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Female-specific factors in chronic neck and back pain: a scoping review of 
clinical practice guidelines and clinical guidance documents

Lauren Hawortha , Aaisha Sawlania and Anastasia Topalidoub 

aAllied Health Research Unit, University of Lancashire, United Kingdom; bSchool of Nursing and Midwifery, University of 
Lancashire, United Kingdom 

ABSTRACT 
Introduction: Females are disproportionally affected by chronic neck and back pain, but 
whether Clinical Practice Guidelines (CPGs) and Clinical Guidance Documents (CGDs) con
sider female-specific factors is unknown. This study aimed to identify the CPGs and CGDs 
that address female-specific factors in chronic neck and back pain, pinpointing any gaps 
that need addressing to optimise female-specific healthcare.
Methods: A scoping review was conducted following Arksey and O’Malley’s methodological 
framework and PRISMA diagram, searching three electronic databases and five grey litera
ture registries. Content, documentary and thematic analyses were performed.
Results: None of the nine included records mentioned ‘female’ or ‘sex,’ four mentioned 
‘woman’/‘women,’ and one mentioned ‘gender.’ Three themes emerged: use of sex-related 
epidemiological context in guideline framing; patient-centred but not sex-considered 
approaches to healthcare; women’s health and reproductive health considerations.
Discussion: While patient-centred approaches to pain management are encouraged, sex- 
specific factors remain overlooked when managing general health conditions, risking sub
optimal care and outcomes.
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1. Introduction

Chronic pain, defined as pain persisting for more 
than 3 months, affects a significant proportion of 
adults in the United Kingdom (UK), with estimates 
ranging from one-third to one-half of the popula
tion [1,2]. Low back pain (LBP) is the leading cause 
of years lived with disability (YLD) globally and in 
the UK, affecting both sexes across all age groups 
[3]. Approximately 619 million people worldwide 
experience LBP annually, with females dispropor
tionately affected (9,300 cases per 100,000 females, 
compared to 5,520 per 100,000 males) [4]. Neck 
pain is also a major contributor to YLD, affecting 
an estimated 203 million people globally each year 
[3,5,6], with higher prevalence in females (2,890 
versus 2,000 cases per 100,000) [6].

Given these disparities, understanding the bio
logical and social factors contributing to sex differ
ences in musculoskeletal (MSK) pain is essential for 
developing equitable person-centred care [7,8]. For 
clarity, sex refers to biological characteristics, such 
as chromosomal makeup, hormone levels, genetic 
factors, and anatomical structure [9], whilst gender 
refers to socially constructed roles and identities [7,9]. 

Biological sex differences, including skeletal morph
ology, hormonal regulations, and reproductive anatomy, 
may influence MSK pain development and experience 
[10–12]. For instance, skeletal differences such as a 
wider pelvis in females can alter biomechanics and 
posture, potentially affecting how stress and strain are 
distributed across the spine [13,14]. Additionally, hor
monal fluctuations, particularly oestrogen and proges
terone, which vary throughout the menstrual cycle 
and life stages, like pregnancy and menopause, may 
impact pain perception and sensitivity [15–17]. Thus, 
these sex-related factors can result in differences in 
how neck and back pain develop and are experienced 
by females.

Intersex individuals, who possess biological char
acteristics that do not fit typical definitions of male 
or female, are often excluded from these binary cat
egories, and their specific needs must also be con
sidered in clinical guidelines [7,18]. Despite the 
importance of accounting for sex diversity, much of 
current research and healthcare practice continues 
to overlook these nuances [19]. Current healthcare 
frameworks often fail to sufficiently consider the 
unique needs of diverse populations, including 
intersex individuals, leading to significant disparities 
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in healthcare [19]. This highlights the need for clin
ical frameworks that acknowledge sex-related factors 
in MSK pain management.

Policy developments in the UK further emphasise 
this need. The NHS ‘Universal Personalised Care’ 
model advocates for care tailored to patients’ prefer
ences, needs, and values [20], yet it remains unclear 
to what extent sex-specific factors are incorporated 
when managing chronic conditions, such as neck 
and back pain. The Women’s Health Strategy for 
England [21] explicitly calls for addressing health 
inequalities and moving away from a ‘male-as-default’ 
approach, noting that historical research and educa
tion have often centred on male populations [7,22,23]. 
This may contribute to gaps in understanding how 
chronic MSK pain affects females differently and how 
care should be tailored accordingly. This male-centric 
bias could result in less effective treatment and man
agement of these conditions in females. The Women’s 
Health Strategy aims to provide better information, 
education, and resources to ensure that healthcare 
professionals are equipped to deliver sex-sensitive, per
son-centred care [21]. This highlights the urgent need 
to assess current clinical guidance to determine 
whether they adequately consider sex-specific factors 
in the management of general health conditions, like 
neck and back pain.

MSK neck and back pain represent a core area of 
physiotherapy practice, with physiotherapists acting 
as primary providers of non-surgical assessment, 
rehabilitation, exercise-based interventions, pain 
education, and self-management support across UK 
healthcare settings. Although physiotherapy inter
ventions form a central component of care, clinical 
practice is shaped by broader multidisciplinary clin
ical practice guidelines (particularly those issued by 
National Institute for Health and Care Excellence 
[NICE] and Scottish Intercollegiate Guidelines 
Network [SIGN]) which define referral pathways, 
models of care, treatment sequencing, and the fram
ing of ‘individualised’ management within MSK 
services.

Therefore, this study undertakes a documentary 
analysis of UK-based Clinical Practice Guidelines 
(CPGs) and Clinical Guidance Documents (CGDs) 
for chronic neck and back pain, aiming to identify 
whether female-specific factors are included, exam
ine how these factors are conceptualised, and iden
tify gaps that may affect the management of neck 
and back pain in female patients.

This review adopts a scoping methodology to 
map the full landscape of UK clinical guidance 
influencing non-surgical neck and back pain man
agement, rather than restricting inclusion to physio
therapy-exclusive documents. This approach reflects 
the reality of physiotherapy practice, which is 

embedded within multidisciplinary care pathways 
and policy frameworks. Accordingly, guidelines 
containing pharmacological or multidisciplinary rec
ommendations are included where they inform the 
context within which physiotherapy is delivered, 
even when physiotherapists are not the prescribers. 
The purpose of this review is not to evaluate the 
effectiveness of specific physiotherapy techniques, 
but to examine whether sex-related considerations 
are acknowledged, operationalised, or explicitly jus
tified within the clinical guidance governing MSK 
pain care, and to consider the implications for 
rehabilitation and physiotherapy practice.

