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Neck Pain Pathway  

Scope 

This guidance refers to patients ≥ 18 years old who present with neck pain with or without 

arm pain.  

Background 

Neck pain is often a recurrent condition and is one of the most common musculoskeletal 

complaints. About two-thirds of adults will experience neck pain at some point in their life. 

This is often mild, with only 27% of people with neck pain seeking help from a healthcare 

provider. People were likely to present in primary care if the pain levels were high, were 

impacting on ability to function or if they had multiple pain sites.  

Most patients seen in primary care do not have serious underlying pathology. It is 

recommended that clinicians assess the clinical likelihood of serious underlying pathology at 

every review and refer for appropriate investigation and management. 

Commissioning Statements 

Referrals for Spinal Cord Stimulation are subject to an eligibility criteria that must be met 

before a referral is made - please see Commissioning Statement for further information. 

Upright/Open MRI referrals are subject to an eligibility criteria that must be met before a 

referral is made - Please see Commissioning Statement for further information 

For those patients who are not eligible for treatment under these policies consideration will 

be on an individual basis via the CCGs Prior Approval or IFR Processes in accordance with 

NHS North Kirklees Commissioning Policy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/Commissioning-Policy-Wakefield_CCG-V3.4_May_2019_Surgical%20Thresholds.doc
https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/Commissioning-Policy-Wakefield_CCG-V3.4_May_2019_Surgical%20Thresholds.doc
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Red Flags 

• Most single features in the history have poor predictive accuracy for serious underlying 

pathology.   

• Single features that should raise suspicion 

o Cancer that can metastasise to bone (lung, breast, thyroid, kidney, prostate, 

myeloma).  

o Trauma that could cause a fracture (may include minor trauma) 

o Sphincter disturbance or perianal loss of sensation.  

• Look at the whole clinical picture, considering additional past medical history and 

examination findings.  

• Further investigation and referral are indicated if strong suspicion of serious underlying 

pathology. 

Cervical Myelopathy 

• Most commonly occurs 50-69 years of age.  

• Weakness in upper and lower limbs.  

• Poor dexterity.  

• Unsteady on feet.  

• Neurological examination reveals non-myotomal weakness, non-dermatomal 

numbness and positive UMN signs (Positive Hoffman's/Babinski/Hyper-

reflexia/Increased tone). 

Spinal Fracture 

• Sudden onset of severe central spinal pain which is relieved by lying down. 

• There may be a history of major trauma (such as a road traffic collision or fall from a 

height), minor trauma, or even just strenuous lifting in people with osteoporosis or those 

who use corticosteroids. 

• Structural deformity of the spine (such as a step from one vertebra to an adjacent 

vertebra) may be present. 

• There may be point tenderness over a vertebral body.  

Cancer 

• The person being 50 years of age or more. 

• Gradual onset of symptoms. 
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• Severe unremitting pain that remains when the person is supine, aching night pain that 

prevents or disturbs sleep, pain aggravated by straining (for example, at stool, or when 

coughing or sneezing), and thoracic pain. 

• Localised spinal tenderness. 

• No symptomatic improvement after four to six weeks of conservative neck pain therapy. 

• Unexplained weight loss. 

• Past history of cancer — breast, lung, gastrointestinal, prostate, renal, and thyroid 

cancers are more likely to metastasize to the spine. 

Infection 

• Fever 

• Tuberculosis, or recent urinary tract infection. 

• Diabetes. 

• History of intravenous drug use. 

• HIV infection, use of immunosuppressants, or the person is otherwise 

immunocompromised. 
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Assessment 

Clinical history should include:  

• Occupation & Hobbies  

• Duration of symptoms and neck pain history  

• Their worries about the pain 

• Is pain neck- or leg-dominant?  

• Distribution of arm pain – side of pain, below elbow pain, which fingers are affected?  

• Any triggers for the pain? 

• What helps relieve the symptoms? 

• Past medical history – inc. history of addiction or any malignancy 

• Unsteady on feet. 

• STarT Back 

 

Examination 

Initial assessment  

Entering the room e.g. expression, demeanour, body language, gait  

Focused examination 

Standing  

- Look for: 

o any significant and obvious spinal deformity 

o any mass or wasting 

- Range of movement:  

o any signs of fear avoidance on moving?  

o Which movements are provocative for symptoms?  

o Which side hurts?  

