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Twenty six patients who had undergone percuta-
neous release of the common extensor tendon for
lateral epicondylitis were investigated. Fourteen
were female and twelve were male. The mean follow-
up period was 32 months. Symptoms had been pre-
sent for an average of 8.9 months. Before the surgery,
all the patients were surgically treated with conserv-
ative methods ; only those that did not respond to
conservative methods were surgically treated. The
common extensor origin was released percutaneous-
ly. Pain relief was achieved on average eight weeks
after surgery. The clinical results were evaluated in
terms of pain, activity level and patient satisfaction.
The results were excellent in twenty-four patients,
good in one and poor in one. Release of the common
extensor origin appears as a commendable treatment
in patients with lateral epicondylar pain not relieved
by conservative management.

INTRODUCTION

Lateral epicondylitis, also known as ‘tennis
elbow’, is a common and well known condition
that causes pain on the lateral aspect of the elbow.
It was first described in 1873 by Runge. The inci-
dence of tennis elbow in the population varies from
1 to 3% (20). It is not exclusively secondary due to
tennis and is seen in people who do heavy manual
works (6).

Symptoms may include local tenderness over the
lateral epicondyle, pain in the extensor muscles
induced by gripping or resisted extension move-
ments of the wrist (11). On examination, pain may
be exacerbated by resisted wrist extension in the
pronated position. It is generally worse with the

elbow in full extension. The range of motion of the
wrist and elbow is complete (16).

The diagnosis of tennis elbow is made clinically
by means of physical examination and patient his-
tory. Other possible causes of lateral elbow pain
should be excluded. More than 90% of patients
with tennis elbow respond to medical treatment (7).
Surgery is reserved for resistant cases that have
failed a minimum six months course of conserva-
tive treatment. Numerous surgical procedures have
been described for lateral epicondylitis (4, 5, 7). In
recent years, several studies were reported about
the outcomes of percutaneous release of the com-
mon extensor origin (2, 15, 18, 21). This study pre-
sents our clinical results with this procedure.

PATIENTS AND METHODS

Percutaneous lateral extensor release was performed
in 29 patients for tennis elbow between 1995 and 2002.
Clinical results of 26 patients who were followed-up
were examined. Fourteen patients (54%) were women
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and 12 (46%) were men. The mean age of patients was
45.2 years (range : 32 to 58 years). Symptoms were pre-
sent for an average of 8.9 months. All patients were
treated with conservative methods for at least 6 months
before they underwent surgery. The indication for per-
cutaneous extensor release was absence of relief with
conservative treatment of at least six months duration.

A tourniquet was used in all patients. Under axillary
block anaesthesia, the common extensor origin was
incised through a 0.5 cm skin incision with a No : 11
surgical blade (fig 1). At the end of the operation, release
of the common extensor origin could be checked by pal-
pation over the skin. The tourniquet was released and
haemostasis was achieved by pressure on the wound.
The incision was sutured. A bulky dressing was applied
to the incision. No splint was applied to the upper
extremity and the elbow was left free for use.

The follow-up data were obtained from the patients’
charts and a questionnaire, and classified according to
Grundberg and Dobson (12) (table I).

RESULTS

The average follow-up period was 32 months
(range : 8 to 60 months). During the last examina-
tion, pain, activity and patient satisfaction were
evaluated (table I) (12). Twenty-four patients were
rated as having excellent results. One patient was
rated as having a good result and one who was
rated as having a poor result underwent a second
operation. Lateral epicondylar pain was relieved
within an average of 2 months after the surgery. All
patients had a full range of elbow motion at follow-
up examination. All patients with excellent or good
results returned to their former occupations or
activities. All were satisfied with the incision scar.

DISCUSSION

Tennis elbow involves an overuse type injury of
the extensor tendons, especially in the extensor
carpi radialis brevis. The pathologic finding is
fibrous granulation tissue at the origin of the com-
mon extensor tendon (9). Histological studies of
surgical specimens have confirmed that the pathol-
ogy consists of vascular infiltration and degenera-
tion of the common tendon origin (7, 16). Subtle in-
stability following lateral ligament complex injury
and compression of the anterior branch of the 
radial nerve are two important entities in the dif-
ferential diagnosis (14). Some authors claimed that
the main pathology in tennis elbow was entrapment
of the anterior interosseous branch of the radial
nerve and suggested surgical decompression of the
nerve (8, 19). However, it is currently accepted that
the vast majority of cases of lateral epicondylar
pain are related to an overuse injury of the extensor
tendon origin.
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Fig. 1. — Schematic appearance of the pathology in tennis
elbow. The white line indicates the skin incision.

Table I. — Rating system used to evaluate the results

Rating Pain Activity and Patient Satisfaction

Excellent No pain Returned to work or activity
Patient satisfied

Good Pain only with heavy use Returned to work or activity
Patient satisfied

Poor Pain unchanged Patient dissatisfied
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Various surgical techniques have been described
for the surgical treatment of tennis elbow such as
open surgery for excision of the proximal portion
of the annular ligament, open release of the origin
of the extensor muscles, excision of the bursa if
present, excision of the synovial fringe which is
often present, decortication of the lateral epi-
condyle, and lastly percutaneous release of the
common extensor origin (2, 4, 5, 9). The most fre-
quently used procedure is release of the common
origin of the extensors using either an open or a
percutaneous technique. Release of the common
extensor origin is a highly satisfactory procedure
for the treatment of lateral epicondylitis unrespon-
sive to conservative treatment : the reported rates
of good results have ranged from 54% to 99% (17).

In the open procedure which was first mentioned
by Hohman according to Hohl (13), the abnormal
tissue which consists of tears involving the com-
mon extensor origin and granulation tissue deep to
the common extensor origin can be identified. The
pathologic area of the extensor origin may be
excised, creating a longitudinal defect which may
be repaired by suturing. The rates of good results
after this procedure have ranged from 77% to
85% (7, 16). However, Goldie (10) who studied the
pathologic anatomy of the tennis elbow did not find
any tendon tears in his study. The tears involving
the common extensor origin described previously
may well be secondary to injections of cortis-
teroids (1, 12).

According to Powell and Burke, percutaneous
release of the extensor common origin was first
performed by Losee in 1962 (18). This is a techni-
cally simple procedure that allows early mobilisa-
tion without pain. Seventy to 90% excellent or
good results have been reported in the literature (2,

15, 18, 21). Ninety-four percent of the patients in our
study group showed excellent or good results.

CONCLUSION

Most patients with lateral epicondylalgia
respond to conservative treatment. In resistant
cases in which surgical treatment appears neces-
sary, percutaneous release of the common extensor
origin may be considered as a first choice. 
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