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Arthroscopic Treatment Options
 for the Athlete's Elbow
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Common Problems 
of the Elbow

• Tennis Elbow
• Golfers Elbow
• Lateral Plica
• Elbow Arthritis
• Distal Biceps Tear
• Ulnar Neuropathy
• UCL injuries
• Triceps Tendon Tear
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Arthroscopic Treatment Options for the 
Athlete’s Elbow – All Age Groups

Tennis Elbow 
(Lateral 

Epicondylitis)

Golfer’s Elbow 
(Medial 

Epicondylitis)
Olecranon 

Bursitis

Osteochondritis 
Dissecans (OCD) Loose Bodies Plica

Posterior 
Osteophytes 

(VEO)
Osteoarthritis Stiffness

Lateral Collateral 
Ligament 
Injuries

Fractures 
(capitellum, 
radial head)

Courtesy of Christopher Camp, MD
Mayo Clinic, Rochester, MN
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Elbow Arthroscopy
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Arthroscopic 
Technique: 

Instruments

• Curettes
• Elevators
• Retractors
• Wissinger rods
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• 8.6 million participants in youth 
baseball

• 22x increase in UCL tears over the 
past 20 years. 

• > 25% of youth players report 
elbow pain. 

• Other sports with a high risk of 
elbow injuries include gymnastics, 
tennis, wrestling, and javelin. 

Conditions that can be treated 
with Elbow Arthroscopy:

• Osteochondritis Dissecans 
(OCD)
(Loose bodies)

• Valgus extension overload

• Lateral Plica
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Osteochondritis DissecansOsteochondritis Dissecans of
the Capitellum

Champ L. Baker III,*y MD, Anthony A. Romeo,z MD, and Champ L. Baker, Jr,y MD
From the yHughston Clinic, Columbus, Georgia, and zMidwest Orthopaedics, Chicago, Illinois

Osteochondritis dissecans of the capitellum is a well-recognized cause of elbow pain and disability in the adolescent athlete. This
condition typically affects young athletes, such as throwers and gymnasts, involved in high-demand, repetitive overhead, or
weightbearing activities. The true cause, natural history, and optimal treatment of osteochondritis dissecans of the capitellum
remain unknown. Suspicion of this condition warrants investigation with proper radiographs and magnetic resonance imaging.
Prompt recognition of this disorder and institution of nonoperative treatment for early, stable lesions can result in healing with
later resumption of sporting activities. Patients with unstable lesions or those failing nonoperative therapy require operative inter-
vention with treatment based on lesion size and extent. Historically, surgical treatment included arthrotomy with loose body
removal and curettage of the residual osteochondral defect base. The introduction of elbow arthroscopy in the treatment of
osteochondritis dissecans of the capitellum permits a thorough lesion assessment and evaluation of the entire elbow joint with
the ability to treat the lesion and coexistent pathology in a minimally invasive fashion. Unfortunately, the prognosis for advanced
lesions remains more guarded, but short-term results after newer reconstruction techniques are promising.

Keywords: osteochondritis dissecans (OCD); humeral capitellum; elbow arthroscopy

Osteochondritis dissecans (OCD) of the elbow is an idio-
pathic, localized disorder of the subchondral bone resulting
in separation and fragmentation of the articular surface
and underlying bone.12,27,66,87 It is an increasing cause of
elbow pain and dysfunction in the competitive adolescent
athlete. Although lesions have been reported in the troch-
lea,31,54,85 radial head,18 and olecranon, the most common
site of OCD of the elbow is in the capitellum. The true
cause, natural history, and optimal treatment of OCD of
the capitellum remain unknown. This uncertainty can par-
tially be attributed to the orthopaedic literature in which
other conditions involving the articular surface of the
immature elbow, such as osteonecrosis, osteochondrosis,
osteochondral fractures, hereditary epiphyseal dysplasia,
Little Leaguer’s elbow, and Panner disease,12,66,87 have
been confused with true OCD.

