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Folk wisdom has often accused men of being both tough and weak, and 
sometimes ‘babyish’ in complaining of pain sensations to women (eg, 

lovers and mothers). So, which is it? If one examines experimental pain 
studies, the findings are mixed and suggest that the role of the observer’s 
sex on pain percepts is contingent on a multitude of interpersonal factors. 
For example, several experiments have shown that, in general, individuals 
are more likely to demonstrate heightened exogenous pain sensitivity 
when they are assessed by a female researcher (1-3). In our laboratory, we 
have found that the absolute number of female subjects (strangers) but 
not male subjects present during an ischemic pain task is linearly associ-
ated with hyperalgesia in women only (4). In another study, we showed 
that even minimal procedural interactions with female personnel (eg, 
processing consent procedures and explaining the research protocol) can 
lead to heightened experimental pain reports, also more so in women, 
even when the noxious stimuli is experienced in solitude without the 
actual physical presence of another person (Vigil et al, unpublished data). 
This is consistent with from a social-signalling perspective of pain, which 
is based on the hypothesis that individuals should experience the highest 
levels of felt pain in the immediate presence of the types of relationship 

partners (eg, family, significant other) that are most likely to provide 
solicitous reactions toward the individual experiencing pain (5-7). Given 
that, on average, women naturally demonstrate higher levels of parental 
investment and pain-empathizing behaviours than men (4,8-12), individ-
uals, and especially women, are predicted to demonstrate greater pain 
sensitivity (eg, hyperalgesia) in the immediate presence of other women 
than in the presence of men (7). 

The impact of the presence of women on the momentary pain 
intensity levels of men appears to be more dynamic. Our laboratory 
and others have found that, in men only, the real or simulated pres-
ence of female researchers or other female strangers during an experi-
mental pain test (eg, cold pressor, ischemic) results in hypoalgesia 
(Vigil, unpublished data; Vigil, Rowell, Alcock, Maestes, unpublished 
data; 4,13,14). Other research has demonstrated that this hypoalgesic 
effect is linearly related to the absolute number of female strangers in 
the room during the pain task (4). Thus, it appears that, among 
healthy young men, the presence of female strangers produces a hypo-
algesic effect, although the opposite pattern (hyperalgesia in the pres-
ence of a female researchers) has also been reported (1,2). 
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BAckgRounD: Experimental and clinical pain studies are conflicting 
regarding whether individuals report heightened or dampened pain sensi-
tivity in the presence of other men or women. 
oBJecTiVes: In the present preliminary study, two small medical record 
reviews of patients admitted for emergency care were conducted to exam-
ine the possibility that patients may report differential pain intensity to male 
and female health care examiners. The study also sought to determine whether 
these effects are moderated by and, thus, only detectable by examining patients 
at different pain (debilitation) levels. 
MeThoDs: Pain intensity scores were extracted from two medical record 
reviews of patients admitted for emergency care (n=64 and n=135, respec-
tively). Pain intensity was measured using an 11-point numerical scale dur-
ing standard triage assessments and the sex of the examiner was recorded. 
ResulTs: Mean pain scores reported to male and female emergency staff 
did not differ in either set of medical records. However, when patients were 
split between low and high pain levels, male patients reported higher pain 
scores to male practitioners when experiencing relatively low pain levels, 
and both male and female patients reported higher pain scores to female 
practitioners when experiencing relatively high pain levels. 
Discussion: The statistical magnitudes of these effects were large, sug-
gesting that this phenomenon may be a pervasive feature in clinical set-
tings and experimental pain studies. 
conclusion: These preliminary findings warrant larger-scale investi-
gations of social contextual influences on patient pain reports, which are 
necessary for creating more standardized protocols for reliably assessing and 
treating patient pain experiences. 

key Words: Communication; Health disparities; Interpersonal; Pain intensity; 
Patient care

Durs à cuire ou gars sensibles? Démêler le rôle 
du sexe de l’examinateur sur les déclarations de 
douleur des patients

hisToRiQue : Les études sur la douleur expérimentale et la douleur 
clinique sont conflictuelles selon que les individus déclarent une sensibilité 
à la douleur accrue ou atténuée à des hommes ou des femmes.
oBJecTiFs : Dans la présente étude préliminaire, les chercheurs ont 
procédé à deux petites analyses de dossiers de patients admis en soins 
d’urgence pour examiner la possibilité que les patients déclarent des inten-
sités de douleur différentes aux examinateurs de sexe masculin et féminin. 
L’étude visait également à déterminer si ces effets étaient modérés par dif-
férents niveaux de douleur (dégradation) et donc décelables seulement à 
l’examen des patients à ces différents niveaux de douleur.
MÉThoDologie : Les chercheurs ont extrait les indices d’intensité de 
la douleur de deux analyses de dossiers de patients admis en soins d’urgence 
(n=64 et n=135, respectivement). Ils ont mesuré l’intensité de la douleur 
d’après une échelle numérique de 11 points pendant le tri standard. Le sexe 
de l’examinateur était consigné.
RÉsulTATs : Les indices moyens de douleur indiqués au personnel 
d’urgence de sexe masculin et féminin ne différaient pas dans les deux 
séries de dossiers. Cependant, lorsque les patients étaient répartis entre une 
faible intensité et une forte intensité de douleur, les patients de sexe mas-
culin déclaraient des indices de douleur plus élevés aux praticiens lorsqu’ils 
souffraient d’un niveau de douleur relativement bénin, et tant les patients 
de sexe masculin que de sexe féminin déclaraient des niveaux de douleur 
plus élevés de sexe féminin lorsqu’ils ressentaient un niveau de douleur 
relativement élevé.
eXPosÉ : Ces effets avaient une magnitude statistique importante, ce qui 
laisse supposer que ce phénomène peut être une caractéristique omnip-
résente dans les études expérimentales et cliniques de la douleur.
conclusion : Ces résultats préliminaires justifient des recherches à 
plus vaste échelle sur les influences du contexte social sur les déclarations 
de douleur des patients, qui sont nécessaires pour créer des protocoles 
plus normalisés en vue d’évaluer et de traiter de manière plus fiable les 
expériences de douleur des patients.
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Clinical studies, however, show that solicitous spousal responses are 
associated with increased pain behaviours (15,16), and that men, in par-
ticular, tend to report greater debilitating pain when they cohabitate with 
a spouse than when they live alone (Vigil, Pendleton, Coulombe, Vowles, 
Alcock, Smith, unpublished data). In other words, experimental and 
clinical pain studies are mixed on whether men report heightened or 
dampened pain sensitivity in the immediate presence of women. We 
believe that it is possible to interpret these seemingly discrepant findings 
from the social-signalling perspective that momentary pain intensity 
partly functions for demonstrating vulnerability and, ultimately, trust-
worthiness trait impressions to intimate confidantes and other audience 
members with characteristics, such as female sex, that signal the probabil-
ity of providing empathy to the individual experiencing pain (7,8,17). 
Therefore, the biological fitness costs and benefits of demonstrating 
heightened or lessened vulnerability to women should theoretically be 
contingent on implicit social expectations and other factors such as the 
momentary state or level of debilitation (ie, degree of pain severity) of the 
individual experiencing pain (4-8,18). Because, on average, women nat-
urally express higher levels of pain empathizing than men (eg, rating 
higher severity of others’ pain [4,7]), women effectively serve as both an 
ecological and likely resource for consolation and caregiving for both 
sexes, as well as a potential reproductive partner for men. Men tend to use 
empowerment gestures (eg, concealed pain behaviours) to attract pro-
spective mating partners (9,10,12), whereas they use vulnerability ges-
tures, including explicated pain behaviours, to elicit solicitous responses 
from more established and intimate social partners (eg, female kin) in 
times of need (ie, when the individual is physically debilitated [7,8,17]). 