2. Methods

This study used a scoping review design, allowing 
the researchers to explore the key concepts related 
to the research aim [24]. This design is flexible, 
iterative, and suited for broad research questions 
[25]. It is commonly used to both identify research 
gaps and map the existing knowledge in the field, 
making it a suitable approach for the aim of this 
study.

The methodology followed Arksey and O’Malley’s 
framework [26]. The review was reported using the 
Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses (PRISMA) extension for Scoping 
Reviews (PRISMA-ScR) guidelines, and the PRISMA 
2020 flow diagram [27,28] was followed for the 
reporting of included and excluded studies. Prior to 
the screening stage, the scoping review protocol 
(10.17605/OSF.IO/D5RFJ) was registered on the 
Open Science Framework (OSF) to promote trans
parency and reduce bias [29]. The Population, 
Exposure, Outcome (PEO) framework for qualitative 
research was used to define the research question 
(Table 1).

2.1. Search strategy

A comprehensive literature search was conducted to 
identify all relevant records, utilising a combination 
of academic databases and grey literature sources. 
The databases used were MEDLINE and Epub 
ahead of Print, In-Process, In-Data-Review & Other 
Non-Indexed Citations and Daily (via Ovid), 
Embase (via Ovid) and CINAHL Ultimate (via 
EBSCOhost). Guided by the Grey Matters resource 
[30], grey literature sources included Healthcare 
Improvement Scotland (HIS), National Institute for 
Health and Care Excellence (NICE), National 
Institute for Health Research (NIHR) and UK 
Department of Health and National Health Service 
(NHS) websites. The selected databases and grey lit
erature sources were deemed the most relevant and 
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suitable for addressing the objectives of this scoping 
review. International guideline repositories were not 
searched, as the review was intentionally restricted 
to UK-produced guidance.

With support from a subject librarian, one author 
(AS) conducted the literature search on May 29th 
and 30th 2024. A broad search strategy was devel
oped by the research team to capture all relevant 
records. The search aimed to retrieve records com
bining key words such as ‘chronic,’ ‘neck,’ ‘back,’ 
‘shoulder,’ ‘cervical,’ ‘thoracic,’ ‘lumbar,’ ‘spine,’ 
‘pain,’ and ‘clinical practice guideline.’ The search 
was limited to sources in English. The search strings 
used for the database search are provided in 
Appendix 1.

Grey literature searches were conducted using site- 
specific approaches appropriate to each source. On 
NICE and HIS websites, internal search functions 
were used with key terms including ‘neck pain,’ ‘back 
pain,’ ‘low back pain,’ ‘musculoskeletal pain,’ and 
‘chronic pain,’ and results were filtered to guidance 
and guideline documents where available. NHS and 
Department of Health websites were searched using 
internal search tools and manual navigation of policy 
and guidance sections. All potentially relevant docu
ments were screened against the inclusion criteria.

2.2. Inclusion criteria

Only existing UK-based CPGs or CGDs were eli
gible for inclusion in this scoping review. Including 
both CPGs and CGDs is essential to achieving a 
comprehensive understanding of female-specific 
considerations in chronic neck and back pain man
agement. CPGs offer systematically developed, evi
dence-based recommendations, providing a clear 
benchmark of the current best practices in clinical 
settings [31]. They allow for an assessment of estab
lished care standards and the identification of any 
existing gaps in addressing female-specific issues. 
On the other hand, CGDs often present broader 
consensus-based recommendations that may high
light emerging trends and practices not yet fully 
integrated into formal guidelines. This dual inclu
sion guarantees that no relevant guidelines are 
missed, ensuring a comprehensive assessment of 

documents with potential recommendations for 
neck and back pain management.

The records had to focus specifically on the non- 
surgical management of chronic neck and/or back 
pain. Any records that were not a CPG or CGD, 
not UK-based, or did not mention non-surgical 
management of chronic neck and/or back pain were 
excluded. Any records relating only to acute, sub- 
acute, or surgical pain management were excluded. 
All publication years were considered, with only the 
most up-to-date version of each CPG or CGD ini
tially included. Upon identifying female-specific 
considerations in a record, the research team traced 
previous versions to determine when these factors 
were first introduced. Differences between the ear
liest and most recent versions were then compared. 
Due to the nature of this review, which aimed to 
comprehensively identify relevant records, no formal 
quality appraisal was performed, and records were 
not excluded on this basis. However, publicly avail
able information on guideline development proc
esses (e.g. scope definition, evidence synthesis 
approaches, and stakeholder involvement) was con
sidered to provide contextual interpretation of find
ings. Records that were not available in full text 
were excluded.

2.3. Screening and charting

Records identified during the searches were first 
imported into EndNote (version 21, Clarivate 
Analytics, Philadelphia, PA) for automated de-dupli
cation. The updated list of records was then 
imported into RayyanVR (https://www.rayyan.ai/) for 
a second round of automated de-duplication prior 
to screening. A two-step screening process was con
ducted by two independent reviewers (AS and LH). 
In the first step, the titles and abstracts of all 
records from the literature search were screened 
according to the inclusion and exclusion criteria. 
Any disagreements between reviewers resulted in 
the article being included for full-text review. In the 
second step, all included records were retrieved for 
full text and screened again by the same two 
reviewers (AS and LH), who were blinded to each 
other’s decisions throughout the process. Any 

Table 1. PEO framework.

Population Adults with chronic neck or back pain 
For the purpose of this scoping review the following definitions are used:
� Chronic pain: pain persisting for more than 3 months [1,2]. 
� Neck and back pain: painful symptoms, including stiffness and discomfort, spanning the cervical, thoracic and lumbar 

spine regions. This includes any pain from the cervical region to the posterior aspect of the acromion process at the 
shoulder but excludes radiating pain down the arm, headaches/migraines or cranial neuropathy-related pain.

Exposure Experience of chronic neck or back pain.
Outcome The inclusion of female-specific considerations within the CPGs and CGDs 

This included the types of female-specific factors (e.g biological, psychological, social) and female-specific 
recommendations (e.g pharmacological intervention, lifestyle advice, patient education) outlined within each CPG/CGD, 
with a specific focus on non-surgical approaches.
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disagreements during the full text screening were 
resolved through discussion, with a third reviewer 
(AT) consulted where necessary. Finally, the refer
ence lists of all records included after full-text 
screening were checked to identify any additional 
eligible records.

