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There are many things which Australia has given to the world of which it is justly proud. Excluding our sporting achievements, an Australian was in the main responsible for the invention of penicillin, also the wine cask, the totalizator for race tracks, the plastic banknote to name just a few. 





Unfortunately Australia can also be credited with giving the world repetition strain injury, referred to often as plain RSI or teno and by some as "kangaroo paw". 





In the late 70's until the mid 80's a major epidemic of arm and/or neck pain occurred in Australia. These symptoms were attributed to work practises despite a lack of any scientific evidence for this association.  Commencing initially in industries where change had begun with the introduction of work processors, but very quickly spreading to many light industries and the cleaning trades where work processes had not changed for decades and even centuries.  One feature was an absence of self employed people in this epidemic. 





Patients complained of numerous symptoms but doctors could find no obvious clinical signs. Despite this, a permanent and crippling condition was often diagnosed by doctors on the basis of these complaints. Some even divided this disorder into various stages.  All this despite an absence of any clinical signs.  Known disorders(see over) were ignored. 





At its height there was a time where all arm pain was diagnosed as RSl(even coronary pain)in any worker and they were diagnosed incurable. Even those workers who had been doing the same job for many years on end, at last, were suddenly told they had a permanent disorder and were now unable to perform their work again. The courts began giving ever-increasing lump sum settlements for permanent incapacity.  The cases increased in geometrical proportions, year by year.  It got to the stage where sheep shearers began coming down with this disorder.  Numerous treatments were tried, none of which seemed to work.  Numerous investigations were done and that included blood tests,  EMGs, x-rays, CT scans, MRIs, thermography, nuclear magnetic scans and ultrasounds and histopathology.  In the average case of RSI, not a single objective finding was  found and yet,  on the basis of complaints people were being given a long term disability certificates.  In 1988, the condition became significant enough for the Royal Australasian College of Physicians to issue a position paper decrying the over diagnosis of this condition and at this stage a number of doctors began to question the basis of this diagnosis.  When the judiciary stopped giving large settlements  for this condition, doctors began to realise that their treatments were if anything making things worse.  The condition diminished significantly.  When the epidemic ended, workers continued to get arm pains (see list).  Some are constitutional, some are work related.





It is interesting to note that this condition is only now becoming more prevalent in the United Kingdom.  It is not a new condition.  It has been reported historically as far back as 1700, when an Italian physician, Ramazzini, published a paper called Diseases of Workers.  His observation was that for scribes "incessant driving of the pen over paper causes intense fatigue of the hand and the whole arm because of the continuous and almost chronic strain on muscles and tendon which, in the course of time, results in the failure of power in the right hand."  In the 1830s, an epidemic of writer's cramp was reported among male  clerks  of  the  British  Civil  Service,  where  the condition was attributed to the new technology, the steel nib.    Tenosynovitis  was  proposed  in  the  1940s  by Strohemeyer, who, even then tried operative intervention of cutting and separating the "affected tendons".  This was very quickly dismissed as being overzealous and naive, because it failed to relieve the problems.  Interestingly enough, in the 1980s, we learned the same thing when we first operated on these patients.   In the early l900s, a similar "epidemic" occurred to telegraph workers.





All these epidemics have had a predictable period when they were common and all have passed.   The graphs and papers I include should give you some insight into the problem.





What is left are those people - some young - whom an authority figure has convinced that they have a permanent incapacity.  A tragedy.
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:Causes of pain or discomfort in the Upper Limbs:





-Cervical Spondylosis.





-Osteoarthritis: single or multi joint(Base of Thumb most common).





-Rheumathoid arthritis.





-Multiple Sclerosis.





-Thoracic Outlet syndrome(cervical rib).





-Shoulder problems. Frozen shoulder, painful arc syndrome, capsulitis.





-Tennis and golfers elbow (medial and lateral epicondylitis).





-Compression neuropathies - Carpal tunnel syndrome, ulna nerve compression at the elbow & posterior interosseous nerve compression





- Peritendinitis crepitans also called Tenosynovitis





-Stenosing tenovaginitis also called De Quervain's or Tenosynovitis.





-Trigger digits.





-Ganglions.





-Dupuytrens contracture.





-Raynauds disease and phenomenon.





-Bursitis.





-Synovitis





- Dystrophy either sympathetically or non sympathetically maintained.





-Psychological or psychosomatic.





All have known symptoms, signs, prognosis test findings and treatments. RSI differs ,no definite symptoms and signs, they often differ on the same patient from day to day. No laboratory or other tests will support the diagnosis. Diagnosis is based on complaints rather then findings.





The case of Telecom:





In the late 1970s and the early 1980s, a new technology, allowing direct subscriber dialling and bypassing operators, was being introduced into Telecom.  Reassurances were provided by management that there would be no retrenchments, both job value and security seemed to be at issue.  Voice operated equipment further reduced the personal value of the work.  The diminishing work force was encouraged by its Union to see the job as 'stressful'.  Pamphlets from the late nineteen seventies concerning RSI and how it should be dealt with were circulated.  Although the task of working as a keyboard telephonist involved relatively few key strokes, rarely more than a four hundred in an hour, telephonists were encouraged to make claims for having developed RSI from 'keyboard work' and the record shows that thousands did so.





There is no evidence that any of the telephonists in Telecom was in an occupation where she was at risk of developing a problem of traumatic origin in the course of her work. The cases from Telecom provided strong support for the proposition that RSI was hysteria or somatization in an epidemic form, and that at least some of the caseload was occasioned by a re-attribution of existing symptoms to RSI.