One may, therefore, expect that individuals, particularly men, fac-
ultatively experience varying pain intensity levels in the immediate 
presence of a male versus a female practitioner, and the directions of 
the differences depend on the relative state of debilitation (eg, pain 
intensity level) of the individual. If this phenomenon exists, it may be 
undetectable by comparing mean pain levels that patients report to 
male or to female examiners directly, and may only be observable by 
comparing patients who are at broadly distinct pain intensity levels. 
We conducted two preliminary medical record reviews of patients 
admitted for treatment in an urban emergency department to examine 
these possibilities.  

MeThoDs
The data consist of pain scores that were obtained during standard tri-
age assessments in the emergency department at the New Mexico VA 
Health Care System (Albuquerque, New Mexico, USA). All the 
patients were veterans and the pain scores were reported to medical 
examiners (predominantly registered nurses) using a numerical pain 
scale (visual analogue scale [VAS] 0 to 10, where 0 indicates no pain 
and 10 indicates the worst pain imaginable). All patients presenting 
for emergency care receive a pain score as part of initial triage regard-
less of presenting complaint. Patients in the present analysis were not 
limited to any specific set of diagnoses. The first set of medical records 
consisted of nonrandomly selected patients originally (independent of 
the current study) flagged for review as part of standard quality assur-
ance procedures (n=66; 95% males, 61% male examiners); the age of 
the patients was not recorded as part of this medical record review. A 
second set of medical records was reviewed among a larger number of 
randomly selected patients 21 to 58 years of age (n=140; mean age 
42.7 years, 81% males, 46% male examiners). Only information from 
the patients’ initial visits to the emergency room was used.

Data analyses
The mean (± SD) values of the pain scores from the two sets of med-
ical records were 4.21±3.60 and 5.02±3.46, respectively, and the 
frequency distribution of the pain scores in the two sets of medical 
records was bimodal (median = 4.5; range = 10; skewness = 0.20, 
standard error = 0.30, kurtosis = –1.37, standard error = 0.58; and 
median = 6, range = 10, skewness values = –0.25, standard error = 
0.21, kurtosis = –1.36, standard error = 0.41, respectively). In 
accordance with the bimodal nature of the data, patients were separ-
ated into two broad group categories according to whether they 
reported pain levels between 0 and 3 (assigned to the ‘low’ pain 
condition), or whether they reported pain scores between 5 and 10 
(assigned to the ‘high’ pain condition). This cutoff point was deter-
mined based on anecdotal observations that patients with a pain 
score <4 of 10 are not typically administered aggressive analgesic 
treatment during their health care visit. Patients with a VAS score of 
4 were not included in the analyses to more clearly separate patient 
pain reporting across low and high pain levels, and because scores of 
4 of 10 were the least frequent (two and five patients were excluded 
from the analyses from the first and second medical record reviews, 
respectively). Patients with pain scores of 0 out of 10 were included 
in the analyses because of the subjective and undefined nature of the 
term ‘pain’ and, thus, a pain score of 0 could imply different degrees 
of felt discomfort to different individuals. Fisher’s exact test showed 
that the proportion of male to female examiners did not differ for 
patients in either pain condition for either set of medical records 
(P=0.20 and P=0.72, respectively). For both sets of medical records, 
a between-subject ANOVA was used to examine the pain scores of 
patients who were assessed by either a male or a female examiner in 
each of the low and high pain conditions; independent-samples t 
tests were used to compare group differences and effect sizes per-
taining to group comparisons were estimated using Cohen’s d (mean 
difference/mean SD [19]). The larger sample size in the second med-
ical record review enabled an examination of potential group differ-
ences for male and female patients, separately.  