In particular, Panner disease should be distinguished from
OCD of the capitellum. Noted for its resemblance to Legg-
Calvé-Perthes disease, Panner disease is typically found in
young boys under the age of 10 years with no history of trau-
ma.52,70 Rarefaction and fragmentation of the entire capitel-
lum are seen radiographically. This condition is self-limiting
and resolves with rest. Reconstitution of the capitellum

without functional sequelae or limitations is expected.52,66,70

Singer and Roy68 believe Panner disease and OCD of the cap-
itellum represent different stages of alterations of endochon-
dral ossification with outcomes related to patient age,
activity level, and severity of the lesion. Osteochondritis disse-
cans of the capitellum typically affects the young adolescent
athlete involved in high-demand, repetitive overhead, or
weightbearing activities. The lesion on the capitellum is
more focal and unfortunately has a limited capacity for heal-
ing with progression to fragmentation, formation of loose bod-
ies, and potentially a poor prognosis despite aggressive
treatment. Long-term results demonstrate the presence of
degenerative joint disease and continued elbow symptoms in
approximately half of affected patients.7,74,75

We reviewed the pathogenesis, clinical presentation,
diagnostic evaluation, nonoperative treatment, and opera-
tive management of OCD of the capitellum.

PATHOGENESIS

In 1887, König coined the term osteochondritis dissecans to
describe a pathological process leading to the formation of
loose bodies or arthrophytes without preexisting trauma.47

He postulated that an inflammatory reaction of the carti-
lage and subchondral bone followed by spontaneous necro-
sis leads to the creation of osteochondral fragments and the
formation of loose bodies. Since the publication of his orig-
inal description, histologic studies have revealed an
absence of inflammatory cells, but the term osteochondritis
dissecans has persisted.47,53,66 Many different hypotheses
regarding the causes of OCD have been proposed. They
include genetic predisposition,21,72 disordered ossification,
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Osteochondritis Dissecans (OCD)

• Disorder of subchondral 
bone resulting in 
fragmentation of cartilage 
and underlying bone

• Typically, in adolescents 
 (13 – 17 years of age)

• Ultimately, idiopathic 
disorder

11

OCD = Panner’s Disease?

12

Panner’s 
Disease

• Less than 13 years old

• Believed to be caused by 
interference in blood supply

• Most common in dominant 
elbow in boys between 5-12

• Results in resorption & 
eventual repair
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Panner’s vs. 
OCD?

• Radiographs demonstrate 
fragmentation of entire 
capitellum (versus focal 
lesion in OCD)

• Condition is self-limiting 
and resolves with rest
(3-6 months)
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Osteochondritis 
Dissecans (OCD)

• Most common in overhead 
athletes (baseball) as well as 
gymnasts

• Repetitive valgus forces on 
elbow with compression against 
capitellum (baseball)

• Repetitive elbow compression 
with axial force through 
hands/wrist (gymnastics)

15

Etiology?

Localized injury
• Bone 
• Cartilage

Single vs Chronic
Compromised Vascularity

Combination of genetic, 
traumatic, and vascular factors

16

Etiology 82/2433 adolescent baseball 
players à  3.4% prevalence

Risk factors:

- Started baseball at younger age
- Played for longer periods of time

- Had experienced more elbow pain
- No correlation with position played

2014
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Clinical 
Presentation

• Lateral elbow pain associated 
with activity

• In sports with repetitive upper 
extremity use

• Loss of elbow motion
• Flexion contractures 15 + 

degrees in some cases
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Clinical 
Presentation

• Tenderness over 
radiocapitellar joint

• Mechanical symptoms 
(locking, catching) 
indicates possible 
presence of loose body

19
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Imaging – 
Radiographs

• Elbow XR may be 
unremarkable

• If more lengthy duration 
of symptoms, focal 
radiolucency within 
capitellum

20

Imaging - MRI

• Increased signal within the 
capitellum

• Status of articular cartilage 
determines treatment

• Loose bodies 

21

MRI Findings

when radiographs show normal results or demonstrate
only subtle changes.32,78 Early MRI findings include
lesions of uniform low-signal intensity in the superficial

capitellum on T1-weighted images with the T2-weighted
images demonstrating no changes or abnormalities.78

More advanced lesions demonstrate changes on both T1-
and T2-weighted images. Magnetic resonance imaging
can also provide an accurate assessment of the size, extent,
and stability of the OCD lesion.11,32 Determination of
lesion stability and of the integrity of the articular carti-
lage cap is of utmost importance regarding the decision
to prescribe nonoperative treatment or proceed with sur-
gery (Figure 3). Kijowski and De Smet32 reported on the
MRI findings in patients with OCD of the capitellum and

Figure 2. Anteroposterior radiograph showing more advanced
changes of capitellar fragmentation.

