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Objective: This guideline aims to provide non-pharmacological recommendations for the management 

of persistent headaches associated with neck pain. This guideline aims to: 1) accelerate recovery; 2) 

reduce the intensity of symptoms; 3) promote early restoration of function; 4) prevent chronic pain and 

disability; 5) improve health-related quality of life; 6) reduce recurrences; 7) promote active 

participation of patients in their care; and 8) promote uniform high-quality care 
 

Target population: Adults (18 years of age or older) with persistent (>3 months duration) headaches 

associated with neck pain.  This includes tension-type (episodic or chronic) and cervicogenic headaches 
 

Target users: Clinicians (medical doctors, physiotherapists, nurse practitioners, chiropractors, 

kinesiologists, psychologists, massage therapists, osteopaths, and naprapaths) who provide care for 

patients with headaches associated with neck pain in primary, secondary, and tertiary healthcare 

settings 
 

Health conditions:  

 Tension-type headaches are typically bilateral, pressing or tightening in quality and of mild to 

moderate intensity, lasting minutes to days or unremitting on average for at least three months 

o Diagnostic criteria for frequent episodic tension-type headache associated with or without 

pericranial tenderness:  

 at least 10 episodes occurring on 1-14 days per month for >3 months (≥12 and <180 days 

per year) and: 

 lasting from 30 min to 7 days;  

 at least two of the following characteristics: bilateral location, pressing or tightening (non-

pulsating) quality; mild or moderate intensity; not aggravated by routine physical activity 

such as walking or climbing stairs;  

 both of the following: no nausea or vomiting, no more than one of photophobia or 

phonophobia; 

1. SCOPE AND PURPOSE OF GUIDELINE 

https://onlinelibrary.wiley.com/doi/abs/10.1002/ejp.1374


Guideline Summary by the Canadian Chiropractic Guideline Initiative. July 2019 - Page 2 of 5 
 

 not better accounted for by another International Classification of Headache Disorders 3rd 

Edition (ICHD-3) diagnosis 

o Diagnostic criteria for chronic tension-type headache associated with or without pericranial 

tenderness: headache occurring on >15 days per month on average for >3 months (≥180 days per 

year) and: 

 lasting hours to days or unremitting; 

 at least two of the following characteristics: bilateral location, pressing or tightening (non-

pulsating) quality; mild or moderate intensity; not aggravated by routine physical activity 

such as walking or climbing stairs; 

 both of the following: no more than one of photophobia, phonophobia or mild nausea, 

neither moderate nor severe nausea or vomiting; 

 not better accounted for by another ICHD-3 diagnosis   

 Cervicogenic headaches are caused by a disorder of the cervical spine (bony, disc and/or soft-tissue 

structures) and are usually accompanied by neck pain 

o Diagnostic criteria:  

 clinical and/or imaging evidence of a disorder or lesion within the cervical spine or soft 

tissues of the neck, known to be able to cause headache; 

 evidence of causation demonstrated by at least two of the following: headache has 

developed in temporal relation to the onset of the cervical disorder or appearance of the 

lesion, headache has significantly improved or resolved in parallel with improvement in or 

resolution of the cervical disorder or lesion, cervical range of motion is reduced and 

headache is made significantly worse by provocative manoeuvers, headache is abolished 

following diagnostic blockade of a cervical structure or its nerve supply; 

 not better accounted for by another ICHD-3 diagnosis   
 

 

 

This guideline adapted the National Institutes for Health and Care Excellence methodology to develop 

the wording of guideline recommendations: 

 Offer: interventions that are of superior effectiveness compared to other interventions, 

placebo/sham interventions or no intervention 

 Consider: interventions providing similar effectiveness to other interventions  

 Do Not Offer: interventions providing no benefit beyond placebo/sham or are harmful  

 Inconclusive Evidence: evidence was deemed inconclusive when the results of multiple low risk of 

bias studies conflicted  
 

 

 

Assessment 

 Clinicians should conduct a clinical evaluation to rule out major structural or other pathologies 

(e.g., migraines with or without aura, and traumatic brain injuries) as the cause of presenting 

signs and symptoms (red flags) 

3. KEY RECOMMENDATIONS 

2. Wording of Recommendations 
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 Once major pathology has been ruled out, clinicians should classify headaches as tension-type or 

cervicogenic headaches 

 Conduct ongoing assessment for symptom improvement or progression during intervention and 

refer accordingly 

 Discharge patients as appropriate at any point during intervention and recovery 
 

Education and self-management 

 Clinicians should provide care in partnership with the patient and involve the patient in care 

planning and decision-making 

o Aim to understand the patient’s beliefs and expectations about headaches and address any 

misunderstandings or apprehension through education and reassurance 

 Provide information about the nature, management and course of headaches associated with 

neck pain as a framework for the initiation of the programme of care 

 Advise patients to stay active or exercise, provide information about pain and its mechanisms, 

reassure patients about the nature and course of headaches, and deliver time-limited care that 

includes effective management 

 In the presence of prognostic factors (e.g., psychosocial factors, demographics and headache 

characteristics) for delayed recovery, clinicians should discuss them with the patient and adjust 

their care plan accordingly 
 

Treatment 

For persistent cervicogenic headaches (>3months):  

Based on shared-decision making between the patient and provider, the following therapeutic 

interventions are recommendeda: 

 Provide information about the nature, management and course of headaches associated with 

neck pain as a framework for the initiation of the programme of care 

 Clinicians may consider low-load endurance craniocervical and cervicoscapular exercises with 

resistance  

o Limited to a maximum of 8 sessions over 6 weeks. This involves supervised and home-based 

low-load endurance exercises against resistance over time to train muscular control of the 

craniocervical and cervicoscapular region. The exercise programme should be taught to the 

patient by a healthcare professional 

 Clinicians may consider manual therapy (manipulation with or without mobilization) to the 

cervical and thoracic spine 

o Limited to a maximum of 10 sessions over 6 weeks. 

