Editorial

Whiplash: Same Elephant,
Different Room
Musculoskeletal injury can cause acute pain and can also
trigger chronic pain. The mechanisms resulting in these 2
outcomes are essentially different, with acute pain relating
primarily to peripheral nociception and chronic pain relating
primarily to central sensitization. Acute musculoskeletal
pain usually resolves with time or treatment. Chronic pain,
by definition, persists and associates with significant
longterm health effects and diminished quality of life
(QOL). Despite the importance of this problem, the issues
surrounding persisting pain after injury remain controversial1. Aspects of postinjury pain and disability are
addressed in this issue of The Journal through followup of
persons involved in minor trauma from motor vehicle
accidents2.
The clinical features of patients with persisting pain after
trauma, where the inciting lesion has resolved, are usually
distinctive and embody a number of characteristic pain
phenotypes. Central sensitization is the most prominent
contributing mechanism3. Common examples are fibromyalgia (FM), regional pain syndrome, and complex
regional pain syndrome (CRPS)4. These disorders are
characterized by widespread or regionalized pain in a distribution that cannot be explained by an abnormality of a
specific localized musculoskeletal or neural structure, be it
in the periphery or in the spinal area. The pain may be
segmental and often accompanied by unpleasant
non-neuroanatomical sensory sensations within the same
region. There is widespread or regional lowering of pain
threshold elicited clinically by the determination of
abnormal tenderness on palpation, more prominent in
selected areas known as tender points. Muscular tightness,
co-contraction, and development of trigger points are
common. There is often mild soft tissue swelling and
dermatographia, indicative of neurogenic inflammation. In
CRPS more prominent vasomotor, sudomotor, muscle, and
dystrophic features are present5.
In addition to these physical signs, patients complain to
a varying degree about sleep disturbance, fatigue,

cognitive dysfunction, and somatic problems such as
headache or gastrointestinal discomfort, and depression.
Identification of these overarching symptoms, common to
many chronic pain phenotypes, allowed for evolution of
the criteria for FM. The initial 1990 American College of
Rheumatology (ACR) classification criteria link
widespread pain and widespread tenderness as core
features6. The 2010/11 ACR diagnostic criteria draw on
clinical features that associate the distribution of pain to
high levels of the above key symptoms, particularly those
that relate to sleep, fatigue, and cognition7. These
symptoms provide a valid surrogate for emotional
distress, and allow for development of the polysymptomatic distress scale (PSD)8. These criteria then are more
holistic, recording more mind-body associations than pure
clinical physical characteristics and generate a diagnosis
of FM and also a specified point on the PSD scale
continuum — higher levels associating with tendency to
FM (so-called fibromyalgianess, or central sensitivity).
These ACR criteria sets for FM are not mutually exclusive
as one derives from the other, but they usefully capture
different aspects of the FM phenotype. Importantly,
because there is no absolute requirement for the pain to be
widespread, the 2010/2011 criteria allow for diagnosis of
many regional pain syndromes as FM.
In the context of postinjury chronic pain, the 2010/11
ACR criteria are clinically useful in that they represent the
essence of central ongoing symptoms in a wide range of
situations that have traditionally been designated with
poorly considered specific terms. Whiplash is a good
example of this. The Quebec Task Force defined whiplash
as the initial “injury” and whiplash associated disorder
(WAD) as the compilation of symptoms and signs that
might follow over a longer time period after the initial
injury had seemed to resolve9. The term “whiplash” derives
from a putative mechanism of injury but should be
discarded for a simple descriptive term, such as neck pain.
This avoids potential iatrogenic consequences of the
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emotion-laden term “whiplash.” The term WAD is even
more problematic. Essentially, if one uses the 2010/11 ACR
criteria, patients with WAD will either fulfill criteria for FM
or have high PSD (fibromyalgianess) scores. There is no
formal study of the PSD scale in WAD to date. However, to
support this notion, a number of studies of patients who are
considered to have WAD have found psychophysical
characteristics typical of patients deemed to have
FM10,11,12,13,14,15,16.
