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Abstract
Background  Central and peripheral sensitization are characterized by widespread hyperalgesia that is manifested by larger 
pain extent area and reduction in pressure pain threshold (PPT). PPT decreases in patients with migraine not only over the 
trigeminal cervical complex but also throughout the body.
Methods  A cross-sectional study was adopted to assess the local and widespread hyperalgesia in chronic and episodic migraine 
patients respect to healthy controls. The guidelines of Andersen’s were used to evaluate the PPT bilaterally over 3 muscles in the 
trigemino-cervical complex (temporalis, sub-occipitalis, trapezius) and over 1 muscle far from this area (tensor fasciae latae).
Results  Thirty subjects with episodic migraine (35.8 ± 2.82 years), 30 with chronic migraine (53.03 ± 19.79 years), and 
30 healthy controls (29.06 ± 14.03 years) were enrolled. The interaction effect was present for the trapezius muscle with a 
significant difference between the right and the left side in episodic group (p = 0.003). A group effect was highlighted in all 
four muscles analyzed such as suboccipital (p < 0.001), temporalis (p > 0.001), trapezius (p < 0.001), and TFL (p < 0.001). 
PPT was usually higher in the control group than in the episodic group which in turn was characterized by higher PPT values 
than the chronic group.
Conclusions  People with chronic and episodic migraine presented lower PPT than healthy controls both in the trigeminal 
and in the extra-trigeminal area. People with chronic migraine presented lower PPT than episodic migraine only in the 
trigeminal area. Temporalis and sub-occipitalis are the most sensitive muscles in people with chronic and episodic migraine.

Keywords  Migraine · Pressure pain threshold · Sensitization · Widespread pain · Hyperalgesia · Trigemino-cervical 
complex

Introduction

Headache is a common pain condition and a prevalent neu-
rological disorder that is characterized by adverse cog-
nitive, behavioral, and physical effects. Among primary 

headache, migraine causes a major burden on healthcare 
systems due to the high level of disability and comorbidity 
related to migraine [1, 2]. Furthermore, migraine involves 
a complex interplay between central and peripheral neu-
ronal structures that complicate the understanding of the 
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clinical manifestations and, consequently, the management 
of the patients [3].

The trigemino-cervical complex has a pivotal role 
in migraine pathophysiology [4–6]. Extensive research 
has shown that peripheral structures innervated by the 
trigemino-cervical complex and by the upper cervical 
spine may generate and maintain nociceptive afferents 
which, in turn, may be responsible for peripheral sensiti-
zation [7, 8]. As a consequence, peripheral sensitization 
could lead to an increase in the stimulation to the brain 
stem, hypothalamus, thalamus, and cortex which, in turn, 
could lead to central sensitization [9, 10]. Central and 
peripheral sensitizations are characterized by widespread 
pressure hyperalgesia that is manifested by larger pain 
extent area, amplification of pain, and reduction in pres-
sure pain threshold (PPT). PPT reflects the sensitivity of 
soft tissue: a general lower PPT is commonly associated 
with central sensitization; a local lower PPT is commonly 
associated with peripheral sensitization [4].

Concerning migraine, it seems that PPT decreases in 
people with migraine compared to healthy controls, not 
only over trigemino-cervical complex but also throughout 
the body [11]. People with episodic and chronic migraine 
show several musculoskeletal dysfunctions compared to 
healthy controls, not only in the trigemino-cervical com-
plex but throughout all spine: neck and low back pain; 
reduction in cervical and dorsal range of motion; forward 
head posture; pericranial tenderness; active trigger points 
[7, 12–15]. It is now well established that widespread pres-
sure hyperalgesia is related to central sensitization or to 
the cycles of migraine attacks. On one side, migraine cycle 
changes the perception of pain: the ictal phase presents a 
lower pressure pain threshold than the interictal phase. 
This suggests that migraine attack generally increases 
pain intensity perception in the chronic as well as in the 
episodic form and in the symptomatic side as well as in 
the non-symptomatic side [11, 16–19]. On the other side, 
central sensitization changes the perception of pain: the 
alteration in excitatory-inhibitory modulation presents 
a larger pain extent area than normal condition; a larger 
pain extent area is linked to high disability and migraine 
chronification [3, 4]. This suggests that central sensitiza-
tion increases generally pain intensity perception in the 
ictal as well as in the interictal phase of a migraine cycle.

The Andersen guideline has provided a method to meas-
ure the PPT in people with migraine [19]. No previous 
study has investigated the differences in PPT in people with 
chronic and episodic migraine respect to healthy controls, 
according to this guideline. No previous study has investi-
gated the PPT in people with chronic and episodic migraine, 
in particular in the interictal phase without prophylactic or 
symptomatic medication, according to this guideline. There-
fore, the aim of present study is to assess the differences 

in PPT over the trigemino-cervical and extra-trigemino-
cervical areas in people with chronic and episodic migraine 
with respect to healthy controls, according to the Andersen 
guideline.

