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RSI: the Australian disease
The rapid growth of manifestations, diagnoses, compensation and dispute about RSI in the mid 1980s resulted in RSI being called the Australian disease, the Australian epidemic, or 'kangaroo paw'. This designation refers both to the emergence of the condition and public debate about it within Australia, and the suggestion, often made quite explicit, that RSI was a condition which was only manifest in Australia, because of the incentive for workers to produce symptoms which would enable them to get compensation.

A number of published studies contain succinct descriptions of the 'Australian disease' (Hall and Morrow, 1988; Hopkins, 1990; Reid et al., 1991; Bammer and Martin, 1988; Meekosha and Jakubowicz, 1991). One version is as follows:

In Australia between 1983 and 1987 there was an epidemic of upper limb regional pain which was concentrated among workers in occupations which involved either repetitive movement, or the adoption of constrained postures for lengthy periods of time (e.g. process workers and keyboard operators). Although the phenomenon of upper limb pain was observed among process operators in the late 1960s and early 1970s it only achieved epidemic status in 1983 when the first claims began to be made under workers' compensation. The rate of claims increased dramatically during 1984 and 1985, persisted through 1986, and then equally dramatically declined in 1987. The consensus of informed opinion is that the worst of the epidemic has passed.

(Hall and Morrow, 1988: p. 645)

Other accounts of the same phenomena are more cautious about making such an unproblematic link between the availability of workers' compensation and the rise and fall of RSI in Australia. Certainly the 1980s saw a rise in the number of cases recorded, in the number of people seeking compensation, and the number of computer keyboard operatives, particularly in the public service. The number of new notified cases has now diminished. However the assumption of a causal relationship between the availability of compensation and the incidence of RSI is rather suspect.

Part of the story lies in the fact that from the early 1980s the Australian government explicitly recorded the incidence of RSI, and accepted compensation claims on the basis of certification by the claimant's own doctor, who needed only to state that the claimant was suffering from RSI and required a specific period of rest (ibid.: p.367). In the United States and Britain at that time there was no available source of national information on the incidence of such conditions (Putz-Anderson, 1988b: pp.604- 605).

The absence of public recognition of RSI as an occupational and therefore compensatable disease in other countries meant there was less public awareness of the issues, and this reinforced the view in Australia that there was no comparable condition elsewhere, in spite of extensive, if not systematic, data relating to its prevalence in the United States, Scandinavia, and Japan (Hopkins, 1990: pp.366-367; English et al., 1989; Bammer and Martin, 1988; Polakoff, 1991)

The reported decline in notified RSI diagnosis in Australia was not the result of a reduction in the incidence of the symptoms of the condition. It was directly related to changes in the compensation procedure, rehabilitation programmes and medical and legal delegitimation of the condition (Meekosha and Jakubowicz, 1991). In many states the system was modified to reduce statutory employer liability and to introduce mandatory rehabilitation programmes. Instead of institutionalizing employer liability, the state has joined forces with those seeking to devalidate claimants' cases by arguing that the condition is psychological in origin. As the medical controversies rage on, workers who have participated in mandatory rehabilitation programmes report a lack of professional support and the exacerbation of their condition by intensive testing procedures. The rehabilitation therapy, officially designed to assist sufferers in regaining fitness to work, has been transformed into an official routine to deny people's perception of their own pain and mobility:

A major issue for interviewees is the pain involved during and after the key test.... Many expressed shock at receiving an assessment that they were fit for work when they had felt sure that the pain they had reported during the test would have indicated that they were not fully recovered.

(ACT RSI Support Group, 1991: pp. 4-5)

In spite of the apparently positive attitude towards health hazards in the 1980s, the acrimonious debate has altered public and professional perceptions of RSI. The standard explanation that RSI in Australia is the result of the increased pace and duration of keyboard utilization, in ergonomically unsound workplaces, has been undermined (Bammer and Martin, 1998). Alternative hypotheses are that people with RSI are malingerers who don't want to work, who suffer from a form of compensation neurosis (whereby symptoms disappear in the absence of financial gain), that it is a form of psychological hysteria or conversion neurosis (as discussed above), or that RSI is a manifestation of normal fatigue experienced by all sectors of the population with no underlying injury or pathology. These counter hypotheses have a distinct gender bias, as was apparent in the earlier citations referring to dependent personalities, women in repetitive unskilled jobs, and various forms of neurotic dispositions.

