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Review

The role of physiotherapy in the management
of non-specific back pain and neck pain

J. Moffett and S. McLean

This paper provides an overview of best practice for the role of physiotherapy in managing back pain and neck pain, based

mainly on evidence-based guidelines and systematic reviews. More up-to-date relevant primary research is also highlighted.

A stepped approach is recommended in which the physiotherapist initially takes a history and carries out a physical examination

to exclude any potentially serious pathology and identify any particular functional deficits. Initially, advice providing simple

messages of explanation and reassurance will form the basis of a patient education package. Self-management is emphasized

throughout. A return to normal activities is encouraged. For the patient who is not recovering after a few weeks, a short course

of physiotherapy may be offered. This should be based on an active management approach, such as exercise therapy. Manual

therapy should also be considered. Any passive treatment should only be used if required to relieve pain and assist in helping

patients get moving. Barriers to recovery need to be explored. Those few patients who have persistent pain and disability that

interferes with their daily lives and work need more intensive treatment or a different approach. A multidisciplinary approach

may then be optimal, although it is not widely available. Liaison with the workplace and/or social services may be important.

Getting all players on side is crucial, especially at this stage.

Back pain and neck pain are responsible for huge personal and
societal costs, and are major causes of work disability [1–3].
Contrary to traditional thinking, neither back pain nor neck pain is
a problem that always resolves itself. Recurrences are usual and
their course is very variable [4–8].

Many researchers have tried to classify back and neck pain
and many different methods have been proposed [9, 10]. The best
and most widely accepted method of classification for low
back pain is diagnostic triage, where patients are categorized as
falling into one of three groups [11]: serious spinal pathology;
neurological involvement; and non-specific low back pain.
Similar categories could apply to neck pain patients.

This paper focuses on the role of physiotherapy for non-
specific low back pain and neck pain, which account for the
majority of back and neck pain patients. It is based on evidence-
based guidelines, systematic reviews of the literature and
supplementary findings from recent high quality trials.

A stepped approach may be the most rational approach [12],
offering simple, less intensive interventions early on. (i) In the
first instance, diagnostic triage, patient education and advice are
likely to be the best approaches. (ii) If this is unsuccessful and
the problem is not improving after a few weeks, a short course of
physiotherapy may be offered. Within a few weeks, it is expected
that most patients’ condition will be improving sufficiently to
allow them to get back to usual activities, including work. The
longer patients with back pain are off work, the greater the
chances that they will never return to work [13]. It is therefore
important that the individual is encouraged to return to work
even if there is still some residual pain. (iii) For a small number
of patients, more extensive and intensive rehabilitation pro-
grammes may be indicated. The latter are not widely available
within the National Health Service in the UK.

The literature review in this paper is based mainly on
systematic reviews, such as Cochrane reviews where they were
available, and also draws information from individual random-
ized trials where appropriate. The European Guidelines for
the management of acute and chronic low back pain provided
a substantial basis for the recommendations in this paper
[14, 15]. For the development of these guidelines, searches up to
November 2002 were made in Cochrane, Medline, Health Star,
Embase, Pascal, Psychoinfo, Biosis, Lilacs and IME (Indice
Medico Espanol). Keywords included ‘low back pain’, ‘back
pain’ and ‘systematic’. Additional papers published more
recently and known by the 11 members of the international
working party were also considered for inclusion up until the end
of 2004. Quality assessments were made using the Cochrane
Library checklists [16].

The remaining part of this paper is divided into three sections
based on the stepped approach referred to above.

First-line approach: diagnostic triage and patient

education for back pain and neck pain

Traditionally, a diagnostic triage would be carried out by the
physician, most commonly the general practitioner (GP), prior
to referral to the physiotherapist. Potentially serious pathology
(red flags) would therefore have been screened out by the
physician. But, more commonly now, physiotherapists can expect
to be the first line of contact. It is therefore imperative that the
physiotherapist is familiar with the red flags (Table 1). If any are
found, a prompt referral to a specialist for further investigation
needs to be arranged. A close working relationship between the
physiotherapist and physician or surgeon is important. Some
physiotherapists can refer patients for imaging, including plain
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X-rays and MRI. There is some evidence for the use of MRIs
(even in the absence of red flags) in the orthopaedic setting, slightly
improving treatment outcomes [17]. However, false positive
findings, such as bulging discs, are common and can cause
unnecessary concern [11]. Routine use of MRI for acute or chronic
non-specific back pain is not recommended [15–17]. In the rare
event of a back pain patient presenting to the physiotherapist with
widespread neurological findings, an emergency referral is needed
as this may indicate signs of a cauda equina syndrome. Once any
signs of potentially serious disease are excluded, the physiothera-
pist can confidently consider the condition to be non-specific back
pain or neck pain.

History taking and the physical examination

The physiotherapist carries out a subjective assessment (history)
followed by the physical examination. Active listening to the
patient’s concerns—not only about their pain and its localization
but also about the consequences of pain and how it is dealt with—
is essential to good diagnosis and management [1, 18]. A physical
examination should be based on the history of the problem rather
than strictly following a proforma. Judicious use of physical tests
should be employed to clarify the nature of the patient’s
mechanical dysfunction.