Materials and methods

A cross-sectional study was adopted to assess the local and 
widespread hyperalgesia in people with chronic and episodic 
migraine. The study was carried out by the physiotherapy 
degree course and the neurological clinic, University of Tri-
este. The research was conducted in accordance with the 
Code of Ethics of the World Medical Association (Declara-
tion of Helsinki) and it was approved by the institutional 
review board. All participants signed the informed consent.

The first evaluation was performed by two expert neu-
rologists. Participants were selected by the following crite-
ria of inclusion: diagnosis of chronic migraine by criteria of 
ICDH3-beta [20]; diagnosis of episodic migraine by criteria 
of ICDH3-beta [20]; age over 18. Conversely, the criteria of 
exclusion were as follows: pregnancy; serious psychiatric 
pathologies; serious pathologies such as traumas, tumors, or 
infections; significant surgical procedures during the previ-
ous 12 months; non-pharmacological or pharmacological 
prophylactic treatment in the previous three months. Next, a 
headache diary was given to each participant to record the 
headache parameters such as frequency (headache days a 
month), duration, and intensity of attacks. The headache dia-
ries were re-evaluated after 1 month (baseline period). The 
eligibility criteria for chronic migraine required individuals to 
have headache frequency greater than or equal to 15 days per 
month and at least 50% of the headache’s days had to be char-
acterized by migraine crisis (≥ 4 h continuous severe headache 
or one hour of headache with intake of symptomatic drugs). 
While the eligibility criteria for episodic migraine required to 
have headache frequency greater than or equal to five attacks 
per month (headache attacks lasting 4–72 h). As regards the 
healthy control groups, they were selected from teachers, stu-
dents, and administrative staff of our University. The inclusion 
criteria were as follows: age from 18 to 70 years; no migraine, 
tension-type headache, or another primary headache form. The 
exclusion criteria were headache diagnosis and the same exclu-
sion criteria for patients with chronic and episodic migraine. 
After, the pressure pain threshold (PPT) was assessed by one 
expert physiotherapist.

Pressure pain threshold (PPT)

Data were collected using the algometer Somedic. Previous 
research has established the reliability and validity of the 
Algometer Sometic to assess the PPT in craniofacial muscles 
and sensitive areas due to the small surface [19, 21–25]. The 
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guideline of Andersen [19] was adopted to evaluate the PPT 
bilaterally over 3 muscles in the trigemino-cervical complex 
(temporalis, sub-occipitalis, trapezius) and over one muscle far 
from this area (tensor fasciae latae). Prior to data collection, 
the patients received an explanation of the evaluation. The first 
pressure was applied on the wrist, patients were asked to press 
the stop button of the algometer when the pressure resulted 
in pain. Then, each muscle was assessed with three consecu-
tive measures with an interval of 1 min. The pressure was 
applied with an increase in rate of 30 kPa/s. The same order of 
measurements was respected: first, temporalis right and tensor 
fascia latae right were assessed in right lateral decubitus; sec-
ond, temporalis left and tensor fascia latae left were assessed 
in left lateral decubitus; third, sub-occipitalis right and tra-
pezius right, and then sub-occipitalis left, trapezius left were 
assessed in prone position. In accordance with the guideline, 
for migraine participants, the measurements were conducted 
in the 3 days after the last migraine attack (pain-free period) 
[16–19]. All participants were asked to not take symptomatic 
medication, in addition the female’s participants were exam-
ined in the late follicular phase (from the next day after the 
end of menstruation to the day before ovulation) [19, 25, 26].

Statistical analysis

The statistical analysis was performed with SPSS v.23 (IBM 
inc.). The Shapiro–Wilk test for normality of distribution 
was performed. A mixed-factors ANOVA was performed 
to test within factor (2 × side, right and left) and between 
factor (3 × groups: episodic, chronic, and healthy). In case 
of significant main effects, Bonferroni post hoc comparisons 
were performed and partial eta-squared (pη2) was used for 
effect size. Significance was set at p < 0.05.

The data were represented with the software GraphPad 
Prism 8.4.1.

Results

A total of 90 subjects were enrolled, 30 with episodic 
migraine, 30 with chronic migraine, and 30 healthy controls. 
The episodic group consisted of 14 women and 16 men, 
mean age of 35.8 (SD ± 2.82); the chronic group consisted 
of 15 women and 15 men, mean age of 53.03 (SD ± 19.79) 
and the control group, similar in epidemiological charac-
teristics to the other two groups, consisted of 13 women 
and 17 men, mean age of 29.06 (SD ± 14.03). As regard to 
frequency of headache attack per month, the chronic group 
presented 21.4 (SD ± 4) days, while the episodic group pre-
sented 10.5 (SD ± 3.3) days. Concerning the duration of ill-
ness chronic groups suffered from migraine for 15 (SD ± 11) 
years, while the episodic group suffered from migraine for 
10 (SD ± 8.5) years.