All included studies were charted using Microsoft 
Excel and data was extracted using the following 
categories: (1) Publication information: title, organ
isation, year of first publication/updates, location; 
(2) Population group characteristics; (3) Any 
female-specific factors contained in the publication: 
epidemiological, biological, psychological, social; (4) 
Any female-specific recommendations contained in 
the publication: assessment, pharmacological inter
vention, lifestyle advice, patient education; (5) 
Recommendations for research; (6) Limitations as 
declared by the author. The data extraction table is 
available, in full, in Appendix 2.

2.4. Data synthesis process

A content analysis was performed to systematically 
analyse and interpret the included records [32]. The 
presence of specific keywords was quantified: ‘female’, 
‘woman’, ‘women’, ‘male’, ‘man’, ‘men’, ‘people(‘s)’, 
‘person(s/’s)’, ‘individual(s/’s)’, ‘gender,’ and ‘sex’. The 
terms ‘female’ and ‘woman/women’ were chosen to 
determine how frequently female-specific factors 
were mentioned. ‘Male’ and ‘man/men’ were also 
searched for to compare how male-specific factors 
were considered in relation to female-specific factors. 

‘People(’s)/person(s/’s)/individual(s/’s)’ were included 
to assess whether populations were referred to in a 
gender-neutral manner or differentiated by sex or gen
der. The terms ‘gender’ and ‘sex’ were included to 
identify whether the distinction between these terms 
was acknowledged.

For records that included mentions of ‘female,’ 
thematic analysis (within documentary analysis) was 
conducted to explore how and when female-specific 
factors were incorporated, identifying any underly
ing themes and patterns [33,34]. As CPGs are docu
mentary outputs rather than empirical studies, 
thematic analysis was conducted across the full text 
of each guideline, including background, contextual, 
and recommendation sections. This approach was 
adopted to capture how sex-related considerations 
were framed, contextualised, and justified through
out the document, rather than limiting analysis to 
recommendation statements alone.

3. Results

The literature searches initially returned 664 records 
from both the electronic databases (n¼ 237) and the 
Grey Literature Registers (n¼ 427). Following 
screening, a total of eight records were considered 
eligible for inclusion. One additional CPG was 
added during reference list searching of the included 
records, delivering a total of nine records included 
in this review (Figure 1).

Figure 1. PRISMA flow diagram [27].
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3.1. Document characteristics

Owing to the inclusion criteria applied during 
screening, all records included in this scoping 
review were UK-based, with one specifically from 
Scotland [34]. The National Institute for Health and 
Care Excellence (NICE) published eight records 
[33,35–41] (one in partnership with the Royal 
College of Physicians) [33], while the Scottish 
Intercollegiate Guidelines Network (SIGN) pub
lished one record [34]. Four of the records were 
CPGs [33,34,40,41] and five were CGDs [35–39]. All 
records were published between 2016 and 2024, 
with three being revisions of previously published 
CPGs (Table 2) [33,34,40]. The authors attempted 
to retrieve previous versions of these records, man
aging to retrieve only one draft version [42].

All records relate to pain management for adults 
aged 16 and over. Two of the records made recom
mendations in relation to chronic pain, and in both, 
neck and back pain were mentioned as frequently 
reported chronic pain conditions [33,34]. Of the 

remaining seven records, four were for spondyloar
thritis [35,37,39,41], three of which specifically 
referred to active non-radiographic axial spondy
loarthritis [35,37,39], one was for ankylosing spon
dylitis [36], and two focused on LBP and sciatica 
[40], including non-specific LBP [38].

3.2. Content analysis

None of the nine records included the word ‘female.’ 
Four of the records made reference to ‘woman’ or 
‘women,’ with a total count of eight mentions 
[33,34,39,41]. The word ‘male’ was mentioned in one 
record, with two counts in total [39]. Reference to 
‘man’ or ‘men’ was made in two records, with a total 
of four mentions throughout [39,41]. ‘Gender’ was 
mentioned in one of the records [34], and the word 
‘sex’ was not mentioned at all. All nine records 
included the words ‘people(’s),’ ‘person(s/’s),’ and 
‘individual(s/’s),’ with 628 mentions in total (Table 3) 
[33–41].

Table 2. Data charting.
Title Organisation Year Location Population

CPG (n¼ 4) Spondyloarthritis in over 16s: 
diagnosis and 
management [41]

NICE 2017 UK Spondyloarthritis in adults who are 16 
years or older; adults who are 16 
years or older with axial or 
peripheral symptoms who have 
previously been diagnosed with 
juvenile idiopathic arthritis.

Management of chronic 
pain [34]

SIGN Published: 2013 
Updated: 2019

Scotland 
(UK)

Adults with chronic non-malignant 
pain in non-specialist settings.

Low back pain and sciatica in 
over 16s: assessment and 
management [40]

NICE Published: 2016 
Updated: 2020

UK Low back pain and sciatica in people 
aged 16 and over.

Chronic pain in over 16s: 
assessment of 
all chronic pain and 
management 
of chronic primary pain [33]

NICE, 
in partnership with 

Royal College of 
Physicians

Published: 2021 
Updated: 2022

UK Chronic pain (chronic primary pain, 
chronic secondary pain, or both) in 
people aged 16 years and over.

CGD (n¼ 5) TNF-alpha inhibitors for 
ankylosing spondylitis and 
non-radiographic axial 
spondyloarthritis [39]

NICE 2016 UK Adults with severe active ankylosing 
spondylitis and severe non- 
radiographic axial spondyloarthritis 
where the disease has responded 
inadequately to, or who cannot 
tolerate, conventional therapy.

Ixekizumab for treating axial 
spondyloarthritis [35]

NICE 2021 UK Adults with active ankylosing 
spondylitis that is not controlled 
well enough with conventional 
therapy. 

Adults with active non-radiographic 
axial spondyloarthritis with 
objective signs of inflammation 
that is not controlled well enough 
with non-steroidal anti- 
inflammatory drugs.

Secukinumab for treating non- 
radiographic axial 
spondyloarthritis [37]

NICE 2021 UK Adults with active non-radiographic 
axial spondyloarthritis with 
objective signs of inflammation 
that is not controlled well enough 
with conventional therapy.

