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The recent settlement of £45 000 for "a disease caused by
typing" has highlighted the rewards available to those who
can convince the authorities that they have a disorder caused
by their work. The public, unlike many doctors, is well aware
of these rewards, so understandably many people wish to have
such a diagnosis made of their musculoskeletal aches. The
history given by the patient is therefore likely to be biased. In
addition, abnormal physical signs are transient or absent, and
there are no objective tests, so accurate diagnosis is often
impossible. There are three categories of patients in whom
this type of diagnosis is considered, and the difficulty for the
doctor is to decide in which category an individual patient
belongs.

Firstly, there are patients in whom the diagnosis of a
repetitive strain disorder is beyond doubt. The classic
example is peritendinitis crepitans, in which the patient
develops a tender swelling "fusiform in shape, 4-12 cm
proximal to the radial styloid on the back of the forearm"'
where the radial wrist extensors cross under the abductor
pollicis longus and extensor pollicis brevis. Crepitus can be
felt there when the wrist is moved. This was described in
Gray's Anatomy in 1893 as occurring in washerwomen,2 but
the best account concerned workers at the Vauxhall motor
factory at Luton.' The same condition is seen in oarsmen
making repeated wrist movements.3

Less well defined repetitive strain disorders have been
attributed to many types of work, and recently there has been
an "epidemic" among chicken packers working at conveyor
belts.4 Similar symptoms may occur in interpreters for the
deaf and in professional musicians,67 whose desire is not to
gain financial compensation but to continue playing their
instrument. Unfortunately, apart from peritendinitis
crepitans, these are diseases without a pathology. The absence
of local signs suggests that the pain is often referred from the
neck'; when it does arise in the arm "the discomfort is best
conceptualised as a form of 'fatigue'."9 '0
The second category of patients includes those who have

genuine problems that they believe mistakenly to be caused
by their job but which are in fact just part of the "thousand
natural shocks that flesh is heir to." At any given time nearly a
tenth of the adult population has pain in the neck or arm, or
both, and one in three have had it at some time." Thus no
special cause needs be sought in the average patient.

Nevertheless, powerful pressures are brought to bear on
such patients by fellow workers and trade unions to attribute

their symptoms to their work. It takes an unusual person to
resist these pressures. Posters are stuck up in workplaces and
leaflets distributed to draw attention to the dangers of
"tenosynovitis" and almost to persuade people that they have
such a disorder. It is right and proper that trade unions should
protect their members from illness or injury brought about by
work, whereas naturally employers and their lawyers seldom
agree that the symptoms are caused by the job. Only the
doctor has no vested interest and therefore a duty to be
objective and accurate.
The term "tenosynovitis" is a prime example of inaccuracy

causing confusion. The swelling of peritendinitis crepitans is
"well above the upper limits of the tendon sheaths at the
wrist."' If there is no tendon sheath it cannot be inflamed;
tenosynovitis is therefore the wrong word for this condition,
but the Department of Health has made a rod for its own
back by using this word in its description ofprescribed disease
A8 (previously PD34). Many doctors do not seem to realise
that if they tell patients that they have tenosynovitis they will
be off like a shot to a solicitor or trade union: the word casts a
black spell on patients.'2 "In the vast majority of legal cases
the initial seed is sown when the patient has an initial vague
ache in the hand or forearm, often before any diagnosable
signs are present, and the doctor writes 'tenosynovitis' on a
sick certificate."'3 Doctors should not diagnose tenosynovitis
unless they have good evidence that there is inflammation of
the synovium around a tendon, and they should remember
that tendons only have a synovial sheath where they pass
under retinacula. In my experience tenosynovitis is confined
almost entirely to specific diseases such as rheumatoid
arthritis or tuberculosis.
What term then should be used? "Repetitive strain injury"

is now the most popular but is misleading in that an injury is a
single event; "repetitive strain disorder" avoids this problem
but still explicitly implies a cause without defining the lesion
or even the anatomy. Ireland has pointed out that in Australia
alleged repetitive strain injury affects predominantly "female
employees engaged in low paying, monotonous low prestige
occupations."'4 Jobs in which the same movement must be
repeated over and over again are boring jobs, and Ireland
emphasises the psychological aspects of this disorder.
He concludes that repetitive strain injury now bears the
"hallmarks of a sociopolitical phenomenon, rather than a
medical condition, which on historical precedent will decline
when this basis of repetitive strain injury is generally
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Repetitive strain disorder