ResulTs
Independent samples t tests showed that the mean pain intensity 
scores reported to male and female examiners did not differ in either 
set of medical records (P=0.43 and P=0.95, respectively). For the first 
set of medical records, a 2 × 2 (Examiner Sex × Patient Condition) 
ANOVA was used to examine whether patients report differential 
pain scores to male or female examiners in the low (n=31) and high 
(n=33) pain conditions. The analysis revealed a significant Examiner 
Sex × Patient Condition interaction term (F[1, 63]=21.34, P<0.001). 
As shown in Figure 1, robust and inverse group differences emerged for 
pain scores reported to male and female examiners in the low pain 

Figure 1) Patients report differential pain levels to male and female practi-
tioners, depending on the relative pain level of the patient. The low pain 
condition consists of patients who reported pain scores on an 11-point visual 
analogue scale (VAS) from 0 to 3, and the high pain condition consists of 
patients who reported scores from 5 to 10. The first medical record review 
shows findings from predominantly male patients. The second review shows 
findings from a different set of medical records of male and female patients 
examined separately. Effect sizes are calculated with Cohen’s d (mean differ-
ence/mean SD. +P<0.10, *P<0.05, **P<0.01

First Medical Record Review

d = 1.03**

d = -1.39**

Second Medical Record Review

d = .67*

d = -.43+

VAS (0-3)                       VAS (5-10)
VAS (0-3)                      VAS (5-10)            

d = .78

d = -1.41*
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condition (t[21]=21.27, P=0.008) and in the high pain condition 
(t[31]=–3.65, P=0.001); patients reported higher pain scores to male 
examiners in the low pain condition, and they reported higher pain 
scores to female examiners in the high pain condition.

For the second set of medical records, a 2 × 2 (Examiner Sex × 
Patient Condition) ANOVA was first conducted among the combined 
sample of male and female patients. These analyses revealed a signifi-
cant Examiner Sex × Patient Condition interaction term (F[1, 
131]=11.05, P=0.001). This interaction was again due to patients 
reporting higher pain scores to male examiners in the low pain condi-
tion (t[36]=2.43, P=0.020, d=0.71), and they reported higher pain 
scores to female examiners in the high pain condition (t[84]=–2.77, 
P=0.007, d=–0.60).

A 2 × 2 (Examiner Sex × Patient Condition) ANOVA conducted 
separately for male (n=113) and female patients (n=27) revealed a 
significant Examiner Sex × Patient Condition interaction term for 
both male (F[1, 105]=5.82, P=0.018) and female patients 
(F[1, 22]=7.29, P=0.013). Independent samples t tests showed that 
male patients reported higher pain scores to male examiners in the low 
pain condition (t[37]=2.11, P=0.042), and they showed a trend to 
report higher pain scores to female examiners in the high pain condi-
tion (t[68]= 1.80, P=0.077). Female patients only showed the latter 
pattern of reporting higher pain to female examiners in the high pain 
condition (t[14]=–2.83, P=0.013); the examiner effect was not detect-
able for the low pain condition (P=0.252). As shown in Figure 1, the 
statistical magnitudes of the observed effect sizes were moderate to 
large for men in the low pain condition, and they were moderate for 
men and robust for women in the high pain condition. 

To ensure that the effects were not due to differences between 
examiners across subjects, multilevel models in which subjects (level 1 
units) were nested within examiners (level 2 units) were also exam-
ined. Calculation of the intraclass correlation showed that the propor-
tion of variance in VAS ratings due to differences between examiners 
was negligible (<0.01% for both male and female subjects). As 
expected, given these low intraclass correlations, estimating multilevel 
models did not change any of the conclusions, and the probing of the 
significant Examiner Sex × Pain Group interactions among both male 
and female subjects using an online tool (20) yielded the exact same 
pattern as that shown in Figure 1. Therefore, only the results from the 
parsimonious ANOVA model are shown here.