Tofacitinib for treating active 
ankylosing spondylitis [36]

NICE 2023 UK Adults with active ankylosing 
spondylitis that is not controlled 
well enough with conventional 
therapy.

Digital technologies for 
managing non-specific 
low back pain: early value 
assessment [38]

NICE 2024 UK People aged 16 years and over with 
non-specific LBP.

PHYSICAL THERAPY REVIEWS 5



As none of the included records mentioned 
‘female’ within the documents, upon completion of 
the content analysis, the authors decided to proceed 
with conducting the documentary analysis and the
matic analysis on documents that included the 
words ‘women’ or ‘woman’ [33,34,39,41].

3.3. Documentary analysis

In total, three CPGs and one CGD were analysed. 
The three CPGs shared a similar structure. The 
average length of the CPGs was 47 pages, ranging 
from 33 to 70 pages. Each CPG consisted of an 
overview of the presenting condition, a contents 
page, a description of the target population, a con
text section including definitions, recommendations, 
key recommendations for research, more informa
tion and committee details, and information about 
the update and development of the guideline. The 
NICE guideline for spondyloarthritis provides diag
nosis and management recommendations for adults 
who are 16 years or older [41]. The recommenda
tions are for use within non-specialist and specialist 
care-settings. Suggested management approaches 
include pharmacological and non-pharmacological 
management including flare-ups, and surgical inter
vention. The NICE guideline which was developed 
in partnership with the Royal College of Physicians 
for assessment and management of chronic primary 
pain in over 16s provides non-pharmacological rec
ommendations including exercise and physical activ
ity, psychological therapy, acupuncture, electrical 
physical modalities, pain management programmes, 
manual therapy, and social interventions [33]. 
Pharmacological recommendations are also listed. 
SIGN’s CPG also provides recommendations for the 
management of chronic pain using non-pharmaco
logical approaches (self-management, psychologically 
based interventions, physical therapies, complemen
tary therapies and dietary therapies), and pharmaco
logical interventions [34].

The CGD which was 77 pages in length had a slightly 
different structure to the CPGs, starting with recom
mendations, followed by clinical need and practice, 
and then onto the different technologies used [39]. 
Features such as a committee discussion, cost effective
ness, implementation, review of the guidance, informa
tion and sources of evidence, and any other update 
information were included. Clinical effectiveness, 
adverse effects, and patient expert advice are discussed, 
alongside the implementations of these into future clin
ical practice.

3.4. Thematic analysis

Due to the absence of the word ‘female’ across all 
documents, thematic analysis was conducted on 
documents containing ‘women’ or ‘woman,’ and 
three key themes were identified:

1. Use of sex-related epidemiological context in 
guideline framing

2. Patient-centred but not sex-considered approaches 
to healthcare

3. Women’s health and reproductive health 
considerations

Themes derived from contextual sections of 
guidelines were interpreted as reflecting how popu
lations and evidence are framed, rather than as dir
ect determinants of clinical recommendations.

3.4.1. Use of sex-related epidemiological context 
in guideline framing
References to sex-related differences in prevalence 
were treated as contextual framing used by guideline 
developers to define scope and relevance, rather than 
as findings informing or shaping clinical recommenda
tions. Across all four records, context is provided, ena
bling some comprehension relating to the size of the 
problem, or the number of individuals that are 
affected [33,34,39,41]. However, the level of detail 

Table 3. Content analysis of gender and sex-related terms used within the nine included COGs and CGDs.

Record Female
Woman  
women Male

Man 
Men

People(‘s) 
Person(s/’s) 

Individual(s/’s) Gender Sex

CPG (n¼ 4) Spondyloarthritis in over 16s: diagnosis and 
management [41]

0 2 0 2 115 0 0

Management of chronic pain [34] 0 3 0 0 70 1 0
Low back pain and sciatica in over 16s: assessment and 

management [40]
0 0 0 0 46 0 0

Chronic pain in over 16s: assessment of all chronic pain 
and management of chronic primary pain [33]

0 2 0 0 114 0 0

CGD (n¼ 5) TNF-alpha inhibitors for ankylosing spondylitis and non- 
radiographic axial spondyloarthritis [39]

0 3 2 2 128 0 0

Ixekizumab for treating axial spondyloarthritis [35] 0 0 0 0 31 0 0
Secukinumab for treating non-radiographic axial 

spondyloarthritis [37]
0 0 0 0 53 0 0

Tofacitinib for treating active ankylosing spondylitis [36] 0 0 0 0 38 0 0
Digital technologies for managing non-specific low back 

pain: early value assessment [38]
0 0 0 0 33 0 0

Bolded records are those that were included in the thematic analysis based on their inclusion of the terms ‘woman’ or ‘women.’
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varies significantly between records. Notably, both 
CPGs for chronic pain management include data 
related to the adult population, although there was no 
explicit mention of any disparities between males and 
females:

Across Europe, approximately 18% of the 
population are currently affected by moderate to 
severe chronic pain [34]

In the UK the prevalence of chronic pain is uncertain, 
but appears common, affecting perhaps one-third to 
one-half of the population … .The prevalence of 
chronic primary pain is unknown, but is estimated to 
be between 1% and 6% in England. [33]

In contrast in the CPG for diagnosis of spondy
loarthritis, different prevalence rates were noted for 
men and women for ankylosing spondylitis [39], 
and in the CPG addressing axial spondyloarthritis, it 
was acknowledged that the condition does not dis
criminate between sex [41]:

The prevalence of ankylosing spondylitis is thought 
to range from 0.05% to 0.23% and it is about 3 
times more common in men than in women. [39]

Spondyloarthritis affects about equal numbers of 
men and women [41]

3.4.2. Patient-centred but not sex-considered 
approaches to healthcare
The need for patient-centred, individualized care 
that meets the needs of the patient was frequently 
mentioned across all records [33,34,39,41]. This 
underlying theme features within the assessment 
and management recommendations and committee 
discussions throughout the documents, highlighting 
the importance of this type of approach for optimis
ing patient care. For example, during the assessment 
of individuals with chronic pain, it is recommended 
to ‘Offer a person-centred assessment … to identify 
factors contributing to the pain … ’ [33] with further 
support elsewhere:

a compassionate, patient-centred approach to 
assessment and management of chronic pain is 
likely to optimize the therapeutic environment and 
improve the chances of successful outcome [34]

Management and treatment recommendations 
frequently suggest ‘Care management [which] 
encompasses the assessment of a patient’s needs, 
development of an individualised care plan … and the 
monitoring and reassessment of those needs’ [34], 

and for individual’s personal preferences to be con
sidered, on occasion specifically relating to self-man
agement and exercise interventions:

Provide advice and information relevant to the 
person’s individual preferences, at all stages of care, 
to help them make decisions about managing their 
condition, including self-management [33]

Refer people with axial spondyloarthritis to a 
specialist physiotherapist to start an individualized, 
structured exercise programme [39]

Whilst recommending an individualised, patient- 
centred approach is a positive step, allowing for the 
consideration of various personal factors, many 
records considered individual characteristics such as 
socioeconomic status, cultural and ethnic back
ground, faith group, social and emotional factors, 
expectations and beliefs, and mental health. 
However, sex was notably omitted throughout all 
documents and their recommendations. Although 
one record referred to ‘biological factors,’ it did not 
explicitly mention ‘biological sex.’ ‘Biological factors’ 
could encompass a range of considerations distinct 
from ‘biological sex’ Furthermore, one publication 
stated a commitment to equality and diversity, spe
cifically assessing its impact on six protected equal
ity groups: age, disability, gender, race, religion/ 
belief, and sexual orientation. Yet, sex was omitted 
(Figure 2).

3.4.3. Women’s health and reproductive health 
considerations
Across the guidelines, women’s health or reproduct
ive health considerations were recommended to 
be considered during the decision-making process. 
Three guidelines referred to female-specific 
health conditions, including ‘pregnancy’ [41] and 
‘endometriosis’ [33], both advising healthcare profes
sionals to be aware of the potential significance of 
co-morbidities and underlying conditions during the 
assessment and management of chronic pain. 
Furthermore ‘amenorrhoea’ was described as a 
potential side effect associated with long term use of 
opioids for chronic pain management [34].

Reproductive health considerations related to fac
tors that should not be overlooked prior to pharma
cological interventions being implemented. For 
instance, ‘ … breastfeeding mothers … should not 
use codeine’ [34] will directly influence decision 
making. Furthermore, information relating to libido 
may directly influence someone’s decision to pro
ceed with a pharmacological intervention if they are 
considering family planning in the near future:

In women, observational studies have found … 
decreased libido in 61% to 100% of study 
participants treated with opioids long term. [34]

Whilst not a factor to consider during the deci
sion-making process, it was also stated that ‘Women 
with non-axial spondyloarthritis are less likely to 
have children’ [39] which may be an important fac
tor for healthcare professionals to discuss with their 
patients as part of patient education to ensure 
patient expectations are in line with reality.
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No rehabilitation or exercise-specific recommen
dations addressing pregnancy, postpartum recovery, 
or menopause-related MSK considerations were 
identified.

4. Discussion

This scoping review was designed to assess whether 
clinical guidance addressing chronic neck and back 
pain incorporates female-specific considerations. 
This review was intentionally limited to UK CPGs 
to allow detailed examination within a single health
care and policy context; it is not intended as an 
international comparison of guideline content. 
However, this focus on UK guidance means that 
findings may not be directly transferable to other 
healthcare systems, where guideline development 
methods, evidence structures, and service delivery 
and priorities differ. The primary finding of this 
review is the notable absence of sex-specific terms 
such as ‘male’ and ‘female,’ in all records examined. 
Only four of the nine records used the term 
‘women,’ focusing on gender identity rather than 
biological sex. This is concerning given the well- 
documented differences in the prevalence, experi
ence, and management of chronic neck and back 
pain between males and females [2–6]. The absence 
of sex-specific language raises questions about 
whether current guidance adequately addresses the 
distinct biological and sex-related needs of patients, 

potentially leading to suboptimal treatment out
comes, particularly for females.

4.1. Absence of sex-specific terminology

The content analysis of the records revealed that 
gender-neutral terms like ‘people’, ‘person’, and 
‘individual’ were widely used, while terms related to 
biological sex were notably absent. Although the use 
of inclusive language is increasingly encouraged in 
medicine to avoid bias and promote equality, it is 
critical to recognise the significant disparities in 
health outcomes between sexes. For example, 
chronic MSK pain, including neck and back pain, 
affects males and females differently due to bio
logical and hormonal variations [10–12,43,44]. 
Ignoring these differences within guidance may lead 
to a one-size-fits-all approach, which is ill-suited for 
addressing sex-specific needs in pain management. 
The lack of distinction between sex and gender 
within these guidelines could perpetuate a clinical 
environment that overlooks the unique physiological 
factors contributing to the higher prevalence of 
chronic pain in females.

While patient-centred and individualised care are 
emphasised across clinical guidance, these principles 
do not automatically ensure that sex-related factors 
are systematically addressed unless they are expli
citly signposted and operationalised. Patient-centred 
care frameworks often focus on tailoring to individ
ual preferences and circumstances, yet equity- 

Figure 2. The individual characteristics that were considered in the CPGs and CGDs.
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relevant variables (including sex) can remain under
emphasised when guideline questions, evidence syn
thesis, and implementation tools do not explicitly 
incorporate them. Notably, several CPGs explicitly 
highlighted other equity-relevant factors (e.g. socioe
conomic status, ethnicity etc) yet did not acknow
ledge sex, despite international guideline- 
development frameworks identifying sex as a core 
variable that should be considered and transparently 
reported. Consequently, ‘individualisation’ may 
function as a generic instruction that places respon
sibility for recognising and integrating sex-related 
considerations entirely at the clinician level, rather 
than being supported through guideline-level trans
parency regarding when such factors are relevant or 
where evidence is insufficient.

Interpretation of the findings of this review 
requires consideration of how clinical practice 
guidelines are developed. UK guidelines are typically 
designed to maximise generalisability across hetero
geneous patient populations and are constrained by 
the availability and structure of the underlying evi
dence base. Where sex-stratified evidence is limited 
or inconsistent, guideline developers may prioritise 
broadly applicable recommendations and avoid 
explicit subgroup specification. However, inter
national frameworks reinforce the need for explicit 
consideration. The GRADE-Equity guidance recom
mends [45] that equity-relevant variables, including 
sex, be systematically addressed during guideline 
development, with transparent reporting when sub
group-specific evidence is limited. Likewise, the 
SAGER guidelines [46] call for consistent inclusion 
and reporting of sex throughout research and evidence 
synthesis. These standards highlight that sex-related 
factors should not be left to implicit clinician judge
ment but should be incorporated at the guideline level 
to support equitable, evidence-informed care.

