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Tennis Elbou:

Anatomy and Treatment

INTRODUCTION

Physicians identified tennis elbow (lateral epicondylitis) more than 100 years ago. More than
half of the active tennis players will develop tennis elbow. but this accounts for only 5% of those
that will suffer from the symptoms of tennis elbow. The term tennis elbow can therefore be
somewhat of a misnomer. There are many different individuals that are susceptible to tennis
elbow. The vast majority of cases are men between 30-60 years of age that generally work with
their hands: however, many problems develop in office workers that overuse the computer.

Tennis elbow is described as a strain and inflammation of the common extensor tendon at its
insertion on the lateral epicondyle, somewhere in the common tendon or at the musculotendi-

nous junction.
I

FUNCTIONAL ANATOMY

The two muscles that are most com-
monly implicated with symptoms of
tennis elbow are the extensor carpi
radialis brevis and longus. Under the
cover of the brachioradialis and arising
largely superior to the lateral epi-
condyle is the extensor carpi radialis
longus. Its lowest fibers arise from the
lateral epicondyle by a common exten-
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figure 1 Extensor Carpi Radialis Longus and Brevis
Longus Brevis

sor tendon which it shares with other muscles. Closely associated with it is the extensor carpi radi-
alis brevis. These two muscles can be traced downward deep to the extensor muscles of the thumb,

then deep of the extensor retinaculum,

where they have a common tendon sheath. These muscles

insert on the bases of the second and third metacarpals: the longus on the second and the brevis on
the third. Together, these muscles extend the wrist. The longus can assist in radial deviation of the
wrist. while the brevis can act alone in wrist extension (See Figure 1).






During the acute
stage of injury, the
patient must apply
ice to the elbow sev-
eral times per day
for 15 minutes.
This is especially
important following
any activity that
irritates the elbow.

figure 4

Wrist Extension
1. Sit or stand with __ arm
supported as shown
2. Hold __Ib. weight in hand
3. Curl wrist slowly upward
4. Hold  seconds. slowly lower
5 repelitions. _limes a day

Following a diag-
nosis of tennis
elbow. the patient

should begin gentle static stretching of the wrist

extensor (See Figure 3).

This stretch should be performed daily with
the emphasis placed on slow, static stretching for

30 seconds.

The physician may prescribe a non-steroidal
anti-inflammatory medication that can be com-
bined with an analgesic. When lateral epi-
condylitis becomes more resistant to conservative
treatment. the physician may inject the area with
cortisone. Following an injection, it is imperative
that the athlete not engage in sports for a 7-14
— day period.

For many patients with lateral epicondylitis,
physical therapy may be the most effective
form of treatment. Following an initial exami-
nation of the patient, the physical therapist
will determine the stage of inflammation, the
extent of soft tissue involvement. and assess
musculotendinous length and strength.

First, the physical therapist will reduce inflam-
mation by using one of several modalities. This
may include: ice. phonophoresis (ultrasound
with hydrocortisone cream) and iontophoresis
(electrical stimulation with Dexamethasone).
During this initial phase of healing. the physi-
cal therapist will begin passive stretching to
the extensor muscles as well as begin perform-
ing transverse friction massage to the affected
tissue. The use of transverse friction massage

in conjunction with appropriate stretching has
been well documented in the prevention of adher-
ent scar tissue. During this early phase of healing,
pain free range of motion is encouraged. This is
followed by full rehabilitation during the
strengthening phase.

Weak muscles can be a major contributor to the
problem of tennis elbow. During the strengthen-
ing phase of healing, the physical therapist will
be strengthening the patients extensor muscles
with the elbow flexed and in a pain free range of
motion. Once the patient displays pain free full
wrist extension, resistance can be added. Finally,
a patient can begin exercising with the elbow
fully extended with a gradual return to sport and
job related activities (See Figures 4 and 5).

BRACING

The physician or physical therapist may rec-
ommend any of several tennis elbow braces or
supports. A brace can provide additional support
to the extensor musculotendinous region and
reduce some pressure on inflamed tissues. These
braces are generally worn below the injured area
and rely on reducing tensile stresses to the com-
mon extensor tendon. Braces are not a panacea
for all patients with lateral epicondylitis.
Initially, a patient may be asked to wear the sup-
port for all activities of daily living. Eventually, it
may be necessary only for protection during
strenuous activities.

CONCLUSION [

Lateral epicondyli- | With your arms
t . . ff t l b _ outstretched. practice
1s can allec abor wringing out a dry
ers, assembly line terry cloth towel with

both hands.

workers, computer
operators and ath-
letes. Treatment is
multidimensional
consisting of modali-
ties, cortisone injec-
tion, exercises and
bracing.
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