PPT

Comparing the PPT values of the three groups did not 
highlight the presence of a side*group effect in the sub-
occipital (F2,87 = 2.537, p = 0.085, pη2 = 0.055), temporalis 
(F2,87 = 1.185, p = 0.311, pη2 = 0.027), and TFL (F2,87 = 0.360, 
p = 0.699, pη2 = 0.008) muscles. The interaction effect was 
instead present for the trapezius muscle (F2,87 = 4.108, 
p = 0.020, pη2 = 0.086), where a significant difference was 
highlighted between the right and left side in the episodic 
group (p = 0.003), but not in the chronic (p = 0.775) and con-
trol groups (p = 0.562). Furthermore, the episodic group pre-
sented higher values of PPT than chronic one on both sides, 
in particular 181.56 (95% CI: 83.61–279.50) kPa on the right 
side (p < 0.001) and 110.72 (95% CI: 0.302–221.13) kPa on 
the left one (p = 0.049). Nevertheless, the control group had 
higher values of PPT bilaterally than chronic (p < 0.001) and 
episodic (p < 0.001) groups.

A group effect was highlighted in all four muscles analyzed, 
such as suboccipital (F2,87 = 22.927, p < 0.001, pη2 = 0.345), 
temporalis (F2,87 = 28.332, p > 0.001, pη2 = 0.394), tra-
pezius (F2,87 = 42.616, p < 0.001, pη2 = 0.495), and TFL 
(F2,87 = 19.758, p < 0.001, pη2 = 0.312).

The values of PPT in the episodic group were higher than 
chronic one, in particular for the suboccipitalis muscle the dif-
ference was 121.27 (95% IC: 5.70–236.83) kPa (p = 0.036), 
for the temporalis muscle 87.69 (95%IC: 16.97–158.41) 
kPa (p = 0.01) and for the trapezius muscle 146.14 (95% IC: 
23.25–269.02) kPa (p = 0.014). Instead, there was not a signifi-
cant difference for the TFL muscle (p = 0.746).

Furthermore, the healthy group showed a significantly 
higher PPT in all the muscles analyzed both in compari-
son to episodic and chronic groups. In particular, in com-
parison with the episodic group, the PPT was 196.35 (95% 
CI: 80.78–311.91) kPa higher in the suboccipital muscle 
(p < 0.001), 129.06 (95% CI: 58.34–199.78) kPa in the 
temporalis (p < 0.001), 308.995 (95% CI: 186.10–431.883) 
kPa in Trapezius and (p < 0.001), and 508.82 (95% CI: 
248.39–769.25) kPa in the TFL (p < 0.001). Then, in com-
parison with the chronic group, the PPT was 317.62 (95% 
CI: 202.05–433.18) kPa higher in the suboccipital muscle 
(p < 0.001), 216.76 (95% CI: 146.04–287.48) kPa in the 
temporalis (p < 0.001), 455.13 (95% CI: 332.24–578.02) 
kPa in Trapezius, and (p < 0.001) and 632.74 (95% CI: 
372.31–893.170) kPa in the TFL (p < 0.001) (Table  1) 
(Fig. 1a, b, c, and d).

Discussion

Several studies have highlighted the great value of pressure 
pain threshold (PPT) assessment for clinicians and research-
ers to better understand pain mechanisms in patients with 
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headaches [11, 19, 21–23]. Our study has highlighted the dif-
ferences in the PPT among several muscles over the trigemino-
cervical and extra-trigemino-cervical area in patients with epi-
sodic and chronic migraine, respect to healthy controls. One 
interesting finding was that healthy controls presented a higher 
value of PPT respect than episodic and chronic migraine peo-
ple both in the trigeminal and extra-trigeminal area. Another 
important finding was that people with episodic migraine pre-
sented higher PPT than chronic migraine only in the trigemi-
nal area but not in the extra-trigeminal area. Finally, the most 
sensitive muscles seem to be sub-occipitalis and temporalis.

The evaluation of pressure pain threshold (PPT) consists 
of a neurophysiological quantification of mechanical sensi-
tivity of the muscles. In our study, people with episodic and 
chronic migraine presented lower PPT than healthy controls 
both over trigeminal and extra-trigeminal area. This confirms 
that the pathophysiology of migraine could change pain per-
ception both in episodic and in chronic form [3, 4, 16]. In 
fact, the pathophysiology of migraine depends on two oppos-
ing processes, lack of habituation and sensitization, that, 
together, lead to an increased response to sensory stimula-
tion [27] not only during a migraine attack (ictal phase), but 
especially between attacks (interictal phase). Sensitization in 
migraine is enhanced concerning habituation, especially dur-
ing the migraine attack (ictal phase). Sensitization leads to 
an augmentation of central sensory signaling after noxious 
stimulation [3–6]: nociceptive input from peripheral structures 
could result in peripheral sensitization, which, in turn, could 
sensitize the first-order or second-order trigemino-vascular 
nociceptors. The consequent augmentation of the stimulation 
to the thalamus and cortex could reduce the physiological 
descending inhibitory painful transmission, which, in turn, 
could manifest itself clinically and neurophysiologically with 
hyperalgesia and allodynia [7, 8, 23].

