K.R.G., and H.N.A.; Funding Acquisition, R.C.C.;
Resources, R.C.C.; Supervision, K.R.G.

Competing interests
The authors declare no competing interests.

Additional information
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41467-022-31039-3.

Correspondence and requests for materials should be addressed to M. E. Hoeppli.

Peer review information Nature Communications thanks Li Hu and the other
anonymous reviewer(s) for their contribution to the peer review of this work. Peer review
reports are available.

Reprints and permission information is available at http://www.nature.com/reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from
the copyright holder. To view a copy of this license, visit http://creativecommons.org/
licenses/by/4.0/.

© The Author(s) 2022

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-31039-3

14 NATURE COMMUNICATIONS |         (2022) 13:3569 | https://doi.org/10.1038/s41467-022-31039-3 | www.nature.com/naturecommunications

https://doi.org/10.1016/j.neuropsychologia.2017.07.012
https://doi.org/10.1016/j.neuropsychologia.2017.07.012
https://doi.org/10.1038/s41467-022-31039-3
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
www.nature.com/naturecommunications

	Dissociation between individual differences in self-reported pain intensity and underlying fMRI brain activation
	Results
	Heat pain sensitivity classes
	Rating-based Discrimination thresholds
	Relationship of reported heat pain intensity with brain activation
	Relationship of reported cold pain intensity with brain activation
	Relationship of reported auditory intensity with brain activation
	Within-individual effects of heat stimulus intensity
	Within-individual effects of cold stimulus intensity
	Within-individual effects of auditory stimulus intensity
	White matter deactivation
	Effect of head motion
	Effect of repeated stimulation

	Discussion
	Methods
	Participants
	General design
	Visual analog scales
	QST session
	Familiarization
	fMRI training stimuli
	Behavioral/psychological measures
	All participants
	Adult participants
	Adolescent participants
	MRI session
	MRI acquisition
	T1�structural scan
	BOLD fMRI
	Block-design fMRI series
	Statistical analyses
	Psychophysical analyses
	D1
	D2

	fMRI analyses
	Preprocessing of the MRI data
	Main effect of high intensity stimulus and effect of reported pain intensity
	Univariate fMRI analyses
	Application of the multivariate Neurologic Pain Signature (NPS)
	Multivariate fMRI LASSO-PCR regression
	Differences in brain activation between pain sensitivity classes in response to noxious heat
	Effect of stimulus intensity
	Analyses of potential confounds
	Effect of head motion
	Effect of repeated stimulation over time

	Reporting summary
	Data availability
	References
	References
	Acknowledgements
	Author contributions
	Competing interests
	Additional information




