
INTRODUCTION
TENNIS elbow (lateral elbow pain) was 
first recognised by Runge in 1873, when 
he distinguished it from writer’s cramp. It 
was named “lawn tennis arm” by Morris 
not long after. While it is not necessar-
ily caused by playing tennis, the eponym 
has resisted the passage of time. It is also 
known as lateral epicondylitis though in 
the absence of inflammatory markers, 
lateral epicondylosis would perhaps be a 
more correct description.

It is generally considered to be an over-
use injury involving repeated wrist exten-
sion against resistance, although it can 
occur as an acute injury (trauma to the 
lateral elbow). 

It usually affects the tendinous ori-
gin of wrist extensors, although there are 
three major sites of possible pathology: 
the common extensor tendon origin, the 
radio-capitellar joint and the proximal 
radio-ulnar joint.

AETIOLOGY
Common sports involved include tennis, 
squash and badminton where racquet 
weight, string tension and grip size should 
be explored. 

Often the stroke technique is deficient, 
with the player getting “late” to the shot 
and hence forcing wrist extension. In acute 
presentations playing with heavy balls or 
overhitting into the wind may trigger the 
symptoms. 

In the occupational setting activities 
such as bricklaying, carpentry, knitt-
ing and sewing are prominent. It is not 
uncommon among chefs in an industrial 
kitchen (repetitive lifting of heavy pots 
and pans and stirring). 

DIAGNOSIS
The diagnosis is clinical. Palpation of 
the ECRB (extensor carpi radialis brevis) 
and/or the lateral epicondyle is painful. 
Provocative tests (resisted wrist and mid 
finger extension) are usually positive. 
Ultrasound may show signs of degener-
ation of the common extensor tendon. 
It is important to exclude C5-6 segment 
pathology. C6 root involvement may affect 
the strength of wrist extensors, which are 
then more prone to injury.

TREATMENT
Initially pain and inflammation need to 
be settled with pharmacological (analge-
sics, NSAIDS) and physical modalities: 
ice, rest, electrotherapies such as ultra-
sound, laser and high frequency galvanic 
stimulation, massage and trigger point 
injections.

Cortisone injections have been a con-
troversial part of the treatment for a long 
time but there is little evidence that they 
are more effective than local anaesthetic 
infiltrations.

There is a growing body of evidence 
that substances that stimulate tissue regen-
eration have a place in the treatment of lat-
eral epicondylosis of the elbow. Injection 

of autologous whole blood, platelet-rich 
plasma, polidocanol or prolotherapy 
(a mixture of hypertonic dextrose and 
sodium morrhuate) has been shown to 
significantly reduce pain and produce 
ongoing improvement in pain and func-
tion over a 12-month period. 

The mechanism of action is thought 
to be a combination of the action of 
growth factors and sclerosis of newly 
formed blood vessels in the affected area. 
These techniques are commonly used by  
Australian sports physicians.

Rehabilitation is important in return 
to function and prevention of recur-
rences. Stretching of the ECRB and asso-
ciated tendons should precede a graded 
strengthening programme once pain has 
settled. Isometric wrist extension contrac-
tions should be the first step, followed by 
concentric and later eccentric muscle 
activity. 

The use of a counterforce brace (‘ten-
nis elbow brace’) may assist in the initial 
stages. Other factors such as cervical or 
thoracic spine involvement should also be 
addressed at this stage.

Return to play should be gradual, 
and attention to technique should be 
emphasised as well the use of appropriate 

equipment. Kicking serves and flat back-
hands are initially best avoided, as they 
place increased stress in the region. 

Surgical options should be kept as a last 
resort, when all other conservative options 
have failed for at least 12 months. In a sur-
gical release the degenerate tissue within 
the ECRB is separated from the lateral epi-
condyle. Removal of tension in the tendon 
is usually followed by symptom relief.

A ‘TENDONS’ seminar will take place 
in Sydney on 7 March (www.acsp.org.au).
References are available online at 
www.medicalobserver.com.au
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Watch out for our weekly brainteasers in GP LIFE, 
coming soon. Weekly prizes to be won!
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MO’s new column begins by 
examining management of 
lateral elbow pain.

Treating tennis elbow

Palpation of the extensor carpi radialis 
brevis and/or the lateral epicondyle 
can be painful during examination.
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•  An overuse injury from wrist 
extension against resistance

•  Common triggers: racquet 
sports, brick-laying, knitting

•  Presents with tenderness of the 
ECRB tendon/lateral epicondyle

•  Acute management with NSAIDs 
and physical therapies

•  Injection of tissue regeneration 
substances shows long-term benefit

•  Surgical release is reserved 
for resistant cases.

Tennis elbow key points
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