 Clinicians should not offer a multimodal programme of care that includes a combination of 

exercise, spinal manipulation and spinal mobilizationc 

 

For episodic tension-type headaches (>3 months): 

Based on shared-decision making between the patient and provider, the following therapeutic 

interventions are recommended: 
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 Provide information about the nature, management and course of headaches associated with 

neck pain as a framework for the initiation of the programme of care 

 Clinicians may consider low-load endurance craniocervical and cervicoscapular exercises with 

resistance (maximum of 8 sessions over 6 weeks with resistence in a supervised clinical 

environment) in addition to structured patient education 

o This involves supervised and home-based low-load endurance exercises to perform a slow and 

controlled craniocervical flexion against resistance over time to train muscular control of the 

craniocervical and cervicoscapular region. The exercise programme should be taught to the 

patient by a healthcare professional 

 Clinicians should not offer manipulation of the cervical spinec 
 

For chronic tension-type headaches (>3 months): 

Based on shared-decision making between the patient and provider, any one of the following 

therapeutic interventions are recommendeda: 

 Provide information about the nature, management and course of headaches associated with 

neck pain as a framework for the initiation of the programme of care 

 Clinicians may consider general exercise (including warm-up, neck and shoulder stretching and 

strengthening, and aerobic exercises) 

o General clinic- and home-based exercise programme (limited to a maximum of 25 sessions 

over 12 weeks). The exercise programme should be taught and supervised by a healthcare 

professional 

 Clinicians may consider low-load craniocervical and cervicoscapular exercises 

o Limited to a maximum of 8 sessions over 6 weeks with resistance. This involves supervised and 

home-based low-load endurance exercises against resistance over time to train muscular 

control of the craniocervical and cervicoscapular region. The exercise programme should be 

taught to the patient by a healthcare professional 

 Clinicians may consider multimodal care (combining spinal mobilization, craniocervical exercise 

and postural correction) 

o Clinicians may offer a maximum of 9 sessions over 8 weeks. This multimodal care program 

should be provided to the patient by a healthcare professional.  

 Clinicians may consider clinical massage 

o A maximum of 8 45 min sessions of clinical massage (2 sessions per week over 4 weeks). on 

shoulders, upper back, connecting area of neck and shoulders, shoulder tips, the back of head, 

the middle line of head, face 

 Clinicians should not offer manipulation of the cervical spine as the sole form of treatmentc  
 

Re-evaluation and discharge 

 Clinicians should reassess the patient at every visit to determine whether additional care is 

necessary, the condition is worsening, or the patient has recovered. Patients should be 

discharged as soon as they report significant recovery 

o Healthcare professionals should use the self-rated recovery question to measure recovery: 

“How well do you feel you are recovering from your injuries?” 
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 The response options include: completely better, much improved, slightly improved, no 

change, slightly worse, and worse than ever 

 Patient reporting to be “completely better” or “much improved” should be considered 

recovered 
 

Referrals and collaborations 

 With an unrecovered/incomplete recovery or major symptom change (new condition or 

worsening physical, mental or psychological symptoms), refer to a physician for further 

evaluationb 

 

 

 

Methods: This guideline is based on recent systematic reviews of high-quality studies. A 

multidisciplinary expert panel considered the evidence of effectiveness, safety, cost-effectiveness, 

societal and ethical values, and patient experiences (obtained from qualitative research) when 

formulating recommendations 
 

Systematic review informing recommendations of guideline: 

 Varatharajan, S., Ferguson, B., Chrobak, K., Shergill, Y., Côté, P., Wong, J.J., … Taylor-Vaisey, A. 

(2016). Are non-invasive interventions effective for the management of headaches associated 

with neck pain? An update of the Bone and Joint Decade Task Force on Neck Pain and Its 

Associated Disorders by the Ontario Protocol for Traffic Injury Management (OPTIMa) 

collaboration. European Spine Journal, 25(7), 1971-1999. Link 

 

 

 

 The CCGI recommends the use of this guideline, based on its quality and reporting as per the 

Appraisal of Guidelines Research and Evaluation (AGREE) II tool (available upon request) 

 aThis refers to the consideration of any one of these interventions in isolation. Clinicians should 

reassess the patient at every visit and adjust the treatment plan accordingly 

 bHealthcare professionals should use the self‐rated recovery question to measure recovery: “How 

well do you feel you are recovering from your injuries?” (Carroll, Lis, Weiser, & Torti, 2016; 

Fischer, Stewart, Bloch, Lorig, & Laurent, 1999). The response options include (a) completely 

better, (b) much improved, (c) slightly improved, (d) no change, (e) slightly worse, (f) much worse 

and (g) worse than ever. Patients reporting to be “completely better” or “much improved” should 

be considered recovered 

 c“Do Not Offer” recommendations describe interventions providing no benefit beyond 

placebo/sham or are harmful  

 The CCGI would like to acknowledge Drs. Jocelyn Cox and Ngai Chow for their contribution in 

critical appraisal of this guideline 

 The CCGI would like to acknowledge Mr. Richard Seto for his contribution in the development of 

this summary 

4. METHODS OF GUIDELINE DEVELOPMENT 

5. CCGI COMMENTS 
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