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to the cervical roots occurs in rheumatoid
arthritis and that this phenomenon is
responsible for the diffuse axonal injury we
observed in the cuneate fasciculi.
We therefore argue that patients with

rheumatoid arthritis should be stabilised in a
neutral or slightly extended position to lessen
spinal cord stretch and to prevent flexion-
deformation injury to the neuraxis over a
subluxed dens or other deforming mass.
Furthermore, the unstretched spinal cord in
the extended posture is more resilient to
deformation injury than the stretched spinal
cord in the flexed posture.
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Fibromyalgia in the
workplace
While not subscribing entirely to the views
expressed by Dr Reilly in his leader

Fibromyalgia in the workplace: a "manage-
ment" problem,' it seems to me that the criti-
cisms by Champion et al2 are ill-founded. As
pointed out by Dr Reilly, the views of these
authors expressed in their letter do not con-
stitute the "popular view" of Australian
rheumatologists on the subject. Given the
admission by Champion et al that "no
significant somatic abnormality has been
identified in these cervico-brachial dis-
orders", the umbrage which they appear to
have taken to Dr Reilly's views appears
churlish. These three authors have been
vociferous campaigners in Australia of the
concept of RSI as organic injury, entraining
in support of their hypothesis inter alia a
number ofindirect observations, for example,
notional disordered C-fibre function follow-
ing topical Capsaicin administration and
notional clinical observation, such as, the
presence of allodynia and hyperalgesia,2
but fail to acknowledge altemative ex-
planations which might account for these
observations. These authors make no attempt
to explain the oft-found upper limb
anaesthesia in an extended glove dis-
tribution in patients with so-called 'RSI'.
Essentially, their hypothesis is that "altered
central processing is maintained dynamically
by peripheral nociceptive input", but have
yet to identify such input, which appears
at odds with their acknowledgement
that there is "no significant somatic
abnormality ... in these cervico-brachial
disorders". Dr Reilly is correct in pointing
out that the concept of 'RSI' as organic injury
flies in the face of overwhelming
epidemiological evidence which suggests the
very opposite. I would commend to these
authors a reading of the small area analysis
undertaken by Hadler on the USA West
Communications Inc workforce which was
located in a number of USA states.3 This
study was able to identify no ergonomic
variable to account for the variance of
distribution of arm complaints in the
different states in individuals doing the same
work on the same equipment for the same
duration.
What has emerged in Australia and is

starting to emerge in the USA is that when
normal discomforts associated with musculo-

skeletal activity are conceptualised as
symptomatic of a potentially hazardous
injury in the absence of prima facie evidence
then the consequence is an epidemic of arm
pain in the workplace.9
The British experience was prophesied

by no less a personage than Auberon
Waugh: "But in one point at least the
Australians are ahead of us, and I bring
news of this great innovation, called
Repetitive Strain Injury (RSI) with some
pride. Briefly RSI is the ache we all feel when
we do something too often or too long ...
since it was invented as a disease about
6 years ago, it has spread like a bush fire
throughout the whole spectrum of employ-
ment ... I prophesy a tremendous future
for this wankers' disease in Britain, as soon
as a few more people leam about it. It will
go through the country like a dose of
salts".'0
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