WHIPLASH

General:
3-6 billion pounds compensation is paid out by European insurance companies annually for whiplash injuries.  The incidence actually increased following compulsory seat belt legislation in 1983.
Mechanism of Injury:
Classically the injury is an extension-flexion movement of the head in response to a rear-end collision.  Most spinal movement occurs at the cervico-dorsal junction, and in particular if there is no head support to the seat, this can be extreme.  This is further exaggerated by the seat belt which holds the thoraco-lumbar spine in place.  The net effect is very like the lash of a whip.
In reality people conspire to receive whiplash injuries in a remarkable number of ways, often far from motor vehicles and often with all manner of lateral, rotational and/or compressive forces.  
Clinical Findings:
Symptoms often do not occur for 12-24 hours, and progressively worsening symptoms over the first 3-5 days is common.  Initially diffuse pain is felt over the base of the neck and trapezius muscles, this then spreads to the shoulders and arms.  Paraesthesiae are common but usually transient, and can reach the fingers of each hand.  There is often subjective sensory change.
Associated symptoms are common, particularly headache, lightheadedness, anxiety, and tearfulness.  The headache is often occipital, spreading over the vault and behind the eyes.
Examination usually reveals global restriction in range of passive movement, forward flexion against resistance is always painful.
Radiological Investigation:
The vast majority of patients do get x-rayed at Casualty, although strictly speaking this should be restricted to patients with neurology, atypical symptoms (e.g. dysphagia), high-velocity injuries or, occasionally for medico-legal considerations.
Assessment in Practice:
History is very important, not least because requests for medical reports often follow, sometimes many months later.  It is also recommended that a second assessment should be made 3-6 weeks after the initial one as often it takes this long for the full impact (if you pardon the pun) of the injury to become apparent.  Emphasis does need to be placed on how the injury affects activities of daily living as this information will be required in a medical report.
Treatment:
Cervical collars – there is no evidence that wearing a collar in the first few days makes any difference.  It has been argued that they compound the problem by preventing early mobilisation to limit stiffness and pain.  
Adequate analgesia is important.  NSAIDs have a variable response, some patients clearly benefit, some do not.
Maintaining activity is important and has been shown to improve recovery time.
Persistent symptoms often improve with physiotherapy and manipulation.
Complimentary therapies can be beneficial at all stages, not just those slow to respond to conventional management.
Antidepressants can be helpful for chronic pain, fatigue and depression.
Prognosis:
This is notoriously unpredictable.  It is not clear why some people have persistent problems beyond 6 months.  MRI scanning studies have shown no predictors of prognosis and demonstrate no pathology in the vast majority of chronic whiplash sufferers.  MRI itself has been shown to be of limited usefulness in assessing whiplash.
90%  of patients are symptom free at 2 years, but only 30% of patients are symptom free at 7 months.  Long term distress and poor outcome are more related to stressful life events than clinical findings.
Of note, 1 week after a whiplash injury 80% of patients have normal results on psychometric testing.  Patients who have intrusive or disabling symptoms at 3 months have abnormal psychometric tests in 80% of cases.  Two thirds of these patients will still have abnormal tests 2 years later.  The physical and psychological outcome in 2 years time can be predicted at 3 months.
Late whiplash syndrome is more common in patients with stressful life events unrelated to the accident, particularly if they still suffer a high level of distress 1month after the incident.
In litigation cases a significant number of claimants are found to be malingering or deliberately under-performing in memory and concentration tests.
Factors Affecting Outcome After Whiplash Injury:
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	factors linked to poor physical outcome

	[image: image2.png]



	degenerative changes in cervical spine – possibly
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	absence of lordosis – possibly
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	previous history of neck injury
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	female sex
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	relative weights of colliding vehicles
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	hospital admission
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	multiple symptoms and signs
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	more serious physical problems
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	chronic pain, fatigue, or depression
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	factors not associated with physical outcome
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	patient’s occupation
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	patient’s level of education

	[image: image14.png]



	settlement of insurance claims
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	factors associated with poor psychological outcome
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	intrusive or disabling symptoms
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	post-accident intrusive memories and emotional distress
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	stressful life events unrelated to the accident
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	high level of stress 1 month after the injury
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	chronic somatic pain
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	poor physical outcome
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	litigation


Tutorial prepared by Dr P Harrop, Riversdale Surgery, Bridgend 20 March 2002
