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is often followed by the development of postural abnormalities
of the spine, either as a result of drastically reduced activities or
as a maladaptive — and deliberate — measure for relieving
pain. It has also been demonstrated that healthy subjects
who assume postural abnormalities every day will ultimately
generate neck and back pain, albeit minor.

It has therefore been proposed, and studies are currently
reaffirming this position, that one of the many physical sources
for chronic neck pain in whiplash patients is the development
of postural abnormalities even long after the acute injury has
resolved. Thus, we have a truly physical source for pain, not at
all psychiatric in origin, nor the result of the somatic compo-
nent of anxiety. Yet what led to those postural abnormalities? In
whiplash patients, studies indicate that the cultural factors
responsible for symptom expectation, amplification and attri-
bution produce a behaviour that leads to withdrawal from
activities following minor injury and maladaptive postures.7

Psychosocial factors ultimately generate a physical source for
pain. That is a biopsychosocial model. Interestingly, there has
been some investigation regarding the etiologic role of postural
factors in some aspect of chronic TMD symptoms.11,12

Psychosocial factors affect chronic neck pain in other ways,
by drawing on pre-accident and post-accident aches and pains
that arise from daily life, occupations, etc., many of which are
presumed in otherwise healthy people to have physical sources,
even though we can seldom identify those sources. These symp-
toms are usually minor, even if felt daily, and seldom cause
much distress or disability. Yet, in the model proposed of the
late whiplash syndrome, psychosocial factors compound the
effect of physical symptoms to produce more severe — and
apparently new — symptoms that are attributed to one cause.
Thus, the sources of pain remain physical in origin, but the
severity and attribution of the pain, as well as further behaviour
in response to the pain, are determined by psychosocial factors.

Such a model provides new approaches to treatment and
truly reaffirms for the patient that the pain is not due to psy-
chological factors.13 The treatment is not “cognitive or behav-
ioural therapy,” which implies therapy aimed at “psychological
disorder.” Rather it is physical therapy (e.g., progressive exer-
cises and posture correction/maintenance measures) which
prevents behaviour that allows psychosocial factors to foster
chronic pain. It is really biopsychosocial therapy.

The patient is not told that the pain is all in his or her head,
but rather that if he or she withdraws from normal activities
because of neck pain, and fails to mobilize the neck with
exercises, that postural abnormalities will ensue, causing more

In the last year or so, the JCDA has published a number of
debates on temporomandibular disorder (TMD).1-3 The
real controversy behind TMD lies in the approach used to

treat this problem — the dualistic model. A dualistic model
considers that either there is an organic (biological/physical)
disease, or if there is “nothing wrong,” then there must be a
psychiatric/psychological problem (non-organic). It is increas-
ingly clear, however, that the dualistic approach to TMD has
little value and that change is required, particularly in relation
to TMD and whiplash-associated disorders.

As such, a biopsychosocial model of TMD following
whiplash has been put forward, based on available scientific
evidence on the epidemiology of this problem, considerations
of injury mechanism and engineering, radiologic studies, elec-
tromyographic studies, and psychosocial evaluations.4-6 This
model operates within a larger biopsychosocial model of the
late whiplash syndrome itself, which must account for not
only TMD and whiplash, but also chronic neck and back pain,
neurologic symptoms, cognitive symptoms, and the psycho-
logical outcomes of this syndrome — a daunting but necessary
task.7-10

But what does a biopsychosocial model really mean? Is this
term merely a euphemism for our own uncertainty about what
causes the symptoms and behaviour of these patients? Or is
there a scientifically supportable premise to biopsychosocial
models?

Increasingly, there is a scientifically verifiable basis to the
biopsychosocial approach. Such a model means that
psychosocial factors do not in themselves generate the symp-
toms like, for example, the somatic component of psycholog-
ical distress. Instead, psychosocial factors modify the patient’s
reaction to symptoms of physical origin, modulating the
patient’s recognition of these symptoms, their severity, the
response and attribution to a specific cause, and further effects
on behaviour. The origin of the symptoms is still physical, but
their severity and attribution, along with the patient’s behav-
iour, are otherwise dependent on psychosocial factors.

Take, for example, the chronic neck pain of whiplash
patients. The scientific evidence for the role of postural abnor-
malities in neck and back pain, especially in whiplash patients,
has been explained in detail.7 There is increasing evidence that
following acute neck pain (regardless of the source), patients in
some cultures or settings will, often on the advice of their
health care provider, have a tendency to respond by withdraw-
ing from normal activities for fear that more pain means more
harm. It has been observed that the initial acute period of pain
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pain. The patient will recognize that the therapist is not judg-
ing psychological factors to be the cause of pain, but to be the
cause of behaviour, which if not modified, will produce physi-
cal effects. It legitimizes the patient’s belief (likely correct) that
there is a physical source of chronic pain. But that physical
source of pain comes about because of the behaviour chosen
following the acute injury.

It is likely that such an approach, already being applied by
some, will ultimately be necessary in treating TMD, as the
current dualistic model is not part of the solution, but rather
part of the problem.

Dr. Ferrari is in private practice and conducts independent medical
examinations in Edmonton, Alta.

The views expressed are those of the author and do not necessarily reflect
the opinion and official policies of the Canadian Dental Association.
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Information package, October 1999
This month’s package contains a selection of reading
material on the diagnosis and management of temporo-
mandibular joint disorders. It is available to CDA mem-
bers for $5.00 plus applicable tax.

A complete list of information packages is available
upon request by calling 1-800-267-6354 or can be eas-
ily accessed on the CDA Web site at www.cda-adc.ca.
Once inside our site, please log into the “CDA Mem-
bers” area and click on “Resource Centre” to view the
list of packages.
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