Explanation of the condition to the patient

Once the history has been taken and the physical examination has
been carried out, the physiotherapist needs to provide a careful
explanation to reassure the patient that no serious disease or injury
has been found. This may be the most important and most
challenging part of the treatment. Physiotherapists need to avoid
reinforcing patients’ fears about the threatening processes that
might be going on in their spine. These fears or concerns can act as
a barrier to recovery [19] and need to be properly addressed.
Patients often expect to be given a label to describe their problem
[20], but this can be fraught with difficulties. Great care is needed to
select appropriate, non-threatening words that will not be
misinterpreted by the patient [21]. Providing patients with
biomechanical information about the spine that is not evidence-
based can add to their concerns [22]. Psychosocial factors are at
least as important and need to be addressed in both back pain and
neck pain patients [14, 15, 23, 24].

Encouraging an early return to usual activities

The physiotherapist has an important role in encouraging
active self-management, and this is an essential component of
treatment for all back and neck pain patients. The primary
aim is to help patients resume normal activities as far as

possible, as soon as possible. This advice should be supported
by offering a simple evidence-based educational booklet [25–29].
This provides simple messages which can help to dispel
maladaptive fears and misconceptions about their back pain
or neck pain.

Evidence for a brief intervention providing patient education

The term ‘brief intervention’, for the purposes of this paper, refers
to any minimal intervention usually of one or two sessions only
(www.backpaineurope.org). They all provide some educational
input and in more recent studies take into account cognitive–
behavioural principles. However, different authors use the term to
encompass quite a range of approaches. A review of the literature
shows that patient education in the form of a brief intervention
can be effective even for chronic back pain [15]. The content and
delivery can vary greatly. It can be delivered as a one-to-one by
the physiotherapist, or in parallel with a physician consultation/
education session. The European Guidelines group concluded that
such an intervention (no more than two sessions) encouraging a
return to usual activities can be as effective as usual physiotherapy
or aerobic exercises for chronic back pain [15, 30–33]. More
recently, a large, high-quality trial with subacute back pain
patients (n¼ 402) compared manual therapy (four sessions) with
a brief hands-off pain management intervention (three sessions)
and failed to find any significant difference in change scores for
disability at 12 months [34].

There is less evidence for the effectiveness of brief inter-
ventions and patient education strategies for patients with neck
pain [35]. However, a recent trial of neck pain patients (n¼ 268)
demonstrated that if patients preferred to have a brief
intervention where they were encouraged to self-manage, they
did as well as patients who were randomized to usual
physiotherapy [36]. Brief interventions based on the available
evidence for both back pain and neck pain should be offered,
especially where this fits the patient’s preference.

Back schools and neck schools

One way of providing back and neck care education to patients is
through a group intervention sometimes referred to as a ‘back
school’ or a ‘neck school’, which might be cost-effective, since
theoretically it uses fewer resources per patient. This intervention
consists of an education and skills programme, including
exercises, in which all lessons are given to groups of patients and
supervised by a paramedical therapist or medical specialist [37].
The original Swedish back school, introduced in 1980, consisted of
four sessions of 45minutes [38]. Back schools vary greatly in their
approach. The content, means and method of delivery are
particularly important. Those that take place in a relevant setting,
encourage a return to usual activities and take account of
psychosocial issues may be more effective than those which
concentrate on biomechanical factors. According to the most
recent Cochrane Systematic Review [39], back schools, especially
in the occupational setting, may be more effective in the short and
intermediate term than exercises, manipulation, myofascial
therapy, advice, placebo or waiting list controls for patients
with chronic and recurrent low back pain. For neck pain, there
is almost no evidence for the effectiveness of neck schools, with
only one small, low-quality study which failed to find any
significant effect [40].

Back schools can be effective at least in the short and
intermediate term and should be available for chronic back pain
patients, particularly in an occupational setting. Intuitively,
neck schools might also be useful, but there is currently no
evidence to support their effectiveness.

TABLE 1. Red flags [14, 29]

Age of onset <20 or >55 yr
Violent trauma
Constant progressive, non mechanical pain (no relief with bed rest)
Thoracic pain
Past medical history of malignant tumour
Prolonged use of corticosteroids
Drug abuse, immunosuppression, HIV
Systematically unwell
Unexplained weight loss
Widespread neurology (including cauda equina syndrome)
Structural deformity
Fever
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Physiotherapy interventions for patients who have

not responded to a self-management approach

Psychosocial factors can predict a poor
outcome of treatment

There is evidence that psychosocial factors are more important
than biomechanical factors in influencing the development of back
pain and probably neck pain too [41–43]. Barriers to recovery need
to be identified [44]. This is a challenging but key role for
physiotherapists. Psychosocial factors play an important role in
persisting symptoms and disability, and influence the response to
treatment and rehabilitation [1, 3, 14, 15, 43, 45]. The term ‘yellow
flag’ is used to denote psychosocial predictors of a poor outcome
for chronic back pain patients. It is derived from the New Zealand
Guidelines for the management of acute back pain [46]. A
successful Scottish campaign to help reduce work-related disability
due to back pain (http://www.workingbacksscotland.com) has
summarized these psychosocial predictors (Table 2). This website
provides a list of possible questions to put to the worker with low
back pain. These can be rephrased to suit the individuals
concerned. If several issues are flagged up in the consultation,
then the worker may be at risk (Table 3).

The use of cognitive–behavioural interventions

For both back pain and neck pain, there is evidence that
cognitive–behavioural interventions can be successful [14, 15, 47].
Physiotherapists might increase their effectiveness, with additional
training to enhance communication skills and incorporate
cognitive–behavioural strategies in their usual practice. This has
been attempted and evaluated in a few trials on both back pain [48]
and neck pain [36], but the results have demonstrated varying
degrees of success. The extent of training and the resulting skill
levels that are required to deliver an effective cognitive behavioural
intervention may be critical. Because of their undergraduate
training, it may be difficult for physiotherapists to consider
psychosocial factors ahead of biomechanical factors. They may
have beliefs that link the report of pain with an injury model [49].
Appropriate additional training for physiotherapists and other
health professionals may therefore be needed. All health profes-
sionals dealing with the patient need to provide the same message,
encouraging a gradual return to normal activities, including work.
Patients need to be clear that (i) although movement may hurt this
does not mean that any damage is occurring; (ii) they should return
to work (or usual activities) even if the pain is not completely
resolved; (iii) they should use regular analgesics; and (iv) they
may need to modify duties at work for a limited period. Early
communication between the health professionals involved and the
person’s work place may be a crucial link that is often missing.