Sitting 

- Muscle wasting  

- Power, sensation and reflexes  

Lying – Prone 

- Palpation mid-line tenderness  

- Evidence of Hypersensitivity (Hyperalgesia)  

Lying – Supine (if considering Cervical Myelopathy) 

- Hoffman’s/Babinski/Clonus 
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Differential Diagnosis 

Radicular Pain 

Can occur at any age; often insidious. 

Usually starts as axial neck pain.  

Progresses to pain being referred down the arm (below the elbow).  

Commonly unilateral arm pain.  

Neurological examination normal (may subjectively report numbness/weakness but no 

objective change).  

Neck movements reproduce arm symptoms. 

Radiculopathy  

As per Radicular Pain however, there will be the presence of at least one of the following:  

• Myotomal weakness  

• Sensation Loss  

• Hyporeflexia 

Stenosis  

>48 years of age.  

Gradual onset of unilateral or bilateral arm pain (Radicular). 

Worse with looking up/turning head.  

Eased with looking down. 

Spurling's Test will be positive.  

May have objective neurological change (Myotomes/Dermatomes/Reflexes) 

Non-Specific (Mechanical) Neck Pain  

Gradual, often insidious onset.  

May report repetitive or unaccustomed activity prior to symptom onset.  

Pain located within the cervical spine, may refer to the yoke region, above the first thoracic 

vertebrae but there are no symptoms below the elbow (radicular pain) or neurological 

features. 

Persistent Neck Pain 

• Pain located within the cervical spine, may refer to the yoke region, above the first 

thoracic vertebrae but there are no symptoms below the elbow (radicular pain) or 

neurological features. 

• Symptoms present for >3/12 and have often been seen in Physiotherapy/CATS 

before.  

o Consider the presence of psychosocial features e.g. low mood, 

catastrophising, fear avoidance, guarding, anxiety, deconditioning  



 

 
Identifier & Version No.: XXXXXX 
Date of version:  23/01/2020 

 

6 

 

Yellow Flags 

Psycho-social factors influencing neck pain which predict tendency towards persistent pain: 

• Attitudes - towards the current problem. Does the patient feel enabled and informed 

to be able to self-manage?  

 

• Beliefs - The most common misguided belief is that the patient feels they have 

something serious causing their problem-usually cancer. 'Faulty' beliefs can lead to 

catastrophisation.  

 

• Compensation - Is the patient awaiting payment for an accident/ injury at work/ RTC?  

 

• Diagnosis - or more importantly iatrogenesis. 

 

Inappropriate communication can lead to patients misunderstanding what is meant, the most 

common examples being 'your disc has popped out' or 'your spine is crumbling'.  

Also, poor communication of scan findings that are known to be common in asymptomatic 

individuals e.g. degenerative or bulging discs, facet wear or annular tears. 

 

• Emotions - Patients with other emotional difficulties such as ongoing depression 

and/or anxious states are at a high risk of developing persistent pain. 

 

STarT back screening tool - can be used to assess psychosocial issues, offering a guide 

for the most appropriate primary care management strategies. 

We suggest that you consider using the STarT back tool to help determine whether 

someone is best seen within the MSK Pathway or the Pain Pathway.  
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Investigations 

If non-specific (mechanical) neck pain +/- radicular pain (or radiculopathy) is diagnosed no 

investigations (including MRI) are required at this stage. 

The majority of spinal pain cannot be explained through imaging findings. Scan findings are 

poorly correlated with symptoms and are known to be common in asymptomatic individuals 

e.g. degenerative or bulging discs, facet wear or annular tears.  

http://www.chrisworsfold.com/neck-pain-mri-infographic/ 

 

 

 

 

 

 

 

 

 

 

 

http://www.chrisworsfold.com/neck-pain-mri-infographic/
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Primary Care Management 

Includes: 

• Assessment and management of multi-morbidity and psychiatric co-morbidity.  

 

• Medication reviews and non-urgent prescriptions.  

 

• Advice regarding achieving and maintaining optimal weight, nutrition, physical activity 

and healthy lifestyle, including smoking cessation advice. – Links to Social 

Prescribing 

 

• Discussion about fitness for work and sickness certification. 

 

• Management following discharge from community or secondary care where no 

further intervention planned.  

 

• Patients referred back from community services with known or suspected serious 

underlying pathology where non-urgent (for re-evaluation and possible referral to 

secondary care). 

Excludes: 

• Patients seen in community or secondary care settings who need emergency or 

urgent assessment e.g. suspected cauda equina syndrome, metastatic spinal cord 

compression, serious trauma. 