Discussion
Here we show for the first time that emergency department patients 
report higher pain intensity levels to male practitioners when initial 
pain intensity is low, and emergency department patients report 
higher pain to female practitioners when initial pain intensity is 
high. The statistical magnitudes of these effects were substantially 
larger than those from typical nonpharmacological psychological 
(eg, biofeedback, hypnosis, cognitive-behavioural, acceptance ther-
apy, placebo) interventions for acute pain intensity (21-24). We 
therefore believe that the influence of this interaction between exa-
miner sex and patient condition on patient pain reports (‘Vigil-
Alcock Effect’) is probably a pervasive feature in clinical and 
experimental settings. 

These findings are interpretable from a social-signalling perspec-
tive, in which men tend to experience hypoalgesia in the presence of 
women when at mild pain levels and, thus, when males are relatively 
capable and may be implicitly motivated to respond to female stran-
gers as prospective reproductive partners. Because human males tend 
to utilize empowerment gestures (eg, bragging, inflated confidence, 
flashy body movements) to attract potential mates (9,10,12), it makes 
biological sense that men would express attenuated pain reports and 
other vulnerability behaviours to women under these conditions. This 
interpretation also accounts for the experimental finding that healthy 
young men experience hypoalgesia when they are exposed to relatively 
mild forms of noxious stimuli in the presence of unfamiliar females 
(Vigil, unpublished data, Vigil, Rowell, Alcock, Maestes, unpublished 

data; 4,13). Of particular importance in the current study, pain scores 
of 3 and lower may often be clinically insignificant and scores in this 
category are less likely than higher scores to trigger analgesic treat-
ment in the emergency department. 

In contrast, patients with relatively high pain levels are likely to 
have clinically relevant pain and significant medical, psychiatric or 
other distress. High pain levels may cause both men and women to 
respond to other women as sources of solicitude, consolation and med-
ical intervention. Because women evolved the behavioural heuristic to 
express higher levels of pain-empathizing behaviours than men in gen-
eral (4,8-12), people may have coevolved the expressive heuristic to 
report amplified pain intensity in the immediate presence of females 
when the individual’s biological prowess and/or social status is perceived 
to be, or actually is, compromised. There is also some preliminary sup-
port that patient treatment may be associated with the health provider’s 
sex. Some research suggests that female nurses, for instance, may assign 
higher emergency index severity ratings (ie, lower triage scores) to emer-
gency care patients than male nurses (Vigil and Alcock, unpublished 
data), and that female physicians are more likely than male physicians 
to prescribe higher doses of analgesics to underserved categories of 
patients such as ethnic minorities and other women (25,26).

The predictive validity of these hypotheses is, of course, contingent 
on larger studies among more representative samples of health care 
patients and, thus, investigations that can circumvent the obvious and 
notable limitations of the current study. The small sample sizes of 
patients examined in the present medical record reviews were undoubt-
edly confounded by innumerable relevant medical, social and context-
ual factors that may moderate and even mediate the modulating 
influence of examiner characteristics on momentary pain behaviours 
(eg, verbal reports and nonverbal pain gestures) and affective compon-
ents of pain. For example, it is possible that the observations are not 
independent and, thus, the effect of examiner’s sex may be unduly influ-
enced by additional characteristics of examiners (eg, age, personality), 
and larger studies that can account for these potential nested effects are, 
therefore, warranted (although see last paragraph of Results section). 
However, despite these limitations, the current preliminary study is sig-
nificant for showing that the sex of health practitioners, which is a ubi-
quitous contextual factor during all health provider/patient interactions, 
may be a potential source of health disparities in patient assessments, 
which has broad implications for measuring and interpreting patient 
pain reports momentarily, across time points, and across patient popula-
tions and clinical settings. The current findings may also elucidate con-
textual factors that implicitly influence experimental pain results under 
otherwise controlled laboratory conditions. Further research investigat-
ing social contextual influences on pain reports is, therefore, necessary 
for creating more standardized protocols for reliably assessing and for 
treating patient pain experiences. 
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