Psychosocial factors are very important and must be con-
sidered for each patient, especially those with chronic neck pain
and back pain, in order to achieve maximum effectiveness.

Exercise therapy

Exercise therapy commonly forms part of the treatment offered by
physiotherapists for patients with back pain or neck pain. It can
vary greatly in content and method of delivery. It has been
defined as: ‘any programme in which, during the therapy sessions,
the participants were required to carry out repeated voluntary
dynamic movements or static muscular contractions (in each
case, either ‘‘whole-body’’ or ‘‘region-specific’’; and either with or
without external loading), where such exercises were intended
as a treatment. The exercise was to have been supervised or
‘‘prescribed’’ ’ [50].

Specific exercise programmes

Specific exercises are often provided by physiotherapists. The
rationale is that once the back or neck problem has been assessed
by the physiotherapist, specific exercises can then be provided to
deal with it. The choice of exercise programme is likely to be
influenced mainly by the physiotherapist’s own training and
experience. The European Guidelines do not recommend the use
of any specific exercise programmes, such as stretching, strength-
ening, flexion or extension exercises for acute back pain [14]. For
subacute and chronic back pain and neck pain, there is limited
evidence for the use of any specific exercise programmes and in
most guidelines no one programme is recommended [15, 51].
The McKenzie approach is one of the most frequently used types
of physiotherapy for back pain [52–54] and probably neck pain.
It is based primarily on the identification of a directional prefer-
ence for spinal movement and can form the basis for prescription
of exercises [55]. Improvement in symptoms is subsequently
assessed in terms of ‘centralization’, a phenomenon that has been
quite well documented [10]. To date, there is limited evidence in
terms of randomized trials to support the effectiveness of the
McKenzie approach for back pain or neck pain. One large trial
of subacute and chronic back pain patients (n¼ 260) found that
the McKenzie approach, when compared with intensive dynamic
strengthening exercises, was slightly more effective at 2 months
in improving function [56] but the difference was not maintained in
the longer term. A recent systematic review of six trials concluded
that there is some evidence for the effectiveness of McKenzie
approach for subacute and chronic back pain patients, at least
in the short term [57]. For neck pain, only one small and under-
powered trial [58] compared McKenzie treatment to a general
neck and shoulder exercise programme and a control group, and
found that both exercise programmes were more effective than
the control group.

The McKenzie approach, especially for subacute and chronic
back pain, has the potential advantage of encouraging self-help
and there is some evidence for its effectiveness, at least in the
short term.

Spinal stabilization exercises (including Pilates) [59] for the
management of back pain and neck pain are gaining popularity.
To date there is only limited evidence to support their use.
Specific muscle dysfunctions appear to be associated with pain.
Atrophy of the multifidus muscle [60, 61] and altered recruitment
of trunk muscle has been demonstrated in back pain sufferers
[62]. A decline in deep cervical flexor function can lead to a
compensatory increase in superficial muscle activity around the

TABLE 3. Possible questions to elicit yellow flags

Have you had time off work in the past with back pain?
What do you understand is the cause of your back pain?
What are you expecting will help you?
How is your employer responding to your back pain? Your co-workers?

Your family?
What are you doing to cope with your back pain?
Do you think you will return to work? When?

From Working Backs Scotland Online. Available at: http://
www.workingbacksscotland.com/HealthProfessionals/yellowflags.htm

TABLE 2. Summary of yellow flags [46]

A belief that back pain is harmful or potentially severely disabling
Fear-avoidance behaviour (avoiding a movement or activity due to

misplaced anticipation of pain) and reduced activity levels
Tendency to low mood and withdrawal from social interaction
Expectation of passive treatment(s) rather than a belief that active

participation will help
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neck and shoulder girdle, and muscle fatigue under sustained low
loads [63]. Re-education of these postural muscles may be
achieved using specific stabilization exercises. The aim is to
correct imbalances of activity between more deeply placed
stability muscles and more superficially placed mobilizing
counterparts [64]. One small randomized trial of chronic back
patients provides some evidence for lumbar stabilization
exercises improving back pain and function [65]. Cervical
stabilization exercises have been shown to improve neck pain
and headaches, and improve cervical muscle performance [66].

Although intuitively a useful approach for non-specific low
back pain and neck pain patients, spinal stabilization exercises
to date are supported by minimal evidence. The choice of
exercise regimen will depend on the choice of the physiotherapist
and patient.

General exercise programmes for back pain
and neck pain

Physiotherapists appear to use general exercise programmes more
often now as part of their approach for managing patients with
longer-standing back pain. In spite of emerging evidence, this is
not yet the case for patients with neck pain. A very large number
of trials on exercise therapy for back pain and neck pain have
been published. They vary greatly in quality and investigate a wide
range of forms of delivering exercise.