Concerning the differences between chronic and episodic 
migraine, it seems that chronic migraine presented more local 
hyperalgesia in the trigeminal cervical area than widespread 
hyperalgesia respect to episodic migraine. Indeed, chronic 
migraine highlighted a lower PPT than episodic migraine only 
in the trigeminal area but not in the extra-trigeminal area: the 
differences in local hyperalgesia between chronic and episodic 
migraine in the trigeminal area may be related to the current 
migraine attack in the chronic form that could sensitize the 
trigemino-cervical complex; the similar widespread hyper-
algesia between chronic and episodic migraine in the extra-
trigeminal area may be related to central sensitization. These 
results are in line with previous studies concerning only the 
widespread hyperalgesia in chronic and episodic form [15, 27, 
28] but not in line regarding the local hyperalgesia [15, 28, 29]. 
However, previous studies evaluated only the temporalis mus-
cles in the trigeminal area [15, 28] and no study carried out the 
evaluation according to the Andersen guideline [19]. Accord-
ing to these data, we can infer that even though the chronicity 
could lead to central sensitization and in a larger pain extent 
area, people with chronic migraine present more local hyper-
algesia in the trigemino-cervical complex rather than wide-
spread hyperalgesia. A possible explanation for these results 
may be the trigeminal system pain pathway. The trigeminal 
system is at the center of the complex interplay between cen-
tral and peripheral structures: peripheral and central afferent 
projections; direct and indirect ascending/descending projec-
tions. The nociceptive afferent projections from intra and extra 
cranial blood vessels and upper cervical spinal cord are relayed 
to many subcortical and cortical structures through the direct 
and indirect afferent ascending projections from trigemino-
cervical complex. This nociceptive information is modulated 
by direct and indirect descending projections arising in the 
cortex: direct projections arise from primary somatosensory 

Table 1   Pressure pain threshold 
over trigeminal and extra-
trigeminal area in people with 
episodic and chronic migraine 
and in healthy control

Bold values for p < 0.05 at the mixed-factors ANOVA side*group interaction effect and group simple main 
effect

PPT (kPa) Episodic
n = 30

Chronic
n = 30

Control
n = 30

p-value interac-
tion side*group

Group effect

Suboccipital p = 0.085 p < 0.001
  Right 290.07 (± 61.92) 193.00 (± 5.09) 439.98 (± 220.38)
  Left 300.11 (± 85.48) 153.50 (± 0.84) 559.53 (± 434.46)

Temporalis p = 0.311 p < 0.001
  Right 268.22 (± 100.69) 194.30 (± 78.06) 385.46 (± 161.25)
  Left 250.04 (± 2.33) 161.00 (± 9.75) 399.75 (± 169.34)

Trapezius p = 0.020 p < 0.001
  Right 383.31 (± 173.64) 232.85 (± 14.35) 659.68 (± 284.45)
  Left 318.53 (± 24.04) 207.4 (± 21.77) 675.14 (± 328.70)

TFL p = 0.699 p < 0.001
  Right 528.04 (± 33.23) 371.15 (± 36.13) 1079.71 (± 1146.85)
  Left 467.80 (± 26.77) 365.85 (± 55.36) 942.67 (± 480.74)
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cortex, insular cortex, and hypothalamus to trigemino-cervical 
complex; indirect projections arise from primary somatosen-
sory cortex through hypothalamus and from hypothalamus 
through locus coeruleus, periaqueductal gray and the rostral 
ventromedial medulla to trigemino-cervical complex [27]. As 
a consequence, the trigemino-cervical complex is subject to this 
complex network; this is why it plays a pivotal role in migraine 
transmission.

Concerning the differences among muscles, despite no 
statistical differences were found among muscles, the sub-
occipitalis and the temporalis muscles seem to be the most 
sensitive muscles. This result further supports the idea that 
temporalis and sub-occipitalis are linked to headache due to 
their anatomical connections: temporalis is innervated by the 
trigeminal nerve; sub-occipitalis is innervated by the C1 and 
by the grand occipital nerve [30–33]; the rectus capitis poste-
rior of sub-occipitalis is innervated by the ophthalmic division 
of the trigeminal nerve and by the grand occipital nerve [34, 
35]. In fact, temporalis and sub-occipitalis are more related to 
the trigemino-cervical complex (C1-C3) than levator scapulae 
(C3-C5) or middle scalene (C3-C8) and trapezius (C2-C4). 
Therefore, temporalis and sub-occipitalis are also the muscles 
in the trigemino-cervical complex more assessed and treated 

in migraine [7, 11, 19, 23]: different pharmacological and no-
pharmacological treatments such as onabotulinumtoxin injec-
tions [36], nerve stimulation or block [32–34], and manual 
therapy [7, 23, 37–39] target these muscles.