Reid et al. ( 1991) have described the experiences of women sufferers of RSI in the increasingly hostile climate of Australia's legal, medical and compensatory systems as a 'pilgrimage of pain' in which women's encounters with the system 'contributed to the chronicity, unemployment, bewilderment and despair reported by so many' (ibid.: p. 602). Their research indicates that the 'polarized environment characterised by doubt, derision and debate' (ibid.) in which sufferers sought advice and treatment, created a situation in which judgements were made about their situation which were directly linked to their gender, family circumstances, body shape and emotional distress. Professionals and experts revealed prejudices about semi-skilled women workers which reflected class and gender conflicts in the wider society.

This is underlined by the recent publication of a number of studies in the medical journals which report on research on 'overuse syndrome' amongst musicians (Fry. 1986, 1988 and 1993; Dennett and Fry, 1988; Lippmann, 1991). These studies have examined the similarities between musicians' 'overuse syndrome' and repetitive strain injury of keyboard and process workers (Bammer, 1993). Although mainly addressing medical analysis, the implications in terms of the prejudices of the experts dealing with RSI are not lost on all writers:

Much of the heat in the debate over whether occupational overuse exists as a clinical entity has centred on whether the examining physician believes the patient. The problems lie in the lack of objective clinical signs and repeatable investigative tests. Excluding clear cut tendinitis, synovitis and carpal tunnel syndrome, other entities, even as diagnostically straightforward as epicondylitis lack objectivity. When one moves proximally towards the shoulder and neck the problems are greatly increased.... The two schools of 'real illness' and 'malingerers' shape up to each other in the courtroom, provide a field day for the lawyers, but do little to help the patients.

How can we get closer to resolving these issues? After all, many of the 'sufferers' are poorly paid manual workers undertaking soul destroying repetitive tasks. They have much to gain from compensation and a respite from occupational boredom. They are also likely to slip inexorably into chronicity.

The search for truth in the patients' symptoms is thus frequently dogged by the knowledge that they would be advantaged by stopping work and indeed their intellectual powers may preclude a good history in the first place. The position of professional and student musicians is in marked contrast. Here are a group of intelligent, highly motivated individuals who have everything to lose if they develop a disabling pain, and yet their 'work' involves repetitive movements and abnormal postures.

. . . musicians develop symptom-sign complexes of overuse syndrome indistinguishable from those of less gifted and less motivated workers undertaking work practices which involve comparable hand-arm movements. Ballet dancers develop equally disabling pain and tenderness but in the lower limbs. Again here is another group for whom changing employment would be a disaster.

If we 'believe' the disease to be genuine in dedicated artists, should we not approach the lowly manual worker with more open mindedness? After all, the overuse is genuine and obvious in both groups. The belief in the effects is being driven by our preconceptions of patients and their motivations. Dr Fry has done us all a service by his work into the occupational hazards of the performing arts. It does not provide the incontrovertible proof we all seek, but should make those who espouse the malingering theory to sleep less easily in their beds.

(Harrington, 1993)

Because the 'lowly manual workers' are in fact women keyboard operators, the assumption is that they do not need to work. This is the familiar gendered notion that women's wages are not central for her household, and that paid work is not central to the identity and self image of women in the same way as it is for men. As another medical 'expert' commented, most of the people who consulted him with RSI symptoms were characterized by 'short periods of involvement in the workforce, impulse resignations and unsatisfactory relationships with other workers . . . like the depressed subjects, the women who have conversion reactions frequently reported difficulty with their employers' (Black, 1987, cited in Meekosha and Jacubowicz, 1991).

It is true that women are the majority of RSI sufferers. In 1984, women accounted for 2,800 of the 3,022 cases reported amongst civil servants in New South Wales (Meekosha and Jakubowicz, 1986).

Whilst the debate about the genuineness of the symptoms continues, it is not totally clear that the 'epidemic' in Australia has subsided. The basis for recording the figures has been changed and researchers report that it is now very difficult to obtain data on RSI incidence. Moreover with more public consciousness of the problem, employers are carrying out pre-employment checks which are aimed at eliminating stereotypically RSI prone applicants, which also has the effect of intimidating other employees from making complaints or taking action. It may also be that the apparent decline in incidence relates to better keyboards and changes in the kinds of work being carried out (Meekosha and Jakubowicz, 1991).