The European Guidelines group concluded that exercise
therapy can be recommended for chronic back pain patients,
although no particular programme of exercises was singled
out. A recent systematic review of exercise for chronic
back pain concluded that individually designed supervised
exercise programmes to include stretching and strengthening
may relieve pain and improve function [67]. ‘Back to Fitness’
programmes encourage a return to physical activities through
an exercise class. They are based on sports medicine principles
and incorporate a cognitive–behavioural approach [68]. There
is some evidence that such a programme can be effective for
both subacute and chronic patients in the longer term [69, 70],
although it has been shown to be ineffective in lower socio-
economic groups [71].

In line with the back pain evidence, emerging research now
suggests that exercise-based neck/shoulder rehabilitation can
be an effective way of managing cervicogenic disorders [24, 72].
Again, no one exercise regime stands out [51], although there
is some evidence that both strengthening and endurance regimes
have superior benefits over other forms of activity, such as
stretching programmes or returning to normal activity [73, 74].
Multimodal treatment approaches that include the use of
exercise therapy appear to be more effective than single treat-
ments alone for the management of neck pain [75, 76].

General exercise programmes appear to be an effective way of
managing back pain or neck pain that is not resolving on its
own; however, patient motivation may be a key factor for the
success of this type of intervention.

Motivation and adherence issues

Adherence to any exercise programme is a common problem as
many people lack sufficient motivation to stay the course of the
programme [77–79]. It is important for physiotherapists to address
the problem, for example using telephone follow-up, to reduce
dropouts [80]. Group exercise programmes have the benefit of peer
support, which can be important in maintaining adherence,
especially in the longer term [81, 82]. Encouraging patients to get
support from family and friends can also be helpful. Regardless,
it must be accepted that many people are unwilling to exercise for
a range of reasons. In spite of the obvious advantages of exercising

in a group situation, there are disadvantages which may be
perceived by some as barriers to participation. These include
embarrassment about body shape and self-consciousness about
exercising in the presence of other people. Other issues can be the
inconvenience of being tied to fixed times and dates, along with
problems of travel. All of these need to be taken into account when
setting up a programme of exercise classes.

Exercise is a first-line approach that is recommended for
back pain and neck pain that is not resolving over a few weeks.
Since no one form of exercise has been shown to be particularly
effective, the choice of exercise will depend on the individual’s
preference.

Passive treatments

Manual therapy (spinal manipulation and mobilization).
Manual therapy refers to any intervention that entails the use of
the therapist’s hands on the spine. Some consider it to be a core
skill for physiotherapists. The term ‘spinal manipulation’ usually
refers to a high-velocity, low-amplitude thrust and is more
commonly used by specialist physiotherapists, chiropractors and
osteopaths. Gentler and more conservative techniques, such as
‘Maitland’s mobilizations’ [83], are frequently used by physio-
therapists [52, 53], applying pressure through the therapist’s
hands to move the vertebral joints passively through a given
range. The conclusions from several systematic reviews have been
somewhat unclear, mainly because of a dearth of high-quality trials
[84]. One large national study (n¼ 1334) carried out in the UK
recently found that primary care patients randomized to a spinal
manipulation package, in addition to best-care GP management,
reported modest but significant benefits compared with patients
who only received best-care GP management. These differences
were demonstrated at 6 and 12 months after a short course of
treatment [85]. Based mainly on an examination of the most up-to-
date systematic reviews of manipulation, the European Guidelines
for both acute and chronic back pain concluded that short courses
of spinal manipulation should be considered [14, 15].

Manual therapy techniques are also commonly used to treat
neck pain [86, 87]. Several systematic reviews have concluded
that manual therapy, on its own or combined with exercise, can
be useful ways of treating patients with acute and chronic neck
pain and cervicogenic headaches [76, 87–89].

Massage. This can considered as part of manual therapy.
It is an ancient form of treatment that is still very popular
for patients with back and neck pain, especially in European
spas [90]. Its effectiveness is under-researched and it is usually
not recommended in clinical guidelines. However, as a preliminary
to more active forms of treatment, on pragmatic grounds its use
should not be totally discounted.

Physical modalities. A wide array of physical modalities is
commonly included as a part of physiotherapeutic interventions
for back and neck pain. These include transcutaneous electrical
nerve stimulation (TENS), heat/cold, traction, laser, ultrasound,
short wave, interferential, corsets and collars. There is limited
evidence to suggest that electrotherapy (laser therapy, therapeutic
ultrasound and TENS) is not effective for reducing neck pain
[24, 91]. However, the overall conclusions from systematic reviews
is that there is too little evidence from good-quality studies to
either support or refute the clinical use of physical medicine
modalities for patients with back or neck pain [14, 24, 72, 91–94].
The placebo effects of passive modalities probably account for
most of the benefits that are gained. This can be a powerful effect
where both the therapist and the patient have faith in the
treatment. However, dependency on physical modalities could
encourage passivity, inactivity and disability behaviour [93]. They
may sometimes have a role but only as an adjunct to a management
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approach that encourages a return to normal activities. The use
of these modalities as a sole treatment for acute or chronic back
pain is not recommended in international guidelines [14, 15, 95].

Patients with persistent chronic back pain or neck pain

Patients who have not responded to treatment and are unable to
resume normal activities, including a return to work, may need
more intensive approaches. There is strong evidence from at least
two systematic reviews [96, 97] that intensive multidisciplinary
biopsychosocial rehabilitation with a functional restoration
approach is effective. This approach is recommended in the
European Guidelines for chronic back pain [15]. Such a pro-
gramme has been demonstrated to reduce pain and improve
function in patients with chronic low back pain. It can also be
effective in returning patients to work. However, it is expensive and
not widely available in the UK. A recent large scale trial (n¼ 349)
in the UK compared an intensive functional restoration pro-
gramme with surgical spinal stabilization for chronic back pain
patients [98, 99]. It found that patients randomized to the surgery
reported marginally better outcomes 2 years later but at a much
greater cost and with a much larger risk of adverse effects
(complications from surgery). At this time it is unclear whether
an intensive multidisciplinary approach is effective for patients
with neck pain [97, 100].

