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MANAGEMENT OF NECK PAIN 

By Dr. Pothireddy Surendranath Reddy, Orthopaedic Surgeon, 

Hyderabad 

 
Meta description (SEO): 

Complete, evidence-informed guide to diagnosis and management of neck 

pain by Dr. Pothireddy Surendranath Reddy. Patient education, triage, 

conservative care (exercises, manual therapy, meds), interventional and 

surgical options, rehabilitation plans, prevention tips, diagrams and trusted 

references for clinicians and patients. 

 

Author note: This guide is written for clinicians, physiotherapists, and 

informed patients. It synthesizes current clinical practice guideline 

recommendations and evidence-based interventions for most 

common neck pain presentations — mechanical neck pain, 

radiculopathy, myofascial pain, and cervicogenic headache — and 

presents practical stepwise management plans you can apply in 
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outpatient settings. For case-specific advice, consult your treating 

physician. 

 

Quick navigation (SEO-friendly headings) 

1. Overview & epidemiology 

2. Cervical anatomy (diagram + clinical relevance) 

3. Types & causes of neck pain 

4. Clinical assessment and red flags 

5. Investigations — when and what 

6. Evidence-based conservative management (first-line) 

• Patient education & self-management 

• Therapeutic exercise programs (detailed protocols) 

• Manual therapy and mobilization 

• Modalities, soft tissue treatments, and adjuncts 

• Pharmacologic options (practical approach) 

7. Management of cervical radiculopathy (conservative to surgical) 

8. Interventional options — when to consider (injections, traction) 

9. Indications for surgery & common procedures 

10. Rehabilitation after acute episode, post-injection, post-op plans 

11. Special populations (elderly, pregnant, athletes) 

12. Prevention, ergonomics & “tech-neck” solutions 

13. Practical clinic templates (assessment, exercise sheets, follow-up) 

14. Patient FAQs & myths busted 

15. References & further reading (trusted links) 

 

1. Overview & epidemiology 
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Neck pain is one of the leading musculoskeletal disorders worldwide, 

affecting people of all ages. Lifetime prevalence estimates vary, but at any 

point in time a substantial portion of the adult population reports neck 

discomfort ranging from transient stiffness to chronic disabling pain. Most 

neck pain is mechanical and self-limited; a smaller proportion reflects nerve 

root compromise (cervical radiculopathy), myofascial syndromes, or serious 

pathology (infection, fracture, malignancy). 

Key points: 

• Most patients improve with non-surgical, conservative care within 

weeks to months. Medscape+1 

 

2. Cervical anatomy (diagram + clinical relevance) 

 

Understanding cervical anatomy simplifies diagnosis and guides targeted 

treatment. 

High-yield anatomy (clinical): 

• Seven cervical vertebrae (C1–C7); the uppermost (C1 = atlas, C2 = 

axis) allow complex rotation and nodding. The structure and 

orientation of facets, intervertebral discs, uncovertebral joints and 

foramen determine patterns of pain and radiculopathy. 

• Nerve roots exit at the neural foramina; disc herniation or foraminal 

stenosis can compress specific roots causing radicular arm pain and 

sensory/motor deficits. 

• Muscles: deep neck flexors (longus colli/capitis), suboccipitals, levator 

scapulae, trapezius, splenius — imbalance between deep stabilizers 

and superficial extensors leads to chronic pain and poor control. 

(Anatomy diagrams above illustrate vertebrae, disc, and nerve root 

relationships. For an accessible clinical anatomy primer see Cleveland Clinic 

and Spine-Health resources.) 

 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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3. Types & causes of neck pain 

A practical classification helps triage and choose management. 

A. Mechanical (non-specific) neck pain 

• Postural strain, overuse (e.g., prolonged flexed neck while using 

devices), muscle sprain/strain, facet arthropathy, degenerative disc 

disease. 

B. Cervical radiculopathy 

• Nerve root compression (herniated nucleus, osteophyte/foraminal 

stenosis) leading to radiating arm pain, paresthesia, and possible 

motor weakness. Conservative care successful in many 

cases. Medscape 

C. Cervicogenic headache 

• Headache originating from cervical structures, often with neck pain 

and restricted range. 

D. Myofascial pain & trigger points 

• Localized muscle pain with referred patterns. 