This study was limited by the absence of gender and age 
stratification. Gender and age play a role in pain perception, 
gender may play a role also in muscle morphology [40], but 
the sample size did not allow to stratify the population. Nev-
ertheless, the sample was homogenous in terms of gender 
and age. On the other hand, the present study provides the 
first comprehensive assessment of PPT in different muscles 
over trigeminal and extra-trigeminal area according to the 
Andersen guideline [19] that may clarify pain mechanisms 
and may provide practical implications.

Conclusion

People with chronic and episodic migraine presented lower 
PPT than healthy controls both in the trigeminal and in 
the extra-trigeminal area. People with chronic migraine 
presented lower PPT than episodic migraine only in the 

Fig. 1   Pressure pain threshold (PPT) values of a suboccipital, b 
temporalis, c trapezius, and d tensor fasciae latae (TFL) muscles 
in episodic (n = 30), chronic (n = 30), and control (n = 30) groups. 

*p < 0.05; **p < 0.01; p < 0.001***. Post hoc significance values for 
side and group main effects at the mixed-factors ANOVA
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trigeminal area. Temporalis and sub-occipitalis are the 
most sensitive muscles in people with chronic and episodic 
migraine. Even though the chronicity could lead to central 
sensitization and in a larger pain extent area, people with 
chronic migraine present more local hyperalgesia in the 
trigemino-cervical complex rather than widespread hyperal-
gesia. Therefore, pharmacological and non-pharmacological 
approaches, such as pharmacological injections, neuromodal 
stimulation, and physiotherapy, should target this area. Fur-
ther research is required to establish the gender and age role 
in local and widespread hyperalgesia and the change in PPT 
in relation to different treatments.

Abbreviations  PPT: Pressure pain threshold; ANOVA: Analysis of vari-
ance; TFL: Tensor fasciae lata

Acknowledgements  The authors are thankful to the patients for their 
participation.

Author contribution  Conception and design of the work: MD, AG, 
Caterina, MM, RS, ABS, and PM; analysis and interpretation of data: 
MD, ABS, and MM; investigation: MD, MM; methodology: MD, AG, 
MM, RS, and PM; project administration: MD, AG, and PM; resources: 
MD, AG, and PM; software SAPO: ABS, MD, MM, RS; supervision: 
PM; validation: MD, AG, ABS, and PM; visualization: MD, AG, ABS, 
RS, and PM; writing original draft: MD, AG, ABS, MM, RS; revising 
it critically for important intellectual content: MD, PM, and AG; final 
approval of the version to be published: MD, AG, MM, RS, ABS, 
PM. All authors have read and agreed to the published version of the 
manuscript.

Funding  Open access funding provided by Università degli Studi di 
Trieste within the CRUI-CARE Agreement.

Data availability  The data associated to this study can be requested to 
the corresponding author upon reasonable request.

Declarations 

Ethics approval  This study was performed in line with the principles of 
the Declaration of Helsinki. Approval was granted by the institutional 
review board CEUR (comitato etico unico regionale; date 13/08/2018; 
No 143_2018 2432).

Informed consent  Informed consent was obtained from all individual 
participants included in the study.

Consent for publication  Patients signed informed consent regarding 
publishing their data.

Conflict of interest  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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 licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence 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 licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 GBD 2017 Disease and Injury Incidence and Prevalence Col-
laborators (2018) Global, regional, and national incidence, 
prevalence, and years lived with disability for 354 diseases and 
injuries for 195 countries and territories, 1990–2017: a systematic 
analysis for the Global Burden of Disease Study 2017. Lancet 
392(10159):1789–1858. https://​doi.​org/​10.​1016/​S0140-​6736(18)​
32279-7

	 2.	 Caponnetto V, Deodato M, Robotti M, Koutsokera M, Pozzilli V, 
Galati C, Nocera G, De Matteis E, De Vanna G, Fellini E, Halili 
G, Martinelli D, Nalli G, Serratore S, Tramacere I, Martelletti 
P, Raggi A, European Headache Federation School of Advanced 
Studies (EHF-SAS) (2021) Comorbidities of primary headache 
disorders: a literature review with meta-analysis. J Headache Pain 
22(1):71. https://​doi.​org/​10.​1186/​s10194-​021-​01281-z

	 3.	 Bonavita V, De Simone R, Ranieri A (2018) Pain cognition in 
migraine: from basic neurophysiology to a behavioral paradigm. 
Neurol Sci 39:3–9. https://​doi.​org/​10.​1007/​s10072-​018-​3335-0

