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Common challenges in
managing neck and upper
limb pain in office workers

Brendan Mouatt, Steven J Kamper
Background
Upper limb, cervical and thoracic pain
is a common and burdensome problem
in Australia. Office workers report high
rates of upper body musculoskeletal
complaints when compared with
workers in other occupations.
Objective
This article highlights challenges
to providing comprehensive
biopsychosocial care for neck, thoracic
and related arm pain in office workers,
and details the role of active, patientcentred therapies in management.
Discussion
Cervical, thoracic and upper limb pain
is common in office workers. Optimal
management comprises a
biopsychosocial patient-centred
approach that includes education,
reassurance and exercise. Bestevidence treatment of office workers
with upper body pain involves an active
approach that facilitates self-efficacy
and physical activity and reflects a
modern understanding of pain.
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ACCORDING TO the global burden of
disease,1 neck pain, including pain local
to the neck with or without radiating
symptoms into the arms, has a point
prevalence of 4.9%. Between 1990 and
2010, the number of years lived with
disability due to neck pain increased by
29% and ranked the fourth highest of all
conditions.1 Computer- and office-based
occupations have the highest incidence
of neck and shoulder pain, with almost
half of these workers experiencing neck
pain in a 12-month period.2 Despite the
availability of clinical practice guidelines,
management of neck and upper body pain
in primary care practice varies.
Previous literature has promoted the
benefits of a biopsychosocial approach
to healthcare.3 Despite this, numerous
barriers exist for general practitioners
(GPs) in providing biopsychosocial
care. Drawing on current evidence and
clinical experiences in musculoskeletal
rehabilitation, this article highlights
some of the common challenges in
providing biopsychosocial care for the
management of upper limb, cervical and
thoracic pain in office workers presenting
to primary care. This paper assumes that
‘red flag’ signs and symptoms have been
assessed and conservative management
is appropriate. Further, this article
outlines key management strategies for
addressing these barriers to align care with
contemporary best evidence.
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Challenge 1: Providing an
accurate diagnosis
The development of upper limb, cervical
and thoracic pain is multifactorial and
may involve innervated structures such
as zygapophyseal joints, intervertebral
discs, bursae, acromioclavicular and
glenohumeral joint structures; and soft
tissues including rotator cuff muscles
and tendons. Because of the low
mechanical loads in office occupations,
many presentations may not involve
structural pathology. The diagnosis of a
specific structure is frequently difficult as
clinical orthopaedic tests often have high
sensitivity and low specificity.4 Further,
diagnostic imaging studies commonly find
structural changes such as intervertebral
disc bulges,5 rotator cuff tears6 and
degenerative changes7 in asymptomatic
populations.
Screening for red flags is an important
part of the diagnostic process and should
be a routine part of clinical assessment,
screening for infection, cancer, arterial
insufficiency, cardiac aetiology, acute
neurological deficit or fracture. It should
also be noted that patients who present
with symptoms lasting longer than three
months may have a greater central nervous
system involvement, which may play a
part in the maintenance of pain. Box 1
highlights the broad components that
should be incorporated into each clinical
interaction.

© The Royal Australian College of General Practitioners 2019

FOCUS | CLINICAL

COMMON CHALLENGES IN MANAGING NECK AND UPPER LIMB PAIN IN OFFICE WORKERS

Challenge 2: Treating pain
Historically, pain has been viewed as
a direct indicator of tissue pathology
or damage. This historical view is
challenged by contemporary evidence
that shows a poor correlation between
structural pathology and pain.5,8 Despite
this, treatments are often focused on
presumed structural, anatomical causes
of pain,9 resulting in interventions
targeting physical, postural, biomechanical
and ergonomic mechanisms. This
conceptualisation does not align with the
International Association for the Study of
Pain’s definition of pain as ‘an unpleasant
sensory and emotional experience
associated with actual or potential tissue
damage, or described in terms of such
damage’.10 Although the treatment process
often does not vary according to structural
diagnosis, patients may require education
about the nature of pain biology to accept a
non–anatomically specific diagnosis.
In a contemporary approach to
providing biopsychosocial care for these
patients, it is important for practitioners
to recognise the biological factors
influencing the experience and to also
screen for and provide support to address
psychological and social influences
during a patient’s experience. A patient’s
cognitions and consequent behaviours
have been shown to influence prognosis in
musculoskeletal pain.1,11,12 Because of the
time required to adequately address these
factors, strategies to effectively assess,
educate and provide support efficiently
are important.