 

Reassurance  

• The majority of spinal pain resolves within 6-weeks without treatment.  

• The majority of spinal pain is non-sinister and requires no further 

investigations.  

• The majority of spinal pain cannot be explained through imaging findings.  

Encourage early, graded movement  

• Recommend simple ROM exercises alongside general aerobic activity e.g. 

walking, swimming  

Encourage maintenance of function  

• Recommend continuation of normal activities and encourage to resume if 

stopped.  

• Explain a ‘little and often’, progressive approach.  

• Explain to be aware of a boom/bust phenomenon o Identify barriers to 

maintaining movement  

• Suggest activity modification techniques to facilitate normal activities. 
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When to refer to Physiotherapy (inc. self-referral) 

Includes:  

• Acute episode of neck pain or acute exacerbation (less than 3 months) of persistent 

neck pain. As a guide, consider a threshold for referral of less than 70% recovery 

after 6wks of supported self-management. 

 

• Recurrent neck pain where onset of less than 3 months for this episode AND the 

patient improved by more than 50% following previous physiotherapy AND where the 

improvement lasted more than 6 months. 

Excludes 

• Reasonable clinical suspicion of serious underlying pathology (red flags) including 

cancer, infection, trauma, severe and progressive neurology e.g. cervical 

myelopathy.  These patients will be referred back to GP for urgent assessment 

(same day). 

 

• Those who have not been offered self-management advice, where clinically 

appropriate. 

 

• A validated decision tool (e.g. STarT Back) or clinical assessment suggests the 

person is at high risk of poor functional outcome due to psychological and social 

factors = for Community Pain Pathway 

 

o Psychosocial risk factors for poor functional outcome:  

▪ Psychological factors 

• low mood and anxiety.  

• strong belief that pain is harmful coupled with a fear of 

movement.  

• presenting with physical manifestations of psychological 

distress and life trauma.  

▪ Social factors  

• financial uncertainty.  

• ongoing litigation and compensation claims.  

 

• Presented with same condition within previous 12 months, and there was no 

substantive improvement with treatment previously = for Community Pain Pathway 

 

• Patients with neurological problems including Stroke, MND, Parkinson’s disease and 

multiple sclerosis = for Adult Community Therapy 

https://www.locala.org.uk/your-healthcare/adult-community-therapy/ 

• Patients with frailty and high risk of falls= for Adult Community Therapy 

 

• Co-morbidities that significantly impair a particular patient’s ability to exercise = for 

Adult Community Therapy 

 

https://www.locala.org.uk/your-healthcare/adult-community-therapy/
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When to refer to MSK CATS 

• Neck and radicular pain/radiculopathy with lack of persistent benefit from exercise 

and manual therapies.  

 

• Patients at high risk of poor functional outcome e.g. due to psychological and social 

factors (unless a community pain service offering a combined physical and 

psychological approach has been commissioned for these patients).  

 

• Severe nerve root pain where the person is prepared to consider injections or 

surgery (check previous discharge letters for suitability).  

 

• Structural pathology suspected or known, not requiring urgent evaluation (e.g. 

cervical stenosis). 

 

• Patient prepared to have an MRI (only where clinically indicated) following a shared 

decision-making discussion guided by a decision aid tool:  

 

o MRI for Neck Pain – shared decision-making tool 

 

Exclusions 

• Reasonable clinical suspicion of serious underlying pathology (red flags) including 

cancer, infection, trauma, severe and progressive neurology e.g. cauda equina 

syndrome.  These patients will be referred back to GP for urgent assessment (same 

day), or to A&E as clinically appropriate.  

 

• Fractures, including osteoporotic fractures, unless the patient has been reviewed by 

a doctor (e.g. orthopaedic surgeon, musculoskeletal physician) and cleared for 

community treatment. 

 

• Spondyloarthropathy - unless a specialist service has identified a specific functional 

goal for physiotherapy (e.g. improving gait, improving balance and reducing falls, 

occupational rehabilitation).  

 

• Patients with neurological problems including Stroke, MND, Parkinson’s disease and 

multiple sclerosis – refer to Adult Therapy Services (Locala) or Neurological 

Physiotherapy outpatients (MYHT)  

 

• Patients with frailty and high risk of falls - refer to the falls service.  

 

 

 

 

 

 

https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=aa6410
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When to refer to the Community Pain Service 

Inclusions  

 

• High risk of poor functional outcome or high levels of distress e.g. due to 

psychological and social factors where single modality treatments have been 

ineffective or not clinically appropriate.  