This situation is similar to other regional pain syndromes
that might occur after injury, such as low back pain and the
various names for postinjury upper limb pain syndromes.
Does it matter to re-label these disorders from the current
contemporary named condition to another, namely FM? We
believe that it does. It matters in that the FM central sensitization mechanism is well characterized and there is significant literature about how to best manage that disorder17. It
brings these apparently different pain phenotypes back
under the one umbrella, enhancing understanding, research,
and patient care.
The causes and outcomes of injury-triggered chronic
pain syndromes, such as FM, are of great interest owing to
high patient morbidity and the important role of causality in
the eyes of the law. Causality brings to the patient a range of
issues including possible compensation and monetary
reward, vindication, retribution, and blame. Being a victim
of injury can result in loss of control, rumination, anger, and
a host of other psychological responses. Taken together
these factors may continue to feed the mechanisms of
central sensitization. To gain better understanding of these
complex and interacting factors, the study of well-defined
triggers of FM should aid our understanding of this process.
The onset of pain in the cervical region after a specific event
such as a motor vehicle accident, with persisting pain in a
significant proportion of patients thereafter, is an excellent
model to study.
In this issue, Hours, et al2 use a French road accident
trauma registry of 1168 adults to identify a representative
cohort of 548 adults who were rated as having a mild injury
on the Abbreviated Injury Scale classification18. Of these,
68% of 255 adults who sustained “whiplash injury” were
compared to 70% of a reference group of 293 adults with
soft-tissue injury of a similar severity in some other area of
the body. Those with significant cervical spine lesions were
excluded from the study. Predictive modeling was used to
define which factors associated with different levels of
health status, family, and occupational consequences and
QOL 1 year after the initial accident.
The subsequent development of posttraumatic stress
disorder (PTSD) was a strong predictor of outcome in both
the whiplash and contusion groups. In fact, impaired QOL
did not correlate with whiplash when models were adjusted
for sociodemographic variables and history of psychological
distress. PTSD was the main determining factor for poorer
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QOL. Importantly, the initial injury was not a determinant in
the 12-month outcome.
There are a number of caveats to this study. These relate
to the specificity of the initial diagnosis and the classification that is done around the time of the incident.
Questionnaires applied in this instance are highly selective
and often do not capture the whole range of potentially
important psychological factors that could contribute to the
QOL and other outcome measures. Nevertheless, information gained in this study aids understanding. The data
highlight the importance of the psychological reaction to a
specific event, more than the actual event itself.
A high percentage of patients with FM have their
condition triggered by a specific traumatic life factor19.
There is a strong link between distress after trauma and pain.
Up to 80% of patients with severe PTSD have chronic
pain20. Studies using 1990 ACR criteria note that
trauma-associated distress links to FM21. It is likely that
future studies using the 2010/2011 ACR diagnostic criteria
and the PSD scale will identify a large population of patients
with “WAD,” as well as other regional pain syndromes, as
having FM or high levels of fibromyalgianess or central
sensitivity. Using this approach, it is hoped that the links
between trauma, distress, and FM will be easier to define.
Once FM is triggered, the pain mechanisms involved are
independent of those of the initial injury. This can cause
mismanagement if the ongoing symptoms are treated as
those of a peripheral injury, rather than relating to the central
mechanisms driving FM. As the management is essentially
different, so will the outcome be fundamentally different if
FM is not recognized. The correct diagnosis of the ongoing
symptoms will therefore affect a host of downstream events
ranging from pain, disability, and emotional distress,
through to interaction with social safety nets and litigation.
Each of these may in turn create further distress and
compound the problem.
The most important thing is to get the diagnosis right.
The central sensitization mechanism characterizing FM is
the “elephant in the room” in postinjury chronic pain, just as
it is in a host of other medical conditions where pain and
distress are present22. Poor appreciation of this ubiquitous
human response to stress with its resultant characteristic
pain phenotype will lead to poor management and bad and
costly outcomes.
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