E. Serious causes (red flags) 

• Fracture, infection (e.g., cervical spondylodiscitis), malignancy, 

inflammatory disease. Presentations with severe unremitting night 

pain, unexplained weight loss, fever, neurologic deficit, history of 

major trauma or osteoporosis require urgent evaluation. 

 

4. Clinical assessment and red flags 

A structured approach reduces unnecessary imaging and identifies those 

needing urgent care. 

History: 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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• Onset (trauma vs insidious), pattern (mechanical vs radicular), 

aggravating/relieving factors, radiation to arms/hand, numbness, 

weakness, bowel/bladder symptoms, systemic symptoms (fever, 

weight loss), past cancer, steroid use, IV drug use — these guide 

urgency. 

Examination: 

• Observe posture, active and passive cervical ROM, segmental 

mobility, palpate for tenderness/trigger points, neural testing 

(dermatomes/myotomes/reflexes), Spurling test for radiculopathy, 

upper limb neurodynamic tests (upper limb tension test), and basic 

neurologic exam. 

Red flags requiring immediate imaging or referral: 

• Progressive neurological deficit (motor weakness), signs of cord 

compression (gait disturbance, hyperreflexia), suspicion of fracture 

after trauma, febrile illness with neck pain, previous cancer or 

unexplained systemic symptoms. 

Triage algorithm (simple): 

1. Red flags or progressive neuro signs → urgent imaging (MRI) and 

spine referral. 

2. Radicular symptoms without severe deficit → consider MRI if 

symptoms severe/persistent >6 weeks or progressive; start 

conservative care. Medscape 

3. Non-specific mechanical pain → conservative care, exercise, 

ergonomics, review at 4–6 weeks. 

 

5. Investigations — when and what 

Plain X-ray (AP and lateral): useful for trauma, severe degenerative 

changes, alignment; not sensitive for soft tissue or early disc disease. 

MRI: gold-standard for soft tissue, disc pathology, neural compression; 

indicated if radiculopathy with persistent/severe symptoms or red flags. 

CT: useful for bony detail, fractures, or if MRI contraindicated. 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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Electrodiagnostics (EMG/NCS): helpful if diagnosis unclear between 

radiculopathy and peripheral neuropathy or to evaluate chronic 

denervation. 

Blood tests: if infection or systemic disease suspected (CBC, ESR, 

CRP). Medscape 

Practical rule: Avoid routine MRI for acute non-specific neck pain unless 

red flags or persistent symptoms affecting function despite adequate 

conservative care. 

 

6. Evidence-based conservative management (first-

line) 

Clinical practice guidelines advocate active, exercise-based, and education-

driven approaches as first-line treatment for most neck pain presentations. 

The 2017 neck pain CPG revision emphasizes therapeutic exercise, thoracic 

manipulation for some subgroups, and multimodal care. APTA 

Orthopedics+1 

A. Patient education & self-management (foundation) 

• Explain the benign, self-limiting nature of most neck pain; encourage 

staying active and avoiding prolonged immobilization. Education 

reduces fear-avoidance and improves outcomes. 

• Provide clear expectations: many patients improve in weeks; 

structured exercise and posture modification reduce recurrence. 

SEO tip: Use plain language headers like “How to manage neck pain at 

home” and include downloadable exercise sheets for better engagement. 

B. Therapeutic exercise programs (detailed protocols) 

Exercise is the cornerstone. Divide into acute (pain reduction, mobility) 

and subacute/chronic (motor control, strength, endurance, posture 

correction). 

1. Acute phase (0–2 weeks): 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
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• Goal: pain control, restore comfortable ROM, maintain activity. 

• Short sessions: 2–3 times/day gentle ROM: forward flexion, extension, 

rotation, side-bending within pain-free limits (10–15 reps). 

• Isometric neck exercises: gentle press against hand (flexion, 

extension, lateral flexion) held 5–10 sec × 8–10 reps each. 

2. Subacute phase (2–8 weeks): 

• Progress to active strengthening: deep neck flexor activation (chin 

tuck exercises), scapular stabilization (retraction rows), shoulder girdle 

endurance (prone T/Y raises), and progressive resistance for cervical 

extensors. 

• Sample program (3×/week): 

• Deep neck flexor activation: 3 sets × 10 × 5–10 sec holds. 

• Scapular retractions with theraband: 3 sets × 12. 