Often misdiagnosed and often not work related
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accepted." Indeed, since then it has declined in Australia,
after several verdicts against the claimant.
The third category of patients in whom repetitive strain

injury might be diagnosed are those who are climbing on the
bandwagon. They realise that their symptoms, if indeed these
exist, are not caused by their work, but they hope to establish
such a relation and get a monetary award. I believe that this is
the smallest category of the three, but it exists.
What can doctors do to clarify matters or at least avoid

making them worse? We can record in the history the exact
relation between work and symptoms. If someone has done
the same job unchanged for months and years and then
develops symptoms these are less likely to have been brought
on by work than if he or she has recently started a new job or
the old job has become in some way more arduous. Typically
the symptoms disappear on stopping the job and reappear on
resuming it; it is doubtful if they can continue for months or
years after stopping that job. We can record after examination
the presence or absence of swelling and crepitus over the
radial wrist extensors-the only really clear cut signs of a
repetitive strain disorder. We can refrain from diagnoses or
comments that cannot be substantiated but will be seized on
by the patient as "medical evidence."

Finally, and most positively, we can use any influence we
may have in factories and other places where repetitive jobs
are carried out to ensure that ergonomic principles are applied
to minimise the risk of repetitive strain disorders. 15-17 Often

simple measures-such as altering the height or position of a
seat-will solve the problem.
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Competition among doctors

Government rejects BMA submissions

In March 1988 the Department of Trade and Industry
published a green paper on anticompetitive practices.' 2 The
government, having studied comments on these proposals,
has now set out its conclusions in a white paper that observes
with satisfaction that most repondents have agreed that the
plans will lead to "a more effective means of rooting out
anticompetitive agreements which raise costs and prices."3
The proposals were widely believed to have been based on the
failure of the Office of Fair Trading to enforce existing
legislation effectively on trade, commerce, and industry.
Hence the recommendation that all anticompetitive agree-
ments should be made illegal. Professional services (including
medical ones) that are at present excluded from the legislation
would be caught in the new system-even though it was
generally seen as a net cast for other fish.

In the interim, however, the report of the Monopolies and
Mergers Commission on the advertising of medical services
and the NHS review have clarified the intentions of govern-
ment towards competition and the medical profession.
Unfortunately the government has yet to understand the
implications of medical services being publicly provided
(unlike most other professional services in Britain and unlike
medical services in most other countries).

Public services are different. The report of the Organisation
for Economic Cooperation and Development on competition
policy and the professions made the point that "where the
majority of professionals-especially in the medical field-are
employed in the public service-their relationships to
competition laws do not raise any special concerns" and
contrasted this with privately provided medical services in
Canada, for example, where fee schedules, advertising bans,

and constraints on mobility were shown to have added $C 182
million to doctors' incomes in 1970.4
The government was, indeed, clearly unaware of the

consequences to the NHS of referring restrictions on the
advertising ofmedical services to the Monopolies and Mergers
Commission. Both ministers and the directors of the Office of
Fair Trading had been loud in their criticism of these
restrictions -until the cost of the increased referrals within
the NHS was quietly pointed out to them. The result was
predictable: advertising by specialists suddenly became
undesirable. The ethical rule against self referral by patients
is, of course, itself anticompetitive, and the commission only
dug itself in deeper by going on to warn that direct advertising
by specialists might "encourage the patient to seek inappro-
priate treatment on the basis of self diagnosis."5

In its response to the green paper the BMA explained that
the proposed general exemption clause, based on article 85(3)
of the Treaty of Rome, would require substantial amendment
if the non-economic benefits of ethical restrictions on medical
practice were to be protected and that the test ought to be
based more widely on "public interest."6 The white paper has
rejected this submission. It claims that "ethical restrictions
which raised standards or practices above the minimum
necessary might well be justified in terms of the economic and
technical progress they bring or the improvement they make
in the provision of services."
The BMA also claimed that block exemptions for medical

services should continue despite the unpromising comments
in the green paper. Here the white paper is rather more
helpful. The government has accepted that provision should
be made for block exemptions of services coming within
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