4.2. Sex differences in musculoskeletal pain

Chronic neck and back pain are more prevalent in 
females than males [4,6], with females showing a 
greater vulnerability [7]. For example, females have 
been found to have a 1.27 times higher prevalence 
of chronic low back pain compared to males, with 
neck pain also more commonly reported in female 
patients [7,47]. These differences are often attributed 
to hormonal fluctuations, variations in body com
position, and MSK anatomy [10–12,43,44]. For 
instance, females tend to have wider pelvises, which 
can alter spinal biomechanics, contributing to a 
higher incidence of spinal disorders. Additionally, 
fluctuations in oestrogen levels, particularly during 
pregnancy and menopause, can influence pain per
ception, making chronic pain more pronounced in 

females [48]. Despite these well-documented differ
ences, most pain management practices remain 
based on research conducted primarily on male sub
jects. The historical underrepresentation of females 
in clinical trials has led to a knowledge gap in how 
best to treat MSK pain in females. This disparity 
suggests that the higher prevalence of chronic pain 
in females may be due not only to biological differ
ences but also to the failure of existing treatment 
protocols, largely based on male physiology, to 
adequately address female’s needs [49]. Given that 
guideline developers depend on the available evi
dence base, the limited sex-stratified research under
pinning UK CPGs may partly explain the absence of 
sex-specific recommendations

4.3. Historical context of exclusion

The exclusion of females from clinical trials has deep 
historical roots [50,51]. In 1977, the US FDA issued 
guidelines advising against the inclusion of females of 
childbearing potential in early-phase drug trials, largely 
due to concerns about potential risks to foetuses [52]. 
This exclusion created significant gaps in the under
standing of how medical treatments, including pain 
management interventions, affect females [49,53]. It 
wasn’t until the 1990s, with the passage of the NIH 
Revitalisation Act in 1993, that females were formally 
required to be included in federally funded clinical tri
als [49,52,53]. However, even after these regulatory 
changes, females continued to be underrepresented in 
pain research, including studies related to MSK condi
tions like chronic neck and back pain. The consequen
ces of this historical exclusion are still felt today [52]. 
Many treatment protocols for chronic MSK pain were 
developed based on research conducted primarily on 
males, leading to a male-centric approach in pain man
agement [54]. For example, females may require differ
ent dosages of pain-relieving medications or alternative 
therapeutic interventions due to their unique hormonal 
and anatomical characteristics [7]. Yet, these nuances 
are often overlooked in clinical practice [7,52,54]. 
These structural evidentiary gaps shape guideline devel
opment: when research does not provide robust sex- 
stratified data, guideline developers may be constrained 
in their ability to incorporate sex-specific recommenda
tions, even when clinically relevant.

4.4. Implications for physiotherapy and 
rehabilitation practice

Although this review focused on the content and 
development of CPGs rather than on specific 
rehabilitation interventions, the findings have direct 
relevance for physiotherapy practice. Physiotherapists 
routinely deliver individualised care for people with 
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neck and back pain, taking into account a wide range 
of biological, functional, and psychosocial factors. 
However, the guidelines reviewed frequently relied 
on broad statements advocating ‘individualised’ or 
‘person-centred’ care without operationalising how 
sex-related factors might influence rehabilitation 
assessment, exercise prescription, progression, or self- 
management strategies.

In the absence of explicit guidance, physiotherapists 
are required to rely on personal clinical judgement to 
account for sex-related considerations that may 
be relevant to MSK rehabilitation, such as pregnancy 
and postpartum recovery, menopause-related MSK 
changes, pain persistence, functional loading tolerance, 
and life-stage-related constraints on activity and adher
ence. This gap likely reflects not a lack of relevance 
but the constraints of guideline development, includ
ing scope decisions and stakeholder composition, 
which may influence whether sex-related considera
tions are foregrounded or deprioritised. The findings 
of this review suggest that this reliance on implicit 
individualisation places the responsibility for sex- 
informed care solely at the clinician level, rather than 
being supported by guideline-level signalling or evi
dence-informed recommendations.

Importantly, this does not reflect a deficit in 
physiotherapy practice or competence. Rather, it high
lights a gap between the complexity of clinical 
rehabilitation and the level of specificity provided 
within current guideline frameworks. Greater transpar
ency regarding the inclusion or exclusion of sex- 
related considerations, alongside clearer identification of 
evidence gaps and research priorities, may better sup
port physiotherapists in delivering equitable and con
text-sensitive MSK care. From a physiotherapy 
perspective, the integration of sex-related considerations 
at the guideline development stage (rather than solely 
at the point of clinical interpretation) has the potential 
to enhance consistency, equity, and confidence in 
rehabilitation decision-making across MSK services.

From a guideline development perspective, these 
findings suggest the importance of more explicit 
consideration of equity-relevant variables within the 
scoping, question formulation, and evidence synthe
sis stages of CPG development. While national 
guidelines necessarily prioritise generalisability, 
greater transparency regarding when sex- and life- 
stage-related factors are considered relevant, and 
when evidence is insufficient to support specificity, 
may help bridge the gap between broad recommen
dations and the contextual realities of clinical prac
tice. Incorporating equity considerations at the 
methodological level, rather than relying solely on 
generic principles of individualised care, may sup
port more consistent and interpretable application 
of guidance across diverse patient populations.

4.5. Progress and future directions

In interpreting these study findings, it is important 
to recognise that the purpose of a scoping review is 
to map the presence and nature of content within 
existing guidance, rather than to determine the 
underlying reasons for omissions. Nonetheless, the 
consistent absence of sex-specific considerations 
across CPGs is itself informative. It reflects not only 
the limited availability of sex-stratified evidence, but 
also the historical tendency for research to conceptual
ise males and females as a homogeneous population 
and the selective prioritisation of other equity-relevant 
characteristics within guideline scope. Making these 
gaps visible is a key function of scoping methodology 
and highlights opportunities for future research and 
guideline development to address sex more explicitly 
as a core determinant of MSK health.