	 4.	 Aguggia M, Saracco MG (2010) Pathophysiology of migraine 
chronification. Neurol Sci 31:15–17. https://​doi.​org/​10.​1007/​
s10072-​010-​0264-y

	 5.	 Aguggia M, Saracco MG, Cavallini M et al (2013) Sensitiza-
tion and pain. Neurol Sci 34:37–40. https://​doi.​org/​10.​1007/​
s10072-​013-​1382-0

	 6.	 Charles A (2018) The pathophysiology of migraine: implications 
for clinical management. Lancet Neurol 17(2):174–182. https://​
doi.​org/​10.​1016/​S1474-​4422(17)​30435-0

	 7.	 Deodato M, Granato A, Borgino C, Galmonte A, Manganotti P 
(2022) Instrumental assessment of physiotherapy and onabolu-
linumtoxin-A on cervical and headache parameters in chronic 
migraine. Neurol Sci 43(3):2021–2029. https://​doi.​org/​10.​1007/​
s10072-​021-​05491-w

	 8.	 Boyer N, Dallel R, Artola A, Monconduit L (2014) General 
trigeminospinal central sensitization and impaired descending 
pain inhibitory controls contribute to migraine progression. Pain 
155:1196–1205. https://​doi.​org/​10.​1016/j.​pain.​2014.​03.​001

	 9.	 Fusco M, D’Andrea G, Miccichè F et al (2003) Neurogenic inflam-
mation in primary headaches. Neurol Sci 24:s61–s64. https://​doi.​
org/​10.​1007/​s1007​20300​043

	10.	 Panerai AE (2013) Is migraine a disorder of the central nerv-
ous system? Neurol Sci 34:33–35. https://​doi.​org/​10.​1007/​
s10072-​013-​1363-3

	11.	 Deodato M, Granato A, Martini M, Stella AB, Galmonte A, 
Murena L, Manganotti P (2023) Neurophysiological and clini-
cal outcomes in episodic migraine without aura: a cross-sectional 
study. J Clin Neurophysiol. https://​doi.​org/​10.​1097/​WNP.​00000​
00000​001055

	12.	 Luedtke K, Starke W, May A (2018) Musculoskeletal dysfunction 
in migraine patients. Cephalalgia 38(5):865–875. https://​doi.​org/​
10.​1177/​03331​02417​716934

	13.	 Malo-Urriés M, Estébanez-de-Miguel E, Bueno-Gracia E et al 
(2020) Sensory function in headache: a comparative study among 
patients with cluster headache, migraine, tension-type headache, 
and asymptomatic subjects. Neurol Sci 41:2801–2810. https://​doi.​
org/​10.​1007/​s10072-​020-​04384-8

	14.	 Mongini F, Rota E, Deregibus A et al (2005) A comparative 
analysis of personality profile and muscle tenderness between 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/S0140-6736(18)32279-7
https://doi.org/10.1016/S0140-6736(18)32279-7
https://doi.org/10.1186/s10194-021-01281-z
https://doi.org/10.1007/s10072-018-3335-0
https://doi.org/10.1007/s10072-010-0264-y
https://doi.org/10.1007/s10072-010-0264-y
https://doi.org/10.1007/s10072-013-1382-0
https://doi.org/10.1007/s10072-013-1382-0
https://doi.org/10.1016/S1474-4422(17)30435-0
https://doi.org/10.1016/S1474-4422(17)30435-0
https://doi.org/10.1007/s10072-021-05491-w
https://doi.org/10.1007/s10072-021-05491-w
https://doi.org/10.1016/j.pain.2014.03.001
https://doi.org/10.1007/s100720300043
https://doi.org/10.1007/s100720300043
https://doi.org/10.1007/s10072-013-1363-3
https://doi.org/10.1007/s10072-013-1363-3
https://doi.org/10.1097/WNP.0000000000001055
https://doi.org/10.1097/WNP.0000000000001055
https://doi.org/10.1177/0333102417716934
https://doi.org/10.1177/0333102417716934
https://doi.org/10.1007/s10072-020-04384-8
https://doi.org/10.1007/s10072-020-04384-8


3929Neurological Sciences (2024) 45:3923–3929	

chronic migraine and chronic tension-type headache. Neurol Sci 
26:203–207. https://​doi.​org/​10.​1007/​s10072-​005-​0462-1

	15.	 Palacios-Ceña M, Lima Florencio L, Natália Ferracini G et al 
(2016) Women with chronic and episodic migraine exhibit simi-
lar widespread pressure pain sensitivity. Pain Med 17:2127–2133. 
https://​doi.​org/​10.​1093/​pm/​pnw056

	16.	 Russo A, Coppola G, Pierelli F et al (2018) Pain perception and 
migraine. Front Neurol 9:576. https://​doi.​org/​10.​3389/​fneur.​2018.​
00576