• Cervical rotation/lat flexion stretch: hold 30 sec × 3 each side. 

• Progressive loaded cervical extension (light resistance band): 3 

× 10. 

3. Chronic & preventive phase: 

• Incorporate functional and aerobic conditioning, workplace 

modifications, and long-term posture/ergonomics. Strengthen deep 

neck flexors and scapular stabilizers to maintain gains. 

Deep neck flexor retraining (practical cues): supine chin tuck, gentle 

nod, feel “lengthening” in back of neck, avoid superficial 

sternocleidomastoid recruitment. Use tactile feedback and progressed 

biofeedback where available. 

Evidence: Exercise programs focusing on neck ROM, strength, and scapular 

control show consistent benefit for pain and function. Guidelines 

recommend neck-specific exercise as part of multimodal care. APTA 

Orthopedics+1 

 

C. Manual therapy and mobilization 

https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
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Manual therapy (mobilization or manipulation of cervical and thoracic 

spine) can provide short-term pain relief and improve mobility when 

combined with exercise. Thoracic manipulation is often recommended for 

patients with mobility deficits in the neck. Use skilled hands-on therapy as 

an adjunct to exercise, not as a standalone long-term strategy. APTA 

Orthopedics+1 

Clinical pearls: 

• Combine thoracic manipulation with neck ROM and scapular 

exercises for better outcomes. 

• Avoid high-velocity neck manipulations in patients with significant 

vascular risk or if the diagnosis is uncertain. 

 

D. Modalities, soft tissue treatments, and adjuncts 

Heat and cold: can help symptom control—heat for muscle tightness, 

short cold packs for acute trauma. 

TENS: may provide temporary analgesia for some patients. 

Massage/myofascial release: useful for myofascial pain and trigger points. 

Kinesiology tape: can assist symptom relief short-term but should not 

replace active therapy. Evidence is mixed. Verywell Health 

Note: Passive modalities produce modest short-term effects; combine 

them with active rehab. 

 

E. Pharmacologic options (practical approach) 

First-line for short-term pain control: oral NSAIDs (unless 

contraindicated), acetaminophen (paracetamol). Prescribe the lowest 

effective dose for the shortest duration consistent with symptom control. 

Muscle relaxants: may be considered short-term for spasms (e.g., 

cyclobenzaprine), mindful of sedation. 

Opioids: avoid for chronic non-specific neck pain due to limited benefit 

and high risk; reserve for carefully selected acute severe pain and under 

close supervision. 

https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://www.verywellhealth.com/release-shoulder-knots-with-kinesiology-tape-2696031?utm_source=chatgpt.com


9 

 

Neuropathic agents: for radicular pain with neuropathic features, consider 

gabapentinoids or duloxetine as adjuncts, guided by specialist input and 

side-effect profile. 

Important: Long-term reliance on medication without active rehabilitation 

is discouraged. Monitor for side effects and drug interactions. 

 

7. Management of cervical radiculopathy 

(conservative to surgical) 

Presentation: unilateral arm pain often worse than neck pain, dermatomal 

sensory changes, possible motor weakness. Most acute radiculopathies 

improve with conservative care. 

Conservative pathway (initial 6–12 weeks): 

• Short course of NSAIDs/pain control, cervical traction (select 

patients), targeted physical therapy focusing on cervical ROM, nerve 

gliding/neuromobilization, posture, and scaption/shoulder 

mechanics. Consider short-term oral steroids in selected cases for 

severe pain (controversial; use case-by-case). Medscape+1 

When to image: severe or progressive neurological deficit, or persistent 

disabling symptoms despite 4–6 weeks of conservative care — get MRI to 

evaluate root compression. 

Interventional options: epidural steroid injections or selective nerve root 

injections may provide short-term relief in selected patients with radicular 

pain refractory to conservative care and may facilitate rehabilitation. 