If the aim is to return people to work, it may be important to
include specific components not only on functional restoration
and work hardening but also to help individuals focus on
overcoming the barriers to returning to work. Some evidence
is emerging that schemes such as ‘Pathways to Work’ can be
effective even in returning to work a sizeable proportion
of people who have been out of work for more than 2 years
[101]. In this type of programme the patient is offered vocational
rehabilitation (including practical help with applying for jobs)
as well as a physical activation programme.

Another approach that is currently becoming more widely
available in the UK is the ‘Expert Patient Programme’. This
is a lay-led programme designed for anyone with a persistent
disability. Ways of coping with longer-term conditions are
discussed in a group setting based on a well tested and tried
protocol using cognitive–behavioural principles. It was first
developed in the USA, initially for patients with arthritis [102]
and back pain [103], and subsequently in the UK for people
with chronic conditions [104]. Physiotherapists are well placed
to encourage their patients to participate in such programmes to
avoid dependency on health professionals.

Conclusions

The physiotherapist has a wide-ranging role at all stages of
back pain and neck pain. Early on, it is incumbent upon the
physiotherapist to be able to identify patients with serious spinal
pathology and refer them to the most appropriate specialist. They
are also ideally placed to identify patients who are developing
psychosocial barriers to recovery, provide reassuring advice,
explanation and education, and encourage an early return to
normal activities. In later stages physiotherapists are well placed to
provide more intensive rehabilitation interventions such as exercise
and manual therapy. Using cognitive–behavioural techniques may
maximize the benefit. Physical modalities should be used judi-
ciously. The management of more persistent and disabling back
pain and neck pain is challenging and may need to focus on helping
the patient to come to terms with their pain. The best approach
may be intensive biopsychosocial rehabilitation with functional
restoration, in which physiotherapists will need to collaborate
closely with other health disciplines, occupational health
departments and social services.

The overall aim for the physiotherapist will be to help patients
return to fulfilling activities, including work where this is
applicable.

Acknowledgements

Thanks are due to Jonathan Moffett for commenting on the
revised manuscript and Kathryn Gray for help in preparing the
manuscript.

No conflict of interest is declared by the authors.

References

1. SBU. Back pain and neck pain: an evidence based review.

Stockholm: Swedish Council on Technology Assessment in Health

Care, 2000.

2. Nachemson A, Vingard E. Assessment of patients with neck and

back pain: a best evidence synthesis. In: Nachemson A, Jonsson E,

eds. Neck and back pain: the scientific evidence of causes.

Diagnosis and treatment: Lippincott Williams & Wilkins,

Philadelphia, 2000.

3. Carter J, Birrell L. Occupational health guidelines for the manage-

ment of low back pain at work-principal recommendations. London:

Faculty of Occupational Medicine, 2000.

4. Hestbaek L, Leboeuf-Yde C, Manniche C. Low back pain: what

is the long-term course? A review of studies of general patient

populations. Eur Spine J 2003;12:149–65.

5. Hestbaek L, Leboeuf-Yde C, Engberg M, Lauritzen T, Bruun NH,

Manniche C. The course of low back pain in a general population.

Results from a 5-year prospective study. J Manipulative Physiol

Ther 2003;26:213–9.

6. Burton A, McClune T, Clarke R, Main C. Long-term follow-up of

patients with low back pain attending for manipulative care:

outcomes and predictors. Man Therapy 2004;9:30–5.

7. Cote P, Cassidy D, Carroll L. The factors associated with neck

pain and its related disability in the Saskatchewan population.

Spine 2000;25:1109–17.

8. Croft P, Lewis M, Papageorgiou A et al. Risk factors for neck

pain: a longitudinal study in the general population. Pain

2001;93:317–25.

9. Quebec Task Force on Spinal Disorders. Scientific approach to the

assessment and management of activity-related spinal disorders:

a monograph for clinicians. Spine 1987;12(Suppl 7):S1–54.

10. Aina A, May S, Clare H. The centralization phenomenon of spinal

symptoms—a systematic review. Man Ther 2004;9:134–43.

11. Waddell G. The back pain revolution. Edinburgh: Churchill

Livingstone, 1998.

12. Von Korff M, Moore J. Stepped care for back pain: activating

approaches for primary care. Ann Intern Med 2001;134:911–7.

13. Waddell G, Burton A. Occupational health guidelines for the

management of low back pain at work: evidence review. Occup Med

2001;51:124–35.

14. European Commission. European guidelines for the management

of acute low back pain. Research Directorate General, European

Commission, 2004. COST Action B13. Available at: www.back

paineurope.org

R
h
eu
m
a
to
lo
g
y

Key messages

� Initially, the physiotherapist needs to
exclude red flags and allay concerns.

� An active management strategy is
recommended, encouraging return to
normal activities and work as soon as
possible.

Physiotherapy in back and neck pain management 375



15. European Commission. European guidelines for the management

of chronic low back pain. Research Directorate General, European

Commission, 2004. COST Action B13. Available at: www.back

paineurope.org

16. van Tulder M, Assendelft W, Koes B, Bouter L. Method guidelines

for systematic reviews in the Cochrane Collaboration back review

group for spinal disorders. Spine 1997;22:2323–30.

17. Gilbert F, Grant A, Gillan M et al. Does early magnetic resonance

imaging influence management or improve outcome of patients

referred to secondary care with low back pain? A pragmatic

randomised trial. Health Technol Assess 2004;8:1–158.

18. Martin LR, Jahng KH, Golin CE, DiMatteo MR. Physician

facilitation of patient involvement in care: correspondence between

patient and observer reports. Behav Med 2003;28:159–64.

19. Cedraschi C, Nordin M, Nachemson AL, Vischer TL. Health care

providers should use a common language in relation to low back

pain patients. Baillieres Clin Rheumatol 1998;12:1–15.

20. Verbeek J, Sengers MJ, Riemens L, Haafkens J. Patient expectations

of treatment for back pain: a systematic review of qualitative and

quantitative studies. Spine 2004;29:2309–18.

21. Bedell SE, Graboys TB, Bedell E, Lown B. Words that harm, words

that heal. Arch Intern Med 2004;164:1365–8.

22. Klaber Moffett JA. Patient Education and self care. In: Hutson M,

Ellis R, eds. Textbook of musculoskeletal medicine. Oxford: Oxford

University Press, 2005, Chapter 4.2.

23. Jeffels K, Foster N. Can aspects of physiotherapist communication

influence patients’ pain experiences? A systematic review. Phys Ther

Rev 2003;8:197–210.

24. Philadelphia Panel. Evidence-based clinical practice guidelines on

selected rehabilitation interventions for neck pain. Phys Ther

2001;81:1701–17.

25. Roland M, Waddell G, Klaber Moffett J, Burton K,

Main C, Cantrell E. The back book. London: Stationery Office,

1996.

26. Burton K, Waddell G, Tulletson M, Summerton N. A randomised

controlled trial of novel education booklet in primary case. Spine

1999;24:2488–91.

27. Burton A, McClune T, Waddell G. The whiplash book. London:

Stationery Office, 2002.

28. Waddell G, Klaber Moffett J, Burton A. The neck book. London:

Stationery Office, 2004.

29. Royal College of General Practitioners. Clinical guidelines for the

management of low back pain. London: Royal College of General

Practitioners, 1996, 1999.

30. Indahl A, Haldersen E, Holm S, Reikeras O, Ursin H. Five-year

follow-up study of a controlled trial using light mobilisation

and an informative approach to low back pain. Spine 1998;

23:2625–30.

31. Hagen EM, Eriksen HR, Ursin H. Does early intervention with

a light mobilization program reduce long-term sick leave for low

back pain? Spine 2000;25:1973–6.

32. Storheim K, Brox J, Holm I, Koller A, Bo K. Intensive group

training versus cognitive intervention in sub-acute low back pain:

short-term results of a single-blind randomised controlled trial.

J Rehabil Med 2003;35:132–40.

33. Frost H, Lamb SE, Doll HA, Carver PT, Stewart-Brown S.

Randomised controlled trial of physiotherapy compared with advice

for low back pain. BMJ 2004;329:708–13.

34. Hay EM, Mullis R, Lewis M et al. Comparison of physical

treatments versus a brief pain-management programme for back

pain in primary care: a randomised clinical trial in physiotherapy

practice. Lancet 2005;365:2024–30.

35. Gross AR, Aker PD, Goldsmith CH, Peloso P. Patient education

for mechanical neck disorders. Cochrane Database Syst Rev

2000:CD000962.

36. Klaber Moffett JA, Jackson DA et al. Randomised trial of a brief

physiotherapy intervention compared with usual physiotherapy

for neck pain patients: outcomes and patients’ preference. BMJ

2005;330:75–80.

37. van Tulder M, Esmail R, Bombardier C, Koes B. Back schools

for non-specific low back pain. (Cochrane Review). Cochrane

Library 2005:1.

38. Forssell MZ. The Swedish back school. Physiotherapy

1980;66:112–4.

39. Heymans MW, van Tulder MW, Esmail R, Bombardier C,

Koes BW. Back schools for non-specific low back pain: a systematic

review within the framework of the Cochrane Collaboration Back

Review Group. Spine 2005;30:2153–63.

40. Kamwendo K, Linton S. A controlled study of the effects

of neck school in medical secretaries. Scand J Rehab Med 1991;

23:143–52.

41. Burton A, Tillotson K, Main C, Hollis S. Psychosocial predictors

of outcome in acute and sub-chronic low-back trouble. Spine 1995;

20:722–8.

42. Linton S. A review of psychological risk factors in back and neck

pain. Spine 2000;25:1148–56.

43. Ariens GA, van Mechelen W, Bongers PM, Bouter LM,

van der Wal G. Psychosocial risk factors for neck pain: a systematic

review. Am J Ind Med 2001;39:180–93.

44. Cedraschi C, Allaz A. How to identify patients with a poor

prognosis in daily practice. Best Pract Res Clin Rheumatol

2005;19:577–91.

45. Pincus T, Burton A, Vogel S, Field A. A systematic

review of psychological factors as predictors of chronicity/

disability in prospective cohorts of low back pain. Spine 2002;

27:E109–E120.

46. New Zealand Guidelines Group. New Zealand acute low back pain

guide. Wellington, New Zealand, 2003.

47. Linton S, Andersson M. Can chronic disability be prevented?

A randomized trial of a cognitive-behavior intervention and two

forms of information for patients with spinal problems. Spine

2000;25:2825–31.

48. Staal JB, Hlobil H, Twisk JW, Smid T, Koke AJ, van Mechelen W.

Graded activity for low back pain in occupational health

care: a randomized, controlled trial. Ann Intern Med 2004;

140:77–84.