Over these five years, the direct costs of the epidemic to Telecom alone were fifteen million dollars





Dr Bruce Hocking, director of medical services for Telecom published research material and his work, based on surveys and employment data broke the nexus that injury or 'over use' theory had assumed between the amount of work done and the onset and incidence of RSI in employment.  13





Hocking's work demonstrated the inverse relationship between the number of keystrokes involved in a task and the employment sector's predisposition to develop RSI . It ensured the ultimate failure of the notion of an 'Occupational Over Use Syndrome.' His research replicated the findings of the





13   Hocking @. Epidemiological aspects of 'repetition strain injury' in Telecom Australia. Medical Journal of Australia 1987;147(5):218-222.
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Departmental Committee into Telegraphists' Cramp which had also disconnected the amount of work done from the development of cramp and had found that the best and fastest telegraphists were virtually immune from developing the disorder.  14








Detailed analysis of his findings showed that keyboard telegraphists, who performed about 12,000 or more key strokes per hour provided only 17 cases, a rate of 34 per 1000 workers. The clerks with mixed duties typing, data processing and other keyboard activities provided 1,421 cases, a rate of 284 per 1,000 workers, while telephonists whose jobs entailed, on average, several hundred key strokes an hour, as they keyed in up to a dozen numbers for each call, provided both the greatest number of cases, 1886, and the highest rate, 343 reports per 1,000 workers.








Hocking also reported that 83 per cent were female, with younger age groups over-represented in female but not male workers. There was no relationship between the duration of employment and the prevalence of symptoms in Western Australia where it was measured: there the condition was both more frequent and more severe in part time telephonists. There was no increase in cases with increasing age, and the slightly higher prevalence in part time workers all failed to support a relationship between equipment use and symptoms. Supervisory style was not found to be an important variable. The marked differences in cost-per-case between states reflected different approaches to case management, a feature which, he pointed out, was not appreciated in WorkSafe management guidelines.1 5 There was no consistent relationship between the development of RSI and what was being called the 'ergonomics' of the work station. New equipment could not have been to blame as a cluster of cases had occurred around 50 year old, 'magneto' equipment.  Non-work stress, such as family strife was an important variable, but no details of these findings could be given.








Sixteen percent of Telecom employees who reported symptoms at the height of the epidemic did not recover from their symptoms, but progressed to long term








14   Great Britain and Ireland Post Office Departmental Committee. Report on Telegraphists' Cramp. In:  His Majesty's Stationery Office, 1911:








15   National Occupational Health and Safety Commission.  (WorkSafe) Report and Model Code of Practice. Australian Government Printing Service, 1985


leave and medical retirement, highlighting that the serious failures of treatment and rehabilitation. Some of the affected telephonists were later 'rehabilitated' for work by being given voice controlled computers. 1 6 This development achieved a return to work for those who believed that they could not do damaging keyboard work but at the same time the effect of such a remedy would have been to validate the idea of a injurious keyboard in the minds of others. He found that rehabilitation was costly and resulted in losses to Telecom .








Hocking reported that the Japanese epidemic of Occupational Cerevico Brachial Disorder in Nippon Telephone and Telegraph had peaked in 1964-65. Its decline had been attributed to the introduction of lightweight head sets. Lightweight headsets were already in use in Australia when the epidemic started, and Hocking suspected that this measure had 'a placebo effect.'








  (Much of this summary is from the work my colleague Dr Y Lucire)

















16    Comcare reported this on a television programme,  4 Corners March 10 1993.





�
Type of warnings given to workers.





Workers Health Centre Information Leaflet No. 1.





Beware, it is in the employers' interests and in the insurance companies' interest to get you back to work as soon as possible.





Beware that your doctor does not just call it arthritis or muscle strain and send you back to work after a few days off.





Beware that doctors do not just prescribe pain killing tablets to get you back to work. If you do have tenosynovitis or similar problems caused by overuse, pain killers will not stop the problem. The condition will be aggravated by any use.





Tenosynovitis and other overuse problems are work induced diseases that can cripple you for an indefinite period - perhaps the rest of your life! It is most important therefore that you fight for your legal right for adequate compensation.





Source: Workers Health Centre Information Leaflet No 1








Symptoms, and the* potential outcomes, were described in this well circulated union document:





A repetition injury will usually show up as pain, swelling or numbness in, or around, the affected muscles or tendons. This usually occurs in the fingers, one or both hands, wrists and on arms. In some cases the shoulders, neck and or back muscles can be affected.





At first the pain, swelling or numbness may occur only occasionally while the repetitive movement is actually being done. However if preventive action is not taken the condition will worsen. It may then persist while the worker is doing non-repetitive movements or even when they are not using the injured area at all. Symptoms may worsen as the working day or week progresses.





Thus, it is common for RSI to be referred to according to the stage and seriousness of the conditions. These stages are not absolutely fixed and separable, but reference to them assists in understanding the nature of the injury, the problems it causes and the principles on which proper prevention, treatment and rehabilitation strategies are based.





Stage 1	Pain occurs while working, but may stop with rest e.g. symptomatic and on 	weekends. 	At this stage, there may be minimal or no reduction in work performance.





State 2	Pain occurs while working and continues after work but may stop by the following 	day.  Ability to perform repetitive work declines.





Stage 3	Pain, fatigue and weakness continue while the limb is at rest and abates more slowly. 	Repetitive work cannot be done - worker needs time off but may return to a modified 	job when night pain stops.





 Stage 4	Pain, fatigue and weakness is unrelieved except by lengthy periods of rest. Worker 	unable to work for months or years.





Stage 5	Chronic and persistent condition. The affected limb will have no functional use. The 	worker will never return to work
