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Gener al Preliminary C onsider ationsl
by Darrell Sanchez, Ph.D., Gertified Advanced Foller

Treating Whiplash
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it is much more than a pain in the neck. Al-
though cervical spine complaints are the
most common among whiplash victims,
thinking that whiplashis mostly about the
neck would be wrong. It is true that the
head and neck are the least secure masses

thrown around by motor vehicle collisions.
Howeve4, whiplash imparts intense forces
to the whole body and brings chaos to the
whole person. As a practitioner, have you
ever asked yourself, "Why isn't my client
getting better?" Or, "Why is this client still
in pain and dislress?" And even, "Why isn't
my work effective?" If so, it is possible the
client has suffered injuries requiring spe-

cial considerations beyond the recipe or
beyond the scope of skuctural integration
altogether. At the same time, structural in-
tegration offers benefits to these clients that
they are unlikely to get elsewhere. What
follows is a brief description of common
whiplash sequelae and a general guide to
how to proceed when the client arrives fol-
lowing a whiplash event.

rHE CONSEOUENCES
OF WHIPLASH

In rear end collisions, the most common
source of whiplash, one vehicle slams into
another - which then slams into the victim.
Muscle and sinew fibers snap back hard or
snap altogether as bones are wrenched and
shoved. Organs and internal strlrctures
strike protective bones and cavity walls.
Body fluids crash against containing ves-
sels. Whipsawing forces accelerate and de-

celerate along multiple vectors in millisec-
onds. Fasten you seat belt right now. Whip-
lash injuries include:
. Mild traumaticbrain injury (MTBI)/ con-

cussion
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. Brain hemorrhages and subdural he-
matoma

. Rupture of anterior and posterior longi-
tudinal ligaments and ligamentum
flavum and disruption of transverse and
alar ligaments

. Vertebral or occipital fraclure, dislocation
or subluxation

e ]oint capsule or ligament damage
o Damage to the spinal cord or other nerve

tissues
. Connective tissue scarring
. Disc avulsion
. Torn muscle fibers

' Neck muscle hemorrhages
. Injuries to the viscera, including organs,

the esophagus, trachea, aorta and arterial
vessels

Reported symptoms following whiplash
include:
. Post-concussion headaches (PTSD head-

ache syndrome)
. Post-traumatic stress

. Visual or auditory disturbances

. Confusion

. Balance problems

. Personality changes

. Thoracic outlet syndrome

. Muscle spasm

. Vertebrai instability or abnormal motion
restriction

. Reduced metabolic activity

These partial lists should enlighten both
you and your client to the complexity and
extent of rear-end collision damage to tlrc
zuhole person.In serious cases, the damage
and disruption to the ciient's tissues are

only the beginning. Imagine: the client was
just sittilg there obeying the traffic laws and
minding his own business. Suddenly, with-
out warning ancl through no fault of his
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own, the client suffers an injury the after-
math of which not only causes pain, but
disrupts his sense of order and equilibrium
at many levels. Fate seems to have dealt a
cruel, undesewed and lasting blow to the
entire order of the dient's reality - and the
client has to try to make sense of a universe
in which such a thing could have happened.
They also stand in stark contrast to the sim-
piistically stated "pain in the neck" and
"cervical sprain/strain" labels usually at-
tached to them. No wonder these clients can
be slow to improve! Often, even with a di-
verse team of caregivers, includingbothtra-
ditional and alternative disciplines, clients
experience symptoms for one to five years
or longer after an accident. But all is not
gloom and doom for whiplash sufferers.
They do improve and heal themselvessome
sooner than others, and structural integra-
tion - judiciously applied in cortjtutctbnutith
otlrcr ntoelalities appropriate to the client's spe-

cific symptoms and injuries - can help.

PROPER INTAKE INF ORMANON

For whiplash clients, I recommend an in-
take session before the first hands-on treat-
ment. It is important to find out what your
client is experiencing and what oti'rer prac-
titioners he is seeing. Keep in mind that al-
though you must gather certain informa-
tion to treat your client as effectively as

possible, an intake itself can be a delicate
conversation Chances are the client is still
aroused and sensitive from the accident. He
probably has recounted the story many
times and not necessarily to the most re-
ceptive ears. Police on the scene can be help-
ful but might also have been inaccessible
or downright hostile. Family and friends
can be dismissive of the symptoms as be-
ing "all in your mind." Doctors and other
health care providers can be overly ratio-
nal or even condescending in their response
to his complaints.

Four things you should learn are: whathap-
pened; what the symptoms and complaints
are; what other resources are available; and
whether this has happened before.

What happened? What time of day was it?
Was it a rear end, broadside, head-on or
oblique collision? Was it a lollover? What
kind of vehicle struck the client's vehicle?
F{ow fast was the other vehicle going? Did
the client's vehicle, in tum, strike anything
else? Was the client wearing a seatbelt?
What was the client doing at the time of
impact? Was the client's head turned, or
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was the client reaching for something at ihe
time of impact? Did the client know the

"npact was coming? Did she hit her head
. lose consciousness? Was anyone else in

the client's car? Was the client's passenger
or anyone in the other car seriousiy injured?
What transpired immpdiately after the col-
lision? How did the other driverbehave? If
the police showed up how did the police
officer behave? Were there*vitnesses? Was

the client or any other injured person taken
to the hospital? Find out as much as pos-
sible without stressing the client. Be recep-
tive, and give the client plenty of room; bet-
ter not to get every detail in one sitting than
to re-traumatize the client in the initial in-
take.