Although there has been growing recognition of 
the importance of sex-specific research and the need 
to stratify data by sex in clinical trials, progress 
remains uneven. International guidelines now often 
stress the importance of conducting separate analyses 
for males and females to account for biological differ
ences in pain perception, drug metabolism, and treat
ment efficacy. Females, particularly those who are 
pregnant or breastfeeding, continue to be excluded 
from many studies, and sex-specific guidance for MSK 
pain management is still limited [51,52,55]. As a 
result, CPGs often adopt a homogeneous approach 
that may inadvertently reinforce a male-default model 
in clinical practice. Incorporating sex-specific nuances 
into guidelines for chronic neck and low back pain is 
essential, as assuming that males and females respond 
similarly to interventions risks perpetuating subopti
mal care for females, who experience a higher preva
lence and burden of chronic pain and are often 
inadequately served by existing models of care. These 
insights highlight both the progress made and the sub
stantial opportunities that remain for advancing sex- 
inclusive MSK research and developing future CPGs 
that more accurately reflect the diverse needs of the 
populations they serve.

5. Conclusion

Failure to include sex as a factor within clinical 
guidelines is a significant oversight that may lead to 
suboptimal care for both female and male patients. 
This omission is particularly significant given that 
sex-based biological differences, such as hormonal 
fluctuations, skeletal structure, and pain perception, 
are well-documented contributors to the disparities 
in how chronic pain is experienced and managed 
between males and females. Without explicit consid
eration of biological sex, the guidelines risk over
looking these critical differences, which could 
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impact the effectiveness of pain management strat
egies for different patient groups. Accurate imple
mentation of biological sex within clinical guidance 
will provide more comprehensive, effective, and 
equitable healthcare for all individuals. Future 
guidelines must bridge this gap to enhance the qual
ity and specificity of neck and back pain manage
ment strategies, ensuring they cater to the distinct 
needs of everyone. While sex-focused research is 
already being conducted, more comprehensive and 
widely implemented sex-based analyses are needed 
to address the remaining gaps. This research must 
be systematically integrated into medical practice 
and guideline development to underpin and inform 
the creation of truly person-centred guidelines. 
From a physiotherapy perspective, the integration of 
sex-related considerations at the guideline develop
ment stage (rather than solely at the point of clinical 
interpretation) has the potential to enhance consist
ency, equity, and confidence in rehabilitation deci
sion-making across MSK services.
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Appendix 2. Data extraction table continued.
Record information

Recommendations for future research Limitations, as described by authorsTitle

Clinical practice guidelines
Management of chronic pain Studies to examine the effect on treatment 

outcomes of assessing the type, severity and 
impact of chronic pain using current validated 
instruments in primary care. Studies to help 
identify, at the time of diagnosis, which patients 
are likely to have poorer outcomes and whether 
referring them at an early stage improves 
outcomes and reduces harms. Investigation of the 
efficacy of simple approaches to enhancing 
professional-patient interactions in consultations in 
non-specialist settings to improve long-term 
health outcomes in patients with chronic pain. 
RCTs on the efficacy of paracetamol in patients 
with chronic low back pain. Studies of 
interventions to support reduction or cessation of 
prescription opioids. Studies of efficacy and harms 
of opioids beyond three months’ use. Harms 
potentially include (but are not restricted to) 
problematic use, mortality, impact on endocrine 
and/or immune function, GI effects. Studies of 
factors affecting individual response to opioid 
therapy. Studies of harm reduction strategies for 
patients on continued opioid use for chronic pain. 
Investigation of strategies for combining drug 
therapies for optimal efficacy, safety and cost 
effectiveness. RCTs on the efficacy of pain 
neurophysiology education. RCTs on the efficacy 
of acceptance and commitment therapy. Large 
RCTs on the use of acupuncture compared to 
standard care or other therapies in reducing pain 
and improving quality of life. Researchers should 
ensure that the acupuncture is carried out by 
practitioners who have received professional 
training. Sham acupuncture is not a suitable 
comparator. Economic modelling into the cost 
effectiveness of an acupuncture service. Studies 
into the use of music in combination with other 
non-pharmacological therapies in patients with 
chronic pain to determine the outcomes of 
reduction in pain intensity, reduction in use of 
pharmacological therapies, and cost effectiveness’ 
into the use of hypnosis for pain relief Studies 
into the use of herbal medicines, such as 
harposogide, for pain relief. Investigation into 
which specific dietary interventions may be 
beneficial to both specific (e.g diabetic 
neuropathic pain) and chronic pain conditions in 
general. Studies into the effect of vitamins A, B6, 
C, E, omega-3 fatty acids, salts (Ca, Mg, Se, Zn, Fe) 
and lactic ferments) in pain relief.

Difficulties in reporting make the interpretation of 
the evidence base challenging. Pain is defined by 
the International Association for the Study of Pain 
as ‘an unpleasant sensory or emotional experience 
associated with actual or potential tissue damage 
or described in terms of such damage.’ Chronic 
pain is a complex phenomenon with consequent 
challenges for its assessment and management 
both in clinical trials and routine clinical practice. 
This is further complicated by the fact that even 
in the same condition there may be quite 
different pain mechanisms among patients. While 
changes in the peripheral pain processing might 
predominate in one patient, central changes may 
be much more important in the next patient. 
While a particular treatment may work very 
effectively in one patient, it may not work at all in 
another patient with the same condition. In 
clinical trials, unless there is careful assessment of 
the chronic pain syndrome in each patient, 
potentially useful treatments may be discarded as 
being ineffective when the average response is 
considered. Even good-quality, adequately 
powered double-blinded randomised controlled 
trials may not provide the best approach for 
developing a strong evidence base for pain 
management. These limitations have been 
recognised internationally, leading to the 
development of the Initiative on Methods, 
Measurement and Pain Assessment in Clinical 
Trials (IMMPACT, www.immpact.org.) in 2002 In 
addition to the limitations of assessment and trial 
design, concerns have been raised about how 
analysis methods may either obscure clinically 
important positive outcomes, or overestimate 
treatment effects. If the average response is 
considered, a treatment may appear ineffective, 
whereas it could have the potential to be 
effective in a particular subgroup of the patients 
being studied. It may, therefore, be useful to 
analyse responders to a particular treatment 
separately from non-responders. Another 
important factor is how patients who drop out 
before completing the study are dealt with in the 
analysis. Using the last-observation-carried-forward 
(LOCF) for patients who drop out assumes that in 
a randomised controlled trial (RCT) dropouts will 
occur randomly between the treatment groups. 
The active treatment may be an effective 
analgesic but if it has an unpleasant side effect 
profile then dropouts are likely to be higher in a 
non-random manner in this treatment group. Pain 
scores prior to drop out may therefore 
demonstrate efficacy, but in clinical practice this 
treatment is unlikely to be tolerated. The majority 
of RCTs use the imputation method of LOCF and 
may therefore potentially overestimate the 
treatment effect.