 

• Neck pain, with or without radicular arm pain, or widespread persistent pain where 

non-invasive treatments have not had at least a 30% improvement in pain or 

function, lasting at least 3-6 months beyond the end of treatment, and where 

previous assessment suggests that invasive treatments (injections, surgery) are not 

appropriate.  

 

• Any imaging performed in primary or community care should be available on 

IEP/receiving unit, and the reports forwarded with the referral. Any blood tests and 

pathology performed in primary or community care should be available on ICE and 

key results forwarded with the referral. Any previous relevant outpatient summary 

letters and imaging reports should be forwarded with the referral. 

 

• Step down from strong opioids and other pain medications in conjunction with 

support from a combined physical and psychological approach, where appropriate for 

a community setting. 

 

Exclusions 

• Reasonable clinical suspicion of serious underlying pathology (red flags) including 

cancer, infection, trauma, severe and progressive neurology e.g. cauda equina 

syndrome.  These patients will be referred back to GP for urgent assessment (same 

day), or to A&E as clinically appropriate.  

 

• Spondyloarthropathy unless a specialist service has identified that a pain 

management approach should be considered.  

 

• Patient does not accept a combined approach including a psychological approach to 

pain management.    
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 Non-Specific Neck 
Pain  
 

Radicular Pain 
(Includes 
Stenosis)  
 

Radiculopathy i.e. 
objective 
Neurological Deficit  
 

Persistent Neck Pain Direct Referral to 
Secondary Care 

Investigations Not indicated - Don’t 
x-ray in absence of 

trauma 

Not indicated - Don’t 
x-ray in absence of 

trauma 

Not indicated - Don’t x-
ray in absence of 

trauma 

Not indicated - Don’t x-ray in 
absence of trauma 

Suspected fracture, 
dislocation or infection = 

A&E 

Management Consider 
Analgesia/NSAIDs first. 

Consider 
Analgesia/NSAIDs 

first. 

Consider 
Analgesia/NSAIDs first. 

Consider Analgesia/NSAIDs first. Suspected inflammatory 
condition = Rheumatology 

Required 
Referral 

If no improvement 
within 6-weeks: 

Refer or Self-referral 
to Connect 
PhysioLine 

If no improvement 
within 6-weeks: 
Refer or Self-

referral to Connect 
PhysioLine 

If no improvement 
within 6-weeks: 

Refer to Connect 
MSK CATS 

If an acute flare up /new 
symptoms: Refer or Self-referral 

to Connect PhysioLine 
 

If persistent symptoms and not 
managing: Refer to Pain 

pathway by completing Pain 
section on referral form. 

History of, or suspected 
malignancy refer as 
appropriate via 2ww 

Advice & 
Education 

Neck Pain - PIL Neck Pain - PIL Neck Pain - PIL Neck Pain - PIL Symptoms suggestive of 
progressive Cervical 

Myelopathy (Ataxia, Upper 
Limb and Lower Limb 
neurology, Reduced 

Dexterity) = Immediate 
referral to A&E 

 
 

Please use this grid to inform your selection on the referral form. 

For those unable to self-referral to PhysioLine due to communication 

difficulties, please use the referral form to refer for face-to-face Physio. 

Clinical Decision-Making Aid 

for patients that presents with 

Neck +/- Arm Pain 

https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/2016-2019%20pathways/2019%20-2024%20Pathways/Neck%20Pain/Neck%20Pain%20PIL.pdf
https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/2016-2019%20pathways/2019%20-2024%20Pathways/Neck%20Pain/Neck%20Pain%20PIL.pdf
https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/2016-2019%20pathways/2019%20-2024%20Pathways/Neck%20Pain/Neck%20Pain%20PIL.pdf
https://connectphc-my.sharepoint.com/personal/andrewcuff_connecthealth_co_uk/Documents/NK/Mobilisation%202019/Clinical%20Workstream/2016-2019%20pathways/2019%20-2024%20Pathways/Neck%20Pain/Neck%20Pain%20PIL.pdf
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Underpinning evidence and references 

This pathway was created via an adaptation of the NWL MSK Pathways with 

permission - Bernstein I, NW London Health and Care Partnership 

Vos et al (2007) – Management of acute neck pain in general practice – a 

prospective study: https://bjgp.org/content/57/534/23 

Hill et al (2011) – StarT Back for stratified primary care management of LBP: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3208163/ 
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3208163/