What are the symptoms and complaints?
What was the client's condition immedi-
ately after the collisioo and what treatment
did the client receive? What aches, pains
and limitations does the client currently
experience that were absent before the ac-

cident? Which ones were presentbefore the
accident but are worse now? How is the
client's life different since the accident?
What faculties or resources are lost, dimin-
ished or stressed? What are current or past

"iagnoses? Is the client currently taking
edications?

At this point - especiaily if you want to
address acute or recent injuries - it is criti-
cal to decide whether to advise the client to
consult other health care providers. After
all, we are obliged to do no harm, and ai-
ways to act in the clienfs best interests. To
properly advise the client, you need to
know whether the client's symptoms indi-
cate injuries beyond the scope of either
structural integration in general or yor.lr
own personal skills in particular. You must
be able to recognize the symptoms of at
least closed head iniury; neurological or
visceral damage or dysfunction; emotional
problems associated with this injury or pre-
vious similar injuries; post-traumatic stress
disorder, thoracic outlet syndrome; cranial-
sacral dysfunction; facet fixation; vertebral
damage; cognitive difficulties; and tempo-
ral-mandibular joint dysfunction. Chances
are, your strucfural integration training did
not necessarily equip you to recognize the
symptoms of these conditions; if you accept
whiplash clients, you should educate your-
^-lf in this regard.

..hat resources are available? Find out if
the client has consulted, is consulting or has

plans to consult with other health care prac-
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titioners. Consider possible re{errals to
practitioners whose expertise addresses

more directly areas that strucfural integra-
tion does not - or you yourself cannot. How
is the client coping with typical post-acci-
dent anxiety and depression? Are family
and friends, doctors,lawyers and insurance
agents sources of support or of stress? The
idea is to identify resources, as social cul-
tural and familial relationships can help or
hinder the healing process.

Has this happened before? Some people
have suffered multiple whiplash accidents.
Others have suJfered multiple accidents to
the same parts of their bodies. Still others
have suffered multiple injuries from forces
coming from a particular spatial vector.
These iniuries might have arisen from
physical mishaps. llowever, they also
rnight have arisen from physical, sexual or
psychological trauma or abuse. In any such
cases, the client might have a psychologi-
cal, kinesthetic or perceptual distortion,
blindness or dissociation with respect to a
portion of the clien/s energetic field, or
kinesphere.2 This can be a sensitive topic:
jusi having to admit to previous accidents
can be disconcerting.

Do not judge or appear to judge the clienf
but do get a sense of whether (a) the client's
recent injury re-traumatized prior injuries;
or (b) the client was more vulnerable in the
recent accidentbecause ofprior injuries. Are
there other types of falls or accidents in the
client's history? Do previous surgeries or
hospitalizations relate to the current symp-
toms? How and by whom was the client
treated for previous injuries, and what was
the outcome? Any or all of these compli-
cating factors can affect treatment protocols
and outcomes.

ATEAM APPROACH

Because whiplash accidents can so pro-
foundly affect every aspect of a person's
reality, a team approach to the client's care

is indicated. Modifying the belief that ouq
or any one, treatment modality alone is suf-
ficient to cure all of a whiplash client's
symptoms is usually in the client's best in-
terest. To be n-rost effective and to avoid
complications, one must know as accurately
as possible the actual injuries- the diag-
nosis or treatment of which might be well
sutside the scope of praclice {or structural
integration. Clients may need diagnostic
tests and medications or treatments that we
can neither provide nor prescribe. Examples

include accurate diagnosis and proper treat-
ment of closed head injury, x-rays and
MRIs, nutritional therapy, biofeedback, psy-
chological counseling, neuropsychiatry and
cognitive testing, and so forth.

In this connectiory consider the possibility
that structural integration might take an

ancillary rather than primary role in the
client's healing. For some of us, this might
mean re-evaluating a core be[ef in the effi-
cacy of structural integration to treat all ills.
This belief is not in the client's best.inter-
ests. To do what is best for your clientt it is
advisable tohave your own list of resources
to whom you can refer them should they
not have their own. If they do have their
own, it is wise to coordinate with the clienf s

other practitioners - especially chiroprac-
tort osteopaths or acupuncturists - with
and only with the client's express permis-
sion.

EOKMULATING ASTRATEGY

Structural integration can be an important
and effective contribution to a whiplash
client's healing; howeveg, timing and ap-

proachis key. As fortiming the clientmight
not be ready to manage a structural inte-
gration process. Some clients might have
conditions - such as 6troke, blood clotting
or other vascular diseases - in the presence

of which structural integration is contrain-
dicated. Others with hypersensitive tissues,

bone diseases or psychological disorders
underlying or compounding the whiplash
scenario might not be good candidates for
structural integration. Structural integra-
tion has the potential to positively influence
any injurious state. But, there are times
when other heatment modalities might be

more effective in directly addressing spe-

cific injuries or conditions, while support-
ing a faster recovery. If any of these pertain
to your client, perhaps you should not treat
the client at this time.