Challenge 3: Assessing and
improving self-efficacy
Previous literature has found that
individuals with positive beliefs regarding
their ability to manage pain and achieve
functional outcomes (self-efficacy) have
lower pain intensity, better physical
functioning and lower levels of disability.13
A comprehensive subjective interview
may flag those with low self-efficacy;
however, the use of written outcome
measures may provide a time-effective
approach to identify individuals with
low self-efficacy and fear-avoidance
behaviour. The Pain Self-Efficacy
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Questionnaire is a 10-item questionnaire
that has high reliability and strong
construct validity.14 The questionnaire
is easy to administer and interpret, and
it can be used to identify patients who
may have low pain self-efficacy. Low
scores may indicate the need for further
investigation of the patients’ beliefs and
consequent behaviours with a motivational
interviewing approach that provides pain
education when appropriate. Psychologist,
exercise physiologist or physiotherapist
referral may be considered for those
presenting with low self-efficacy.

and engage in positive behavioural
change.15 This is particularly important
when a patient with neck and upper body
symptoms presents with low self-efficacy
and cognitions that are barriers to
engagement in positive behavioural
change. Barriers in an office worker

Box 1. Overview of recommendations
for the office worker
1. Screen for red flags
2. Screen for psychosocial factors
3. Use patient-reported outcome measures
4. Conduct a physical examination

Challenge 4: Applying motivational
interviewing techniques to the
clinical interaction
Motivational interviewing is a patientcentred counselling strategy used to
guide a patient to resolve uncertainty

5. Address physical activity levels as
appropriate
6. Do not refer for imaging unless indicated
7. Encourage early return to work
8. Employ a biopsychosocial patientcentred approach

Table 1. Key motivational interviewing skills 17,18
Key strategy

Description

Create a safe environment

Provide an environment where the patient feels comfortable
to share details of their situation

Use open-ended questions

Avoid using close-ended questions; instead use open-ended
questions that encourage the patient to openly converse

Empathise

Respond to the patient’s perceived challenges with empathy

Avoid the ‘righting reflex’

Avoid offering the ‘fix’ or ‘solution’ to the problem; instead
help the patient formulate their own potential solutions

Use affirmations

Use affirmations of the patient’s current progress,
engagement and self-efficacy

Use simple reflections

Reflect key points to the patient

Use complex reflections

Reflect what the patient has expressed and offer a new
perspective that may allow the patient to reconceptualise
their interpretation

Reflect discrepancies

Identify and reflect discrepancies between current
behaviours and goals to the patient

Have the patient compare
behavioural outcomes

Ask the patient to compare the potential outcomes of a
behavioural change versus no change

Use the ‘ask-provide-ask’
technique when educating

Ask the patient what they know about the condition; if
further education is required, the practitioner can express
wanting to share some more information with the patient,
followed by asking for permission to share this information
with them

Summarise

Clearly summarise the main goals for the patient; ask the
patient to identify any barriers to achieving their goals and to
verbalise their plan
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population may include poor engagement
with active therapies, fear that they are
damaged or concern that their condition
will deteriorate.16 Key skills that a GP can
adopt in a consultation can be seen in
Table 1, developed from Levensky et al
and McCarley.17,18

Challenge 5: Delivering pain
education
Pain education is known to be effective for
patients with persistent musculoskeletal
pain.19 For patients who present with high
fear avoidance, low self-efficacy, signs of
catastrophising or poor pain beliefs, pain
education may enable reconceptualisation
of several misconceptions that are
common in society (Table 2). Education
may be delivered verbally or via other
strategies, such as workbooks, drawings
and multimedia.20 It is important to
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identify these unhelpful misconceptions
and reconcile them during the initial and
subsequent consultations.