	17.	 Peng K-P, May A (2018) Quantitative sensory testing in migraine 
patients must be phase-specific. Pain 159:2414–2416. https://​doi.​
org/​10.​1097/j.​pain.​00000​00000​001353

	18.	 Uglem M, Omland PM, Nilsen KB et al (2017) Does pain sen-
sitivity change by migraine phase? A blinded longitudinal study. 
Cephalalgia 37:1337–1349. https://​doi.​org/​10.​1177/​03331​02416​
679955

	19.	 Andersen S, Petersen MW, Svendsen AS, Gazerani P (2015) 
Pressure pain thresholds assessed over temporalis, masseter, 
and frontalis muscles in healthy individuals, patients with ten-
sion-type headache, and those with migraine—a systematic 
review. Pain 156:1409–1423. https://​doi.​org/​10.​1097/j.​pain.​
00000​00000​000219

	20.	 Headache Classification Committee of the International Headache 
Society (IHS) (2018) The international classification of headache 
disorders, 3rd edition. Cephalalgia 38(1):1–211. https://​doi.​org/​
10.​1177/​03331​02417​738202

	21.	 Castien RF, van der Wouden JC, De Hertogh W (2018) Pressure 
pain thresholds over the cranio-cervical region in headache: a sys-
tematic review and meta-analysis. J Headache Pain 19:9. https://​
doi.​org/​10.​1186/​s10194-​018-​0833-7

	22.	 Graven-Nielsen T, Vaegter HB, Finocchietti S et al (2015) Assess-
ment of musculoskeletal pain sensitivity and temporal summation 
by cuff pressure algometry: a reliability study. Pain 156:2193–
2202. https://​doi.​org/​10.​1097/j.​pain.​00000​00000​000294

	23.	 Deodato M, Granato A, Ceschin M, Galmonte A, Manganotti P 
(2022) Algometer assessment of pressure pain threshold after 
onabotulinumtoxin-A and physical therapy treatments in patients 
with chronic migraine: an observational study. Front Pain Res 
(Lausanne) 3:770397. https://​doi.​org/​10.​3389/​fpain.​2022.​770397

	24.	 Kamińska A, Dalewski B, Sobolewska E (2020) The usefulness of 
the pressure algometer in the diagnosis and treatment of orofacial 
pain patients: a systematic review. Occup Ther Int 2020:5168457. 
https://​doi.​org/​10.​1155/​2020/​51684​57

	25.	 Deodato M, Grosso G, Drago A, Martini M, Dudine E, Murena 
L, Buoite Stella A (2023) Efficacy of manual therapy and pelvic 
floor exercises for pain reduction in primary dysmenorrhea: A 
prospective observational study. J Bodyw Mov Ther 36:185–191. 
https://​doi.​org/​10.​1016/j.​jbmt.​2023.​07.​002

	26.	 Kitaoka H, Kawashima H (2018) Influence of the menstrual cycle 
on compression-induced pain during mammography: correlation 
with the thickness and volume of the mammary gland. Radiol Phys 
Technol 11:20–26. https://​doi.​org/​10.​1007/​s12194-​017-​0429-y

	27.	 Goadsby PJ, Holland PR, Martins-Oliveira M et al (2017) Patho-
physiology of migraine: a disorder of sensory processing. Physiol 
Rev 97:553–622. https://​doi.​org/​10.​1152/​physr​ev.​00034.​2015

	28.	 Palacios Ceña M, Castaldo M, Wang K, Torelli P, Pillastrini P, 
Fernández-de-Las-Peñas C, Arendt-Nielsen L (2017) Widespread 

pressure pain hypersensitivity is similar in women with frequent 
episodic and chronic tension-type headache: a blinded case-con-
trol study. Headache 57(2):217–225. https://​doi.​org/​10.​1111/​head.​
12982

	29.	 Toriyama T, Horiuchi T, Hongo K (2017) Characterization of 
migraineurs presenting interictal widespread pressure hyper-
algesia identified using a tender point count: a cross-sectional 
study. J Headache Pain 18(1):117. https://​doi.​org/​10.​1186/​
s10194-​017-​0824-0

	30.	 May A (2018) The exceptional role of the first division of the 
trigeminal nerve. Pain 159:S81. https://​doi.​org/​10.​1097/j.​pain.​
00000​00000​001239

	31.	 Ünal-Artık HA, İnan LE, Ataç-Uçar C, Yoldaş TK (2017) Do 
bilateral and unilateral greater occipital nerve block effective-
ness differ in chronic migraine patients? Neurol Sci 38:949–954. 
https://​doi.​org/​10.​1007/​s10072-​017-​2861-5

	32.	 Blake P, Burstein R (2019) Emerging evidence of occipital nerve 
compression in unremitting head and neck pain. J Headache Pain 
20:76. https://​doi.​org/​10.​1186/​s10194-​019-​1023-y