Should you decide to treat the clieni, it can

be tempting to forego a normal strucfural
integration process in favor of trying to fix
the damage. However, a fix-it approach to
whiplash tends to be frustrating, ineffective
and cor:lterproductive. In light of the po-
tential depth, complexity and ser:iousness

of the injuries, it can place too much expec-

tation on both practitioner and client for ihe
ciient to get better. In addition, we may
think we are "fixing" one thing - sayt a
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hypertoned muscle - when in fact some-
thing else - perhaps a damaged nerve,
blood vessel or joint capsule - is causing
the tension and pain. What's more, a client's
motivation to improve rnay be encumbered
by a biochemically or functionally
imbalanced mood state, making your ef-
forts to "fix" arrything futile. In additioru
the idea of "fix-it" inherently suggests
quickiy healing or resolving a complaint.
With whiplash, things happening too fast
for the person to manage is precisely the
cause of the injuries in the first place. Gen-
erally, it is better to take a slower third-para-
digm approach instead.

Bringing a client through the fundarnental
grounding logic of the recipe can provide
just the stabilizing and reassuring re-order-
ing of reality and experience the client
needs. A car accident induces vlolent chaos:
limbs flail, spines over-compress and over-
extend, and organs and fluids get slammed
around. If the client is ready, and other con-
ditions are both known and addressed, an
ordinary structural integration series has

enormous value to the client's healing. On
the other hand, if ever there is a case in
which a rigidly applied recipe has its limits
it is whiplash.

Seeing ihe recipe as a repository of the Prin-
ciples and tailoring the work to the client's
specific needs, might be just whai is re-
quired. Remember that whiplash symp-
toms are long-lasting: ten or more sessions

are not likely to resolve &em completely.
Within the framework of structural integra-
tion as a necessarily limited intervention we
must be patient, as well as creative. Con-
tinual sensitivity and resilienry are useful
approaches to whiplash. Our work needs
to breathe and order needs to emerge with-
out undue pressure. These are the very
qualities that were lost or damaged in the
accideni. As practitionert we ourselves
must embody and manifest these qualities
to evoke them in our clients.

PARTICULARBENEFITS OF
STRU CTURAL IN TE G RATION
FORWHIPLASH
. A sense of grounding support and sta-

biiity
r Restored sense of strength and confidence

to the client
r Decreased sense of dissociation in body

and psyche

. Improved body awareness thus increas-
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ing a sense of empowernentand options
. Discharge of traumatic hyper-arousal and

rebalance of autonomic nervous system
function

. Aid in generating a sense of peace and
well-being

. Stimulation of self-regulation and heal-
i*g

. Enhanced general sense of resiliency in
body and psyche

. Diminished postural cornpensations from
the accident

. Greater sense of functional and psycho-
iogical balance

Of course, structural integration will help
undo ihe biomechanical damage of whip-
lash. But we offer far more than that. Fun-
damentally, structurai integration re-estab-
lishes the client's sense of grounding, sup
port and stabilify. Traumatic hyper-arousai
is discharged, and autonomic nervous sys-
tem function is normalized. With the dient's
sense of strength, confidencg and general
personai resiliency restored, the dient no
longer dissociates, and self-regulation and
healing become possible. In short, structural
integration allows the client io bring order
out of the wfuplash-induced chaos.

CONCTUSION

Whiplash is more thana pain in the neck. It
is a shattering experience for the whole per-
son. Structural integratior4 as one compo-
nent of a multi-disciplinary care plan, can

help the client immensely. However, to
work most effectively, the practitioner must
take a careful history; have an accurate
sense of the nature and extent of the client's
injuries; and work in cooperation with prac-
titioners able to address aspects of the
client's condition outside the structural in-
tegration scope. Do what you do best and
what you have been trained to do - and let
others do the same.

@ Darrell Sancltez, 2A05

NOTES

1. This article is the first in a series concern-
ing the treatment of whiplash through
structural integration.

2. Laban, R", The Mastery of Mouement,Plays,
Inc., Boston, 197l. "The normal reach of our
limbs, when they siretch away from our
body without changing stance, determines

the natural boundaries of the personal

space or'kinesphere'in which we move,
This kinesphere remains constant in rela-
tion to the body even when we move away
from the original stance; it travels with the
body in the general space." (p. 38)

3. Barteniefi I., and Lewit D., Body Maae-

ment: Coping with the Enaironment. Gordon
and Breach Science Publishers, New York
1980. See description of kinesphere, icosa-
hedron and A,B scales at pp. 24-43.
Kinesphere is the "reach space" around a

body, and is physically represented by the
icosahedron. Kinesphere also relates to per-
ceptual awareness relative to cardinal
planes and axes, which are also physically
demonstrated by the icosahedron. E
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