Figure 1. Anteroposterior radiograph of the elbow at the initial
examination showing an early capitellar lesion in a 14-year-old
boy. Reprinted with permission from Takahara et al.74

Figure 3. A, sagittal proton-density image with fat saturation
from a direct MR arthrogram. Contrast is seen undermining
a partially detached and partially unstable osteochondral
fragment of the capitellum. B, axial T1-weighted image with
fat saturation from a direct MR arthrogram. A linear contrast
collection extends deep to a partially detached and partially
displaced osteochondral fragment of the capitellum.
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Systematic Review:
30 out of 278 Studies

Unified Grading System

24

• 95 baseball players & 21 gymnasts
ØAvg age: 13.7  

       
• Capitellar OCD lesions were 

located more anterior in baseball 
players when compared with 
gymnasts

OJSM 2017
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Treatment – 
Non-Operative

• Indicated for all stable lesions (based on MRI)

• Elbow rest, activity modification, NSAIDs
• Typical time frame of 6 months 

noted similar findings to those previously described for
unstable femoral condyle OCD lesions.19,20 Unstable OCD
lesions of the capitellum demonstrated either a peripheral
ring of high-signal intensity or an underlying fluid-filled
cyst on the T2-weighted images.32

The addition of intravenous gadopentetate-dimeglumine
contrast during MRI may help further evaluate an OCD
fragment’s viability and stability.12,34,55 Fragment
enhancement after contrast suggests the presence of good
blood supply and, therefore, fragment viability. Diffuse
enhancement at the fragment capitellar subchondral
bone interface represents vascular granulation tissue
and, thus, fragment instability.55 When evaluating an ath-
lete’s elbow by MRI, a pseudodefect of the capitellum can
be mistaken for an OCD lesion. The pseudodefect is a nor-
mal anatomical variant created by the abrupt transition
between the posteroinferior capitellar articular surface
and the rough nonarticular lateral epicondyle.32,59 A true
OCD lesion is directed more anteriorly.

Other authors have advocated computed tomography
arthrography25,41 and ultrasound24,77,78 as additional imag-
ing modalities in the evaluation of OCD of the capitellum.
Computed tomography arthrography can confirm the intra-
articular location of loose bodies as well as examine the carti-
lage for fissuring, defects, or dissection with separation.25

Takahara et al75 evaluated the efficacy of ultrasound in the
assessment of OCD of the capitellum. In their study, sono-
graphic results determining lesion stability correlated with
either intraoperative or MRI findings in 17 of 19 (89%) cases.
The authors noted the use of ultrasound in addition to plain
radiographs could help avoid underestimating the severity
of the OCD lesion. Sonography has the ability to evaluate
both the subchondral bone and overlying cartilage, identify
nondisplaced and slightly displaced fragments, and diagnose
cartilaginous loose bodies. Several investigators have also
performed screening ultrasound in young baseball players
to detect early OCD of the capitellum.23,78

Based on the literature available to date, our current
diagnostic imaging recommendations for suspected OCD
of the capitellum include initial standard AP and lateral
radiographs of the elbow and an additional AP view of
the elbow in 45! of flexion followed by MRI. The MRI pro-
vides critical information regarding the size and extent of
the lesion with an assessment of both the articular

cartilage and underlying subchondral bone. Magnetic res-
onance imaging can detect the presence of loose bodies as
well as the earliest changes of OCD even when radiographs
have normal results. The determination of lesion stability
as based on findings on T2-weighted images is crucial to
prognosis and what type of treatment should be instituted.
Several different classification systems based on imaging
studies have been proposed regarding OCD of the capitel-
lum; however, none currently have proven to accurately
predict prognosis or treatment.64

NONOPERATIVE TREATMENT

Although our knowledge of the natural history of OCD of
the capitellum remains incomplete, it is evident from
review of the literature that certