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Goals

Become a top notch physio in treating cervical conditions

Embrace learning, be participative and have fun

Bring your yearbook to take notes

Keep all in-service handouts at the back of your yearbook for future references

Don’t fall asleep or look bored

Powerpoint presentations will be uploaded to Google Drive in a weekly basis for 
your reference



Neck Pain

• Neck pain is a very common condition. 

• Estimated lifetime prevalence 48.5% in 
adults.

• 4th leading cause of years lived with 
disability. 



Neck pain with mobility 
deficits

Neck pain with movement 
coordination impairments 
(Whiplash-associated 
disorder [WAD])

Neck pain with headaches 
(Cervicogenic Headache)

Neck pain with radiating  
pain (Radicular)

APTA Classification 





GSS Cervical Conditions

Acute Neck 
Pain

Degenerative 
Neck Pain

Cervicogenic 
Headaches

Wry Neck
Cervical Discogenic 

Pain and 
Radiculopathy 

Whiplash



CERVICAL DISC







The cervical anulus fibrosus does not consist of concentric laminae 
of collagen fibers as in lumbar discs.

It forms a crescentic mass of collagen thick anteriorly and tapering 
laterally toward the uncinate processes. 

It is deficient postero-laterally (posteriorly is a thin layer of 
paramedian, vertically orientated fibers). 

The ALL covers the front of the disc, and the PLL reinforces the 
deficient posterior anulus fibrosus with longitudinal and alar fibers.

Cervical Disc 
Anatomy



The pathophysiology of cervical discogenic pain is different to 
lumbar discogenic pain.

The nucleus pulposus appears to be proportional larger in the Csp 
than in the Lsp.

The cervical nucleus contains a high and constant amount of 
collagen throughout life.

With aging, the NP rapidly undergoes fibrosis – after 30 y.o. there is 
little nuclear material.

Disc herniation is rare post whiplash.

Cervical Disc
Anatomy



In the cervical spine, frank prolapse is 
uncommon, and degenerative changes are 
reported to occur
typically in the form of:

• Endplate sclerosis
• Disintegration and collapse of the 

disc
• Bulging anulus fibrosus 
• Development of osteophytes



Workshop 
(10min)

Explain (to a patient) cervical disc anatomy – use drawing board



Quiz time!
Bogduk and Mercer2000

1. The Craddle, the axis, the root and the column are metaphorical functional terms for….

Atlas, Axis, C2-3 junction and the remaining cervical spine

2. Atlanto-occipital joints allows for which physiological movements? 

Nodding only

3. Lateral AAJ: the articular cartilage of  the atlantial and axial facets are…

Convex

4. Which muscles act directly on the atlas?

Levator Scapulae (LS), Obliquus Superior (OS), Rectus Capitis Posterior Minus (RCPM), Longus Cervicis (LC)

5. How is the cervical disc different to the lumbar disc?

The cervical anulus is well developed and thick anteriorly; but it tapers laterally and posteriorly towards the anterior edge
of  the uncinate process on each side



RED FLAGS



IFOMPT 
Guidelines for Cervical Screening



For a patient with right sided neck pain, name 5 risk factors that you 
may identify from a patient’s history that may raise your suspicion of 

cervical instability? 
(IFOMPT guidelines)



IFOMPT Guidelines 
Risk Factors





http://www.ifompt.org/site/ifompt/IFOMPT%20Examination%20cervical%20spine%20doc%20September%202012%20definitive.pdf
https://www.clinicaledge.co/podcast/5-minute-physio-tips/5-minute-physio-tip-contraindications-and-red-flags-to-cervical-spine-manual-therapy

http://www.ifompt.org/site/ifompt/IFOMPT%20Examination%20cervical%20spine%20doc%20September%202012%20definitive.pdf
https://www.clinicaledge.co/podcast/5-minute-physio-tips/5-minute-physio-tip-contraindications-and-red-flags-to-cervical-spine-manual-therapy




5D’s 3N’s



• Younger patients under 55 years
• Acute, sudden onset of unfamiliar headache or neck pain
• Moderate or severe pain (often progressing)
• Balance or gait disturbances
• Horner’s syndrome
• Cranial nerve deficits
• Spontaneous onset following recent  minor trauma or neck strain 
• Recent unfamiliar neurological symptoms (5D’s and  3N’s) balance, speech, vision 

disturbances
• Infection (prolonged coughing/vomiting)

CAD



• Older patient >65 y.o.