49. Daykin AR. A mixed methods study regarding physiotherapist’s

pain beliefs and their influence on the therapeutic encounter.

Physiotherapy. Norwich: University of East Anglia, 2002;333.

50. Bekkering G, Hendriks H, Koes B et al. Dutch physiotherapy

guidelines for low back pain. Physiotherapy 2003;89:82–96.

51. Sarig-Bahat H. Evidence for exercise therapy in mechanical neck

disorders. Man Ther 2003;8:10–20.

52. Foster NE, Thompson KA, Baxter GD, Allen JM. Management of

nonspecific low back pain by physiotherapists in Britain and Ireland.

A descriptive questionnaire of current clinical practice. Spine

1999;24:1332–42.

53. Gracey J, McDonough S, Baxter G. Physiotherapy management

of low back pain. Spine 2002;27:406–11.

54. Battie M, Cherkin D, Dunn D, Ciol M, Wheeler K. Managing

low back pain: attitudes and treatment preferences of physical

therapists. Phys Ther 1994;74:219–26.

55. Long A, Donelson R, Fung T. Does it matter which exercise?

A randomised control trial of exercise for low back pain. Spine

2004;29:2593–602.

56. Petersen T, Kryger P, Ekdahl C, Olsen S, Jacobsen S. The effect

of McKenzie therapy as compared with that of intensive

strengthening training for the treatment of patients with subacute

or chronic low back pain: a randomized controlled trial. Spine

2002;27:1702–9.

57. Clare HA, Adams R, Maher CG. A systematic review of efficacy

of McKenzie therapy for spinal pain. Aust J Physiother 2004;

50:209–16.

58. Kjellman G, Oberg B. A randomised clinical trial comparing general

exercise, McKenzie treatment and a control group in patients with

neck pain. J Rehabil Med 2002;34:183–90.

59. Robinson L, Fischer H, Knox J, Thompson G. Body control Pilates

manual. London: Macmillan, 2000.

376 J. K. Moffett and S. McLean



60. Hides J, Stokes M, Saide M, Jull G, Cooper D. Evidence of lumbar

multifidus muscle wasting ipsilateral to symptoms in patients with

acute/sub-acute low back pain. Spine 1994;19:165–72.

61. Hides J, Richardson CA, Jull G. Multifidus inhibition in

acute low back pain: recovery is not spontaneous. MPAA Ninth

Biennial Conference Proceedings. Gold Coast, Queensland,

1995:57–60.

62. Hodges PW, Richardson CA. Altered trunk muscle recruitment in

people with low back pain with upper limb movement at different

speeds. Arch Phys Med Rehabil 1999;80:1005–12.

63. Jull GA. Deep cervical flexor muscle dysfunction in whiplash.

World Congress on Whiplash-Associated Disorders in Vancouver,

British Columbia, Canada in February of 1999. J Musculoskelet

Pain 2000;8:143–54.

64. O’Leary S, Falla D, Jull G. Recent advances in therapeutic exercise

for the neck: implications for patients with head and neck pain.

Aust Endod J 2003;29:138–42.

65. Hides J, Jull G, Richardson C. Long-term effects of specific

stabilizing exercises for first-episode low back pain. Spine 2001;

26:243–8.

66. Jull G, Trott P, Potter H et al. A randomized controlled trial

of exercise and manipulative therapy for cervicogenic headache.

Spine 2002;27:1835–43.

67. Hayden JA, van Tulder MW, Tomlinson G. Systematic review:

strategies for using exercise therapy to improve outcomes in chronic

low back pain. Ann Intern Med 2005;142:776–85.

68. Klaber Moffett J, Frost H. Back to fitness programme. The manual

for physiotherapists to set up the classes. Physiotherapy 2000;

86:295–305.

69. Klaber Moffett J, Torgerson D, Bell-Syer S et al. Randomised

controlled trial of exercise for low back pain: clinical outcomes,

costs, and preferences. BMJ 1999;319:279–83.

70. Frost H, Lamb S, Klaber Moffett J, Fairbank J, Moser J. A fitness

programme for patients with chronic low back pain: 2 year follow-

up of a randomised controlled trial. Pain 1998;75:273–9.

71. Carr J, Klaber Moffett J, Howarth E et al. A randomised trial

comparing a group exercise programme for back pain patients with

individual physiotherapy in a severely deprived area. Dis Rehabil

2005;27:929–37.

72. Kjellman GV, Skargren EI, Oberg BE. A critical analysis

of randomised clinical trials on neck pain and treatment

efficacy. A review of the literature. Scand J Rehabil Med 1999;

31:139–52.

73. Ylinen J, Takala E, Nykanen M et al. Active neck muscle training in

the treatment of chronic neck pain in women. JAMA 2003;

289:2509–16.

74. Oldervoll L, Ro M, Zwart J-A, Svebak S. Comparison of two

physical exercise programs for the early intervention of pain in the

neck, shoulders and lower back in female hospital staff. J Rehabil

Med 2001;33:156–61.

75. Bronfort G, Haas M, Evans R, Bouter L. Efficacy of spinal

manipulation and mobilization for low back pain and neck

pain: a systematic review and best evidence synthesis. Spine J

2004;4:335–56.

76. Evans R, Bronfort G, Nelson B, Goldsmith CH. Two-year follow-

up of a randomized clinical trial of spinal manipulation and two

types of exercise for patients with chronic neck pain. Spine

2002;27:2383–9.

77. Campbell R, Evans M, Tucker M, Quilty B, Dieppe P, Donovan J.

Why don’t patients do their exercises? Understanding non-

compliance with physiotherapy in patients with osteoarthritis of

the knee. J Epidemiol Community Health 2001;55:132–8.