Challenge 6: Prescribing
active approaches to pain
Exercise and physical activity

As for the general population, achieving
adequate physical activity is beneficial for
those with pain,21 including those with
neck pain.22 For persistent neck pain,
evidence supports upper body resistance
training, muscular endurance training
and stretching.23 With regard to general
musculoskeletal pain, supervised exercise
prescription may be beneficial. Ensuring
safety and adherence to recommendations
may require exploration of the beliefs,
behaviours and expectations of the
patient, followed by addressing these
as appropriate.16,24

It should be noted that although
many find analgesia in active therapy,
people with persistent pain may have
unpredictable responses, with symptom
intensity varying, especially initially.25
Despite varying responses to exercise,
benefits can be seen from exercise
regardless of analgesia, such as increases
in self-efficacy and decreases in fear
avoidance.16,26 For this reason, an approach
that facilitates graded exposure to physical
activity is advised and may require
supervision from a suitably experienced
exercise physiologist or physiotherapist.
Type of exercise

Evidence suggests that resistance
exercises are effective in decreasing
pain and improving function in office
workers.27 High-load upper trapezius
resistance training for 30 minutes, two
days per week, for five weeks, led to

Table 2. Key target concepts and example explanations (adapted with permission from Butler and Moseley)20
Target concept

Explanation

Pain and tissue damage rarely relate

The amount of pain you feel is rarely associated with the extent of tissue damage. We can
have serious injuries with minimal pain. Alternatively, we can have pain without an injury.
With exercise we can be sore but safe; pain does not always mean there is damage.

There are danger sensors in the body, not
pain sensors

Our nervous system is a danger alarm system. We have danger sensors throughout the
body. There are no pain sensors or pathways.

Pain depends on context

Many factors can influence pain, such as your previous experiences; beliefs; your location;
what is happening in your body; what you see, hear, touch and taste; the people you are
with and the places you go.

Pain depends on the perceived balance of
danger and safety

Our brain evaluates all the credible evidence of danger and safety to our body including
information from danger sensors and contextual information. If we perceive more danger,
then we are more likely to have a protective response such as pain. If we perceive more
safety, we will likely have less or no pain.

Pain is one of many protective outputs

Pain is not the only protection we have. Our immune, autonomic, endocrine, cognitive,
emotional and movement responses can also be protective, at least in the short term. We
may even have symptoms such as stiffness and fatigue to protect us.

We are bioplastic

The protective systems that lead to pain and other outputs can be turned up; likewise, this
protective system is always changing and can also be turned down with a reduction of threat.

There are many active treatment strategies

Active treatment strategies are nearly always preferred to passive strategies. Examples
include graded exercise, knowledge acquisition, dietary and sleep modification, socialising,
contact with nature, and anything enjoyable in moderation.

Pain is always real and unique to us

Pain is always real. The experience of pain differs between people and is influenced by our
own unique factors (as outlined above in ‘Pain depends on context’). Pain is never ‘just all
in your head’; it is a bodily construction, masterminded by your brain in response to threat.