Chronic pain (primary and 
secondary) in over 16s: 
assessment of all chronic pain 
and management of chronic 
primary pain (NG193)

Key Recommendations 
Psychological therapy – mindfulness for chronic 

primary pain: What is the clinical and cost 
effectiveness of mindfulness therapy for managing 
chronic primary pain in people aged 16 years and 
over? Psychological therapy – CBT for insomnia in 
chronic primary pain: What is the clinical and cost 
effectiveness of cognitive behavioural therapy 
(CBT) for insomnia or CBT for insomnia and pain 
for managing chronic primary pain in people aged 
16 years and over? Manual therapies for chronic 
primary pain: What is the clinical and cost 
effectiveness of manual therapy for managing 
chronic primary pain in people aged 16 years and 
over? Repeat courses of acupuncture for chronic 
primary pain: What is the clinical and cost 
effectiveness of repeat courses of acupuncture or 

–

(continued)
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Continued.
Record information

Recommendations for future research Limitations, as described by authorsTitle
dry needling for managing chronic primary pain 
in people aged 16 years and over? 
Pharmacological interventions – gabapentinoids 
and local anaesthetics for complex regional pain 
syndrome: What is the clinical and cost 
effectiveness of gabapentinoids or local 
anaesthetics for managing complex regional pain 
syndrome in people aged 16 years and over? 

Other Recommendations 
Factors that may be barriers to successfully 

managing chronic pain, including chronic primary 
pain: What risk factors enable stratification of 
treatment for people aged 16 years and over with 
chronic pain? Social interventions for chronic pain, 
including chronic primary pain: What is the clinical 
and cost effectiveness of social interventions 
aimed at improving the quality of life of people 
aged 16 years and over with chronic pain? 
Psychotherapy for chronic primary pain: What is 
the clinical and cost effectiveness of 
psychodynamic psychotherapy for managing 
chronic primary pain in people aged 16 years and 
over? Relaxation therapy for chronic primary pain: 
What is the clinical and cost effectiveness of 
relaxation therapies for managing chronic primary 
pain in people aged 16 years and over? Laser 
therapy for chronic primary pain: What is the 
clinical and cost effectiveness of laser therapy for 
managing chronic primary pain in people aged 16 
years and over? Transcranial magnetic stimulation 
for chronic primary pain: What is the clinical and 
cost effectiveness of transcranial magnetic 
stimulation for managing chronic primary pain in 
people aged 16 years and over?

Low back pain and sciatica in over 
16s: assessment and 
management (NG59)

Key Recommendations 
Pharmacological therapies: what is the clinical and 

cost effectiveness of opioids for the management 
of acute sciatica? What is the clinical and cost 
effectiveness of antidepressants for the 
management of sciatica? What is the clinical and 
cost effectiveness of benzodiazepines for the 
management of acute low back pain? What is the 
clinical and cost effectiveness of codeine with and 
without paracetamol for the management of 
acute low back pain? Radiofrequency denervation: 
What is the clinical and cost effectiveness of 
radiofrequency denervation for chronic low back 
pain in the long term? 

Other Recommendations 
Epidurals: What is the clinical and cost effectiveness 

of image-guided compared with non-image- 
guided epidural injections for people with acute 
sciatica? Spinal fusion: Should people with low 
back pain be offered spinal fusion as a surgical 
option?

–

Spondyloarthritis in over 16s: 
diagnosis and management

Referral criteria for people with suspected axial 
spondyloarthritis: What are the optimal referral 
criteria for people with suspected axial 
spondyloarthritis? Long-term complications of 
spondyloarthritis: What is the incidence of long- 
term complications, in particular osteoporosis, 
cardiovascular disease (CVD) and metabolic 
syndrome, in people with spondyloarthritis, and 
how does this compare with the general 
population? Are any specific spondyloarthritis 
features or risk factors associated with the 
incidence and outcomes of these complications? 
Educational intervention to improve healthcare 
professionals’ awareness of spondyloarthritis: What 
is the effectiveness and cost effectiveness of 
educational interventions for healthcare 
professionals in order to increase the number of 
prompt diagnoses of spondyloarthritis? 
Pharmacological management of peripheral 
spondyloarthritis: What is the comparative 
effectiveness and cost effectiveness of standard 

–

(continued)

PHYSICAL THERAPY REVIEWS 17



Continued.
Record information

Recommendations for future research Limitations, as described by authorsTitle
DMARDs for managing peripheral 
spondyloarthritis, and is this effectiveness affected 
by differences in dose escalation protocols? 
Biological therapies for peripheral 
spondyloarthritis: What is the effectiveness and 
cost effectiveness of biological DMARDs in people 
with persistent peripheral spondyloarthritis 
(excluding psoriatic arthritis) or undifferentiated 
spondyloarthritis?

Clinical guidance documents
Digital technologies for managing 

non-specific low back pain: 
early value assessment (HTE16)

Evidence generation and more research are needed 
on: 

- pain and disability using the same outcome 
measure (musculoskeletal health questionnaire) 

- quality of life using the same outcome measure 
(EQ-5D-5L) 

- patient characteristics (such as type of back pain 
and severity) 

- time until return to normal daily activity 
- treatment adherence, that is, the number of 

people: 
- using a technology at baseline, 30 days and 

between 6 months and 1 year 
- who stop using a technology and their reasons for 

stopping 
- adverse events related to using the technology 
- healthcare resource use, including: 
- GP appointments 
- physiotherapy appointments 
- emergency department visits 
- how many people have self-referred for the 

technology and how many have been referred by 
a healthcare practitioner 

- the position of the technology in the care pathway 
- patients’ views on the effects of the technologies 

collected using a qualitative survey or through 
interviews

–

Ixekizumab for treating axial 
spondyloarthritis (TA718)

– –

Secukinumab for treating non- 
radiographic axial 
spondyloarthritis (TA719)

– –

TNF-alpha inhibitors for ankylosing 
spondylitis and non- 
radiographic axial 
spondyloarthritis (TA383)

– –

Tofacitinib for treating active 
ankylosing spondylitis (TA920)

– –
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