• 5D’s or 3N’s
• Cardiovascular risk factors (HBP, HCh, smoking)

• Long-standing neck pain and stiffness

• Symptoms are neck position/movement related

VBI



VBI Test
True or False

The VBI positional tests are NOT indicated when the patient has clear symptoms of VBI. 

The VBI positional tests should NOT be used if the symptoms are unclear and the clinician is 
exploring the possibility of VBI in differentiating the source of any dizziness, light headedness or 

unsteadiness.

Wait 10 secs in neutral between sides (latency) 

VBI should always be performed in supine

True

False

False

True



APA
Clinical guide to safe manual therapy practice 

in the cervical spine
https://australian.physio/tools/clinical-practice/cervical-spine

(handout for physios)

https://australian.physio/tools/clinical-practice/cervical-spine


1. Screen for 5D’s and 3N’s
2. Explain (to a patient) and perform VBI test.



WRY NECK



Wry neck is described as neck pain and stiffness, which is often accompanied by spasm of the 
supporting neck muscles.

This causes neck pain and an inability to turn your neck through its full ROM.

Its believed that the symptoms are due to:
• Facet Wry Neck – caused by locked facet joint. This is the most common cause of wry neck.
• Discogenic Wry Neck – caused by cervical disc injury



Atlanto-
Axial 

Subluxation

Cervical 
Dystonia

Acute wry 
neck

Discogenic 
wry neck

Wry Neck



Atlanto-Axial Subluxation
It can be broadly categorized into separate traumatic, congenital (Down Syndrome), or inflammatory 
etiology (RA, Lupus), although the cause is commonly multifactorial. first recognized on lateral cervical 
radiographs by the increased space between the dorsal arch of the atlas and the SP of the axis, which 
appears to project dorsally. This increased space is where the dorsal atlantoaxial ligament has been 
stretched.

Cervical Dystonia
The most common is Torticollis. Most common in female 40-50 y.o. The chin and nose rotate to one side 
and may stay in this position (tonic) or may turn to the side only intermittently (clonic). A tremor of the 
head may also be seen. The muscles most commonly involved are the splenius capitis, trapezius and 
levator scapulae on the same side and the sternocleidomastoid on the opposite side.



ACUTE WRY NECK DISCOGENIC WRY NECK

10-25 y.o., mostly females
Entrapped fat pad, entrapped meniscus, acute nipping of synovial 
fringe of capsule?
Following a trivial incident or post-viral

Sudden onset
Sharp, sudden pain with active movement
Pain-free at rest, able to find comfortable position 
Can’t rotate or LF to contralateral side
Unable to reach midline with R or LF

Self limiting - short recovery time

MT: 
PPVIMs Rot and LF in pain free ROM - towards pain free side.
Respond well to treatment, after treatment: full ROM, pain-free or 
not sharp pain

Differential Dg: AA subluxation

35-60 y.o.
Nerve root type symptoms: neural or disc (mid to low cervical) 
irritation/compression
Acute local neck pain +/- arm pain
Stiffness, limited ROM prior to onset of symptoms

Insidious onset
Can’t find comfortable position
Can rotate or LF to contralateral side
Able reach midline

Without treatment – can worsen, nerve compression/irritation
Slow recovery – more treatments

MT: 
Rot and LF movements
PPIVM’s
PAIVMs
Careful with manipulation



Pathobiological Mechanisms
Chemical (Irritable) Mechanical (non-irritable)

Constant Pain
Throbbing/aching pain
Worse with rest
Initially better with movement but then worse
On assessment: limit the examination and pain 
reproduction
Management: Respect pain, Unload (mobilise adjacent 
areas, support (taping), refer (medication, imaging)

Intermittent Pain
Position/movement related night pain
On/off pain with activity
Better with rest
On assessment: more extensive, explore ROM
Treatment: address impairments.



Pathobiological Mechanisms

Chemical 
(irritable)

Chemical and 
Mechanical 
(irritable)

Mechanical 
(non-irritable)

CLINICAL REASONING



Next in-service
Acute Cervical Disc Pain
Cervical Radiculopathy

Case study
Homework: Read Case Study and Review Upper Limb 

Myotomes and Dermatomes.