Some pain during exercise may be beneficial

Sometimes you can be sore but safe to move (as outlined above in ‘Pain and tissue
damage rarely relate’). An appropriate level of pain is what you can tolerate during
movement, but also what you can tolerate after exercise.
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improvements in pain and disability.27
Similarly, clinically significant results
were seen in interventions that exposed
symptomatic workers to as little as two
minutes of strengthening exercises per
day, five days per week, for 10 weeks.28
Findings suggest that the specific training
protocol may not be as important as
advising the patient to regularly perform
loaded activity. Nevertheless, identifying
the optimal dose of exercise for this
population is a research priority.
Effectiveness of exercise appears to
be similar regardless of whether the
exercises are painful to complete.29
Furthermore, some pain may be
beneficial in decreasing pain-related fear
and reassuring patients that pain need
not be a barrier to movement.29 However,
pain education and reassurance should be
provided when exercise that evokes pain
is prescribed.24,30
Exercise that an individual enjoys
is more likely to be adhered to and
prioritised. However, for those without
access to resistance equipment,
bodyweight exercise or using household

items may be a viable alternative. Further,
increasing general physical activity
regardless of the inclusion of specific
upper body exercises may be enough for
many patients, thus financial concerns
need not be a barrier to recovery. Exercise
guidance and dosage examples are shown
in Table 3.
Workplace exercise interventions

There is reason to believe that workplace
exercise interventions that target the
upper body may be effective in improving
outcomes in workers with neck and
shoulder symptoms.31,32 It is not clear
if workplace interventions are more
effective than home-based or supervised
exercise. General fitness interventions
in the workplace also have small effects
in improving outcomes for symptomatic
office workers but less analgesic
benefit than upper body strengthening
exercises.33
Referral for active therapy

Referral to an allied health professional
(eg Accredited Exercise Physiologist) may

be indicated for patients with barriers to
exercise. Interventions should address
fear avoidance and unhelpful pain beliefs
and improve exercise self-efficacy
within a biopsychosocial framework.24
Referral for supervised exercise may be
appropriate for individuals reporting
symptoms persisting longer than
three months.31,34 Consideration of a
multidisciplinary approach (including
physiotherapy, psychology, dietetics, etc)
may be considered as this has empirical
support for people with low back pain.35
Manual and passive therapies

A 2015 systematic review and
meta-analysis found weak evidence
supporting the use of cervical or thoracic
manipulation or mobilisation for
temporary neck pain relief,36 but manual
therapy likely provides no extra benefit
at short- or long-term follow-up beyond
exercise therapy alone.37 Such passive
therapies may be considered when
transitioning patients with strong passive
therapy expectations to active strategies.
Guidelines recommend that manual
therapy be used only as an adjunct to
other active therapies.38

Table 3. Exercise recommendations and guidelines39
Population

Dosage

Office workers
with pain

General upper body resistance-based exercises performed regularly
throughout the week while symptoms persist; for example:

Conclusion

• two minutes per day of upper body resistance-based exercise
(resistance bands or weighted upper body exercises), five days per week
• 30 minutes per day of heavy resistance exercises (weighted shrugs,
pushing, pulling exercises), two days per week
Advice to progressively increase physical activity in line with the
general exercise guidelines for healthy populations (below); this can
include bodyweight-based exercise
Note: Exercises should be within the patient’s tolerances and
gradually increase resistance, repetitions and sets.
Healthy population

150 minutes per week of moderate-to-vigorous–intensity aerobic
exercise or 75 minutes of high-intensity exercise per week*
+
Two resistance training sessions per week, training all major
muscle groups

Overweight, comorbid
metabolic conditions

300 minutes per week of moderate-to-vigorous–intensity exercise or
150 minutes of high-intensity exercise per week*
+
Two resistance training sessions per week, training all major
muscle groups

*A combination of high intensity and moderate-to-vigorous intensity exercise can be considered.
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Cervical, thoracic and upper limb pain
is common in office workers. Optimal
management comprises a biopsychosocial,
patient-centred approach that includes
education, reassurance and exercise.
Best-evidence treatment for office workers
with upper body pain involves an active
approach that facilitates self-efficacy and
reflects a modern understanding of pain.

Key points

•
•
•

Interventions that promote activity are
helpful to reduce upper body symptoms
of office workers.
Improvements in pain and function
can be seen with modest increases
in physical activity.
Pain education in conjunction with a
motivational interviewing approach
may be helpful to improve patient
engagement in active therapies and
improving self-efficacy.
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