Evidence supports short-term symptom relief; long-term benefits vary. Use 

image guidance (fluoroscopy/CT) for accuracy. Medscape 

Surgical indications: persistent severe radicular pain despite adequate 

conservative care (typically 6–12 weeks), progressive motor deficit, or clear 

imaging-correlated compressive lesion. Common procedures: anterior 

cervical discectomy and fusion (ACDF), cervical disc arthroplasty (in select 

cases), posterior foraminotomy for lateral disc/foraminal stenosis. Surgical 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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outcomes in appropriately selected patients are generally favorable for 

relief of radiculopathy. Medscape 

 

8. Interventional options — when to consider 

1. Cervical epidural steroid injection 

(interlaminar/transforaminal): indicated for select radiculopathy cases to 

reduce inflammation and pain, often providing short-term relief that allows 

rehabilitation. Discuss risks (e.g., rare catastrophic complications), benefits, 

and alternatives. 

2. Selective nerve root block: diagnostic and therapeutic; can help localize 

symptomatic root. 

3. Medial branch blocks/Radiofrequency ablation (RFA): for facet-

mediated neck pain when conservative care fails and diagnostic blocks 

confirm facetogenic pain. 

4. Cervical traction: intermittent mechanical or manual traction can reduce 

radicular symptoms and is sometimes used in outpatient PT programs. 

Evidence & safety: Interventions should be performed by experienced 

clinicians; efficacy varies and should be paired with exercise-based 

rehabilitation. Medscape+1 

 

9. Indications for surgery & common procedures 

Surgical goals: decompress neural elements, stabilize if necessary, relieve 

intractable pain, and restore function. 

Common procedures: 

• ACDF (anterior cervical discectomy and fusion): for central or 

paracentral disc herniation or spondylotic compression with/without 

instability. 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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• Cervical disc arthroplasty: motion-preserving option in select 

younger patients with single-level pathology. 

• Posterior foraminotomy: for foraminal stenosis without major 

central compression. 

• Posterior laminectomy ± fusion: for multilevel myelopathy with 

instability. 

When surgery is indicated: 

• Progressive myelopathy (urgent). 

• Severe, refractory radicular pain with correlating imaging and failure 

of conservative therapy. 

• Mechanical instability or deformity threatening neurologic function. 

Outcomes: Good when selection is appropriate; risks include infection, 

dysphagia (with anterior approaches), hardware-related issues, and 

adjacent segment disease in fusion surgeries. Shared decision-making with 

clear discussion of risks/benefits is essential. Medscape 

 

10. Rehabilitation after acute episode, post-injection, 

post-op plans 

General rehab principles: 

• Early mobilization within pain limits. 

• Progressive restoration of ROM, neuromuscular control (deep 

flexors), scapular and postural strengthening. 

• Gradual return-to-work and sport-specific training; use graded 

exposure and load progression. 

Sample post-op protocol (ACDF) — outpatient physiotherapy timeline: 

• Weeks 0–2: wound care, gentle ROM of shoulders/elbows, walking, 

deep breathing, avoid heavy lifting. Neck moving within comfort. 

• Weeks 2–6: progress to cervical ROM, isometric neck strengthening, 

scapular stabilization, posture education. 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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• Weeks 6–12: progressive resistance training, functional and work-

specific exercises. Clearance for return to low-impact activities around 

6–12 weeks depending on fusion status and surgeon guidance. 

Monitor for hardware symptoms, infection, and neurologic changes. 

 

11. Special populations 

Elderly: higher prevalence of degenerative changes; consider comorbidities 

and osteoporosis. Focus on fall prevention and conservative rehab; imaging 

thresholds may be lower if red flags present. 

Pregnant patients: avoid NSAIDs in 3rd trimester; focus on exercise, 

posture, and manual therapy where safe. Coordinate with obstetric team. 

Athletes: emphasis on sport-specific rehabilitation, neck-strengthening 

protocols for collision sports, and concussion considerations. 

 

12. Prevention, ergonomics & “tech-neck” solutions 

Common cause: sustained forward head posture—“tech-neck”—from 

prolonged device use causes increased loads on cervical structures and 

muscular imbalance. 

Practical prevention strategies: 

• Adjust screens to eye level; elevate laptops with external keyboard 

and mouse. 

• Use frequent micro-breaks: every 20–30 minutes stand/stretch for 

30–60 seconds. 

• Ergonomic setup: chair height, lumbar support, shoulders relaxed, 

neutral wrist posture. 

• Strengthen deep neck flexors and scapular stabilizers to counteract 

protracted posture. 
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• Sleep ergonomics: medium-firm pillow that supports neutral cervical 

lordosis. 

Exercises for tech-neck (daily): 

• Chin tucks (10–15 reps × 3, gentle). 

• Shoulder blade squeezes (3 × 15). 

• Pec stretch (doorway) hold 30 sec × 3. 

• Thoracic extension over foam roller 10 reps. 

Evidence supports ergonomics + active exercise to reduce symptoms and 

prevent recurrence. SELF 

 

13. Practical clinic templates (assessment, exercise 

sheets, follow-up) 

Below are ready-to-use templates you can copy into patient handouts or 

electronic records. 

A. Initial assessment checklist (clinic): 

• History: onset, radiation, triggers, red flags. 

• Pain severity (NRS/VAS), duration, interference with work/sleep. 

• Neuro exam: strength (MRC), sensation, reflexes, Spurling, shoulder 

abduction relief test. 

• Functional scores: Neck Disability Index (NDI) baseline. 

• Plan: imaging if red flags/progressive deficit; conservative plan 

otherwise — education + home exercise + 4-week review. 

B. Home exercise sheet (sample week 1–4): 

• Chin tuck (supine sitting): 3×10 holds 5 sec, twice daily. 

• Pain-free ROM: flex/extend/rotate/side-bend 2×10, 3×/day. 

• Scapular retraction with band: 3×12 daily. 

• Doorway pec stretch: 30 s × 3 daily. 

https://www.self.com/gallery/tech-neck-exercises?utm_source=chatgpt.com
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• Walking 20–30 min most days. 

C. Follow-up schedule: 

• 2 weeks: symptom check, exercise adherence, red flag review. 

• 6 weeks: reassess NDI, ROM, consider MRI if radicular symptoms 

persist/worsen. 

• 3 months: progress strength/endurance; if no improvement consider 

specialist referral. 

 

14. Patient FAQs & myths busted 

Q: Should I rest my neck completely? 

A: No — avoid prolonged immobilization. Gentle movement and gradual 

activity are beneficial. 

Q: Is MRI always necessary? 

A: No — only when red flags, severe/persistent radicular symptoms, or 

before surgery. 

Q: Will neck pain cause permanent damage? 

A: Most mechanical neck pain improves; persistent neurologic deficits 

warrant urgent attention. 

Q: Are cushions and braces helpful? 

A: Cervical collars may help short-term post-trauma but prolonged use 

weakens supporting muscles and impedes recovery. 

Q: Can I prevent recurrence? 

A: Yes — posture correction, regular exercise focusing on deep neck and 

scapular muscles, ergonomics and activity modification reduce recurrence 

risk. 

 

15. Case examples (brief) 
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Case 1 — Acute mechanical neck pain (office worker): 34-year-old with 

2 days neck stiffness after long flight; no red flags. Management: education, 

heat, gentle ROM, home exercise (chin tucks, scapular squeezes), 

ergonomic advice, follow-up at 2 weeks — expected improvement. 

Case 2 — Cervical radiculopathy: 48-year-old with 6 weeks of right arm 

radiating pain, positive Spurling and C6 motor weakness. Start conservative 

care (PT + short course NSAID), arrange MRI; if severe pain persists → 

consider selective nerve root injection; surgery if progressive weakness or 

persistent disabling pain. 

 

16. Implementation pathway for a clinic (practical) 

1. Triage by tele/phone for red flags. 

2. Initial evaluation in person with focused exam. 

3. Stratify: non-specific vs radicular vs red-flag. 

4. Provide patient education + home exercise + analgesia as needed. 

5. Schedule PT within 1 week, review at 2–6 weeks. 

6. Escalate to imaging/intervention if not improving or if deficit 

worsens. 

 

17. Online resources, diagrams & patient handouts 

(trusted links) 

• Cleveland Clinic — Cervical spine overview and patient resources. 

• Spine-Health — cervical anatomy and patient education resources. 

• Orthopaedic Physical Therapy CPG: Neck Pain: Revision 

2017 (JOSPT/Orthopt) — guideline summary and exercise 

recommendations. APTA Orthopedics+1 

• Medscape: Cervical radiculopathy review — diagnostic and treatment 

pathway. Medscape 

https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
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18. SEO checklist & content strategy (for 

clinicians/blogs) 

• Primary keyword: management of neck pain 

• Secondary keywords: neck pain treatment, cervical radiculopathy 

treatment, neck exercises, tech-neck relief, thoracic manipulation 

neck pain 

• Title tag example: Management of Neck Pain – Dr. Pothireddy 

Surendranath Reddy (Comprehensive Guide) 

• Meta description: (as at top) 

• Headers: Use H1 (title), H2 for main sections, H3/H4 for exercises, 

protocols, and FAQs. 