	33.	 Ambrosini A, Schoenen J (2016) Invasive pericranial nerve inter-
ventions. Cephalalgia 36:1156–1169. https://​doi.​org/​10.​1177/​
03331​02416​639515

	34.	 Noseda R, Melo-Carrillo A, Nir R-R et al (2019) Non-trigeminal 
nociceptive innervation of the posterior dura: implications to 
occipital headache. J Neurosci 39:1867–1880. https://​doi.​org/​10.​
1523/​JNEUR​OSCI.​2153-​18.​2018

	35.	 Kahkeshani K, Ward PJ (2012) Connection between the spinal 
dura mater and suboccipital musculature: evidence for the myo-
dural bridge and a route for its dissection–a review. Clin Anat 
25:415–422. https://​doi.​org/​10.​1002/​ca.​21261

	36.	 Liberini P, Pari E, Gazzina S et al (2014) Technique of injection 
of onabotulinumtoxin A for chronic migraine: the PREEMPT 
injection paradigm. Neurol Sci 35:41–43. https://​doi.​org/​10.​1007/​
s10072-​014-​1740-6

	37.	 Deodato M, Guolo F, Monticco A et al (2019) Osteopathic manip-
ulative therapy in patients with chronic tension-type headache: a 
pilot study. J Am Osteopath Assoc. https://​doi.​org/​10.​7556/​jaoa.​
2019.​093

	38.	 Do TP, Heldarskard GF, Kolding LT et al (2018) Myofascial trig-
ger points in migraine and tension-type headache. J Headache Pain 
19:84. https://​doi.​org/​10.​1186/​s10194-​018-​0913-8

	39.	 Fernández-de-Las-Peñas C (2015) Myofascial Head Pain. 
Curr Pain Headache Rep 19:28. https://​doi.​org/​10.​1007/​
s11916-​015-​0503-2

	40.	 Deodato M, Saponaro S, Šimunič B et al (2023) Sex-based com-
parison of trunk flexors and extensors functional and contractile 
characteristics in young gymnasts. Sport Sci Health. https://​doi.​
org/​10.​1007/​s11332-​023-​01083-7

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

https://doi.org/10.1007/s10072-005-0462-1
https://doi.org/10.1093/pm/pnw056
https://doi.org/10.3389/fneur.2018.00576
https://doi.org/10.3389/fneur.2018.00576
https://doi.org/10.1097/j.pain.0000000000001353
https://doi.org/10.1097/j.pain.0000000000001353
https://doi.org/10.1177/0333102416679955
https://doi.org/10.1177/0333102416679955
https://doi.org/10.1097/j.pain.0000000000000219
https://doi.org/10.1097/j.pain.0000000000000219
https://doi.org/10.1177/0333102417738202
https://doi.org/10.1177/0333102417738202
https://doi.org/10.1186/s10194-018-0833-7
https://doi.org/10.1186/s10194-018-0833-7
https://doi.org/10.1097/j.pain.0000000000000294
https://doi.org/10.3389/fpain.2022.770397
https://doi.org/10.1155/2020/5168457
https://doi.org/10.1016/j.jbmt.2023.07.002
https://doi.org/10.1007/s12194-017-0429-y
https://doi.org/10.1152/physrev.00034.2015
https://doi.org/10.1111/head.12982
https://doi.org/10.1111/head.12982
https://doi.org/10.1186/s10194-017-0824-0
https://doi.org/10.1186/s10194-017-0824-0
https://doi.org/10.1097/j.pain.0000000000001239
https://doi.org/10.1097/j.pain.0000000000001239
https://doi.org/10.1007/s10072-017-2861-5
https://doi.org/10.1186/s10194-019-1023-y
https://doi.org/10.1177/0333102416639515
https://doi.org/10.1177/0333102416639515
https://doi.org/10.1523/JNEUROSCI.2153-18.2018
https://doi.org/10.1523/JNEUROSCI.2153-18.2018
https://doi.org/10.1002/ca.21261
https://doi.org/10.1007/s10072-014-1740-6
https://doi.org/10.1007/s10072-014-1740-6
https://doi.org/10.7556/jaoa.2019.093
https://doi.org/10.7556/jaoa.2019.093
https://doi.org/10.1186/s10194-018-0913-8
https://doi.org/10.1007/s11916-015-0503-2
https://doi.org/10.1007/s11916-015-0503-2
https://doi.org/10.1007/s11332-023-01083-7
https://doi.org/10.1007/s11332-023-01083-7

	Instrumental assessment of pressure pain threshold over trigeminal and extra-trigeminal area in people with episodic and chronic migraine: a cross-sectional observational study
	Abstract
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Pressure pain threshold (PPT)
	Statistical analysis

	Results
	PPT

	Discussion
	Conclusion
	Acknowledgements 
	References