78. Kolt G, McEvoy J. Adherence to rehabilitation in patients with

low back pain. Man Ther 2003;8:110–6.

79. Middleton A. Chronic low back pain: patient compliance with

physiotherapy advice and exercise, perceived barriers and motiva-

tion. Phys Ther Rev 2004;9:153–60.

80. Friedrich M, Gittler G, Halberstadt Y, Cermak T, Heiller I.

Combined exercise and motivation program: effect on the

compliance and level of disability of patients with chronic low

back pain: a randomised controlled trial. Arch Phys Med Rehabil

1998;79:475–87.

81. Ornish D, Scherwitz LW, Billings JH et al. Intensive lifestyle

changes for reversal of coronary heart disease. JAMA 1998;

280:2001–7.

82. Penttinen J, Nevala-Puranen N, Airaksinen O, Jaaskelainen M,

Sintonen H, Takala J. Randomized controlled trial of back

school with and without peer support. J Occup Rehabil 2002;

12:21–9.

83. Maitland GD. Maitland’s Vertebral manipulation. Butterworth

Heinemann, Boston, 2004.

84. Assendelft WJ, Morton SC, Yu EI, Suttorp MJ, Shekelle PG.

Spinal manipulative therapy for low back pain. A meta-analysis

of effectiveness relative to other therapies. Ann Intern Med

2003;138:871–81.

85. UKBEAM team. United Kingdom back pain exercise and

manipulation (UK BEAM) randomised trial: effectiveness of

physical treatments for back pain in primary care. BMJ 2004;

329:1377–85.

86. Gross A, Hondras M, Aker P, Peloso P, Goldsmith C. Manual

therapy for mechanical neck disorders. Cochrane Library, 1997.

87. Gross AR, Kay T, Hondras M et al. Manual therapy for

mechanical neck disorders: a systematic review. Man Ther

2002;7:131–49.

88. Bronfort G, Haas M, Evans RL, Bouter LM. Efficacy of spinal

manipulation and mobilization for low back pain and neck

pain: a systematic review and best evidence synthesis. Spine J

2004;4:335–56.

89. Sarigiovannis P, Hollins B. Effectiveness of manual therapy in the

treatment of non-specific neck pain: a review. Phys Ther Rev

2005;10:35–50.

90. Furlan A, Brosseau L, Welch V, Wong J. Massage for low back

pain (Cochrane Review). Cochrane Library, 2001.

91. Aker P, Gross A, Goldsmith C, Peloso P. Conservative manage-

ment of mechanical neck pain: systematic overview and meta-

analysis. BMJ 1996;313:1291–6.

92. Kroeling P, Gross A, Houghton PE. Electrotherapy for neck

disorders. Cochrane Database of Syst Rev. 2005(2) CD 0042SI.

93. Swenson RS. Therapeutic modalities in the management of

nonspecific neck pain. Phys Med Rehabil Clin North Am 2003;

14:605–27.

94. Verhagen AP, Scholten-Peeters GG, de Bie RA,

Bierma-Zeinstra SM. Conservative treatments for whiplash.

Cochrane Database Syst Rev 2004(1) CD00338.

95. Bigos SJ, Bowyer OR, Braen GR et al. Clinical practice guidelines.

Vol. 14. Public Health Service Edition. US Department of Health

and Human Services, Rockville, MD, 1994.

96. Guzman J, Esmail R, Karjalainen K, Malmivaara A, Irvin E,

Bombardier C. Multidisciplinary rehabilitation for chronic low

back pain: systematic review. BMJ 2001;322:1511–16.

97. Schonstein E, Kenny D, Keating J, Koes B, Herbert RD. Physical

conditioning programs for workers with back and neck pain:

a Cochrane systematic review. Spine 2003;28:E391–E395.

98. Fairbank J, Frost H, Wilson-MacDonald J, Yu LM, Barker K,

Collins R. Randomised controlled trial to compare surgical

stabilisation of the lumbar spine with an intensive rehabilitation

programme for patients with chronic low back pain: the MRC

spine stabilisation trial. BMJ 2005;330:1233.

99. Rivero-Arias O, Campbell H, Gray A, Fairbank J, Frost H,

Wilson-MacDonald J. Surgical stabilisation of the spine compared

with a programme of intensive rehabilitation for the management

of patients with chronic low back pain: cost utility analysis based

on a randomised controlled trial. BMJ 2005;330:1239.

100. Karjalainen K, Malmivaara A, van Tulder M et al.

Multidisciplinary biopsychosocial rehabilitation for neck and

shoulder pain among working age adults: a systematic review

within the framework of the Cochrane Collaboration Back Review

Group. Spine 2001;26:174–81.

Physiotherapy in back and neck pain management 377



101. Watson PJ, Booker CK, Moores L, Main CJ. Returning the

chronically unemployed with low back pain to employment.

Eur J Pain 2004;8:359–69.

102. Lorig K, Mazonson P, Holman H. Evidence suggesting that

health education for self-management in patients has sustained

health benefits while reducing health care costs. Arthritis Rheum

1993;36:439–46.

103. Von Korff M, Moore J, Lorig K et al. A randomized

trial of a lay person-led self-management group inter-

vention for back pain patients in primary care. Spine 1998;

23:2608–15.

104. Barlow J, Wright C, Sheasby J, Turner A, Hainsworth J. Self-

management approaches for people with chronic conditions:

a review. Patient Educ Couns 2002;48:177–87.

378 J. K. Moffett and S. McLean