• Internal linking: link to practice pages, appointment booking, 

downloadable exercise PDFs. 

• External linking: cite authoritative guidelines (JOSPT, APTA, 

Medscape, Cleveland Clinic). APTA Orthopedics+2apta.org+2 

• Media: include anatomical diagrams (ALT text), exercise photos and 

printable handouts. Use the image carousel above for diagrams and 

anatomy. 

 

19. Practical exercise library (with progressions) 

A. Deep neck flexor progression: 

• Level 1: Supine chin tuck (10 × 5–10 sec) — progress to seated holds. 

• Level 2: Add light resistance band at forehead for gentle eccentric 

control (3 × 10). 

• Level 3: Integrate into functional tasks (hold chin tuck during 

workstation tasks). 

B. Scapular stabilizer progression: 

https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
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• Level 1: Seated scapular squeezes (3 × 15) 

• Level 2: Theraband rows (3 × 12) 

• Level 3: Prone T/Y raises with light weights or bands (3 × 12) 

C. Neural mobilization for radiculopathy (nerve glides): teach safe, 

gentle upper limb neural glides to reduce nerve mechanosensitivity — 

performed by trained PT. 

 

20. Outcome measures & monitoring 

Recommended: Neck Disability Index (NDI), Numeric Pain Rating Scale 

(NPRS), Patient-Specific Functional Scale (PSFS). Reassess baseline and after 

4–6 weeks to guide escalation. 

 

21. Closing summary — key takeaways 

• Most neck pain is mechanical and responds to education, active 

exercise, and posture correction. APTA Orthopedics+1 

• Red flags and progressive neurologic deficits require urgent imaging 

and specialist referral. Medscape 

• Cervical radiculopathy often improves with conservative care; 

interventions and surgery are for selected, persistent or progressive 

cases. Medscape 

• Combine hands-on therapies with exercise for best outcomes — 

manual therapy alone is not sufficient. PMC+1 

 

22. References & further reading (trusted sources) 

1. Neck Pain: Revision 2017 (Clinical Practice Guideline) — PR 

Blanpied et al., JOSPT / Orthopaedic Physical Therapy 

resources. jospt.org+1 

https://orthopt.org/uploads/content_files/files/Neck%20Pain%20CPG%20-%20Revision%202017.pdf?utm_source=chatgpt.com
https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12008560/?utm_source=chatgpt.com
https://www.jospt.org/doi/10.2519/jospt.2017.0302?utm_source=chatgpt.com
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2. Medscape — Cervical Radiculopathy: Treatment & 

Management. (Clinical overview). Medscape 

3. Manual Therapy for Cervical Radiculopathy (systematic reviews / 

recent articles) — evidence for manual therapy, mobilization and 

traction as adjuncts. PMC 

4. APTA patient/clinician resources on Neck Pain CPGs. apta.org 

5. Cleveland Clinic — Cervical Spine (patient-facing anatomy & 

conditions). 

6. Spine-Health — Cervical Spine Anatomy and patient education 

resources. 

7. Verywell Health / Self / other patient-focused resources — 

practical exercise examples and tech-neck advice. SELF+1 

 

24. Printable handout (copy-paste friendly) 

Title: 7-day Neck Relief Program (Beginner) 

1. Chin tucks — 3 sets × 10, twice daily. 

2. Neck ROM (gentle) — 2 × 10 each direction, 3×/day. 

3. Doorway pec stretch — 30 s × 3 daily. 

4. Scapular retraction with band — 3 × 12 daily. 

5. Walk 20–30 min daily. 

Warning: Stop any exercise that causes new or worsening neurologic 

symptoms (numbness/weakness) and contact your clinician. 

 

https://emedicine.medscape.com/article/94118-treatment?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12008560/?utm_source=chatgpt.com
https://www.apta.org/patient-care/evidence-based-practice-resources/cpgs/neck-pain-revision-2017?utm_source=chatgpt.com
https://www.self.com/gallery/tech-neck-exercises?utm_source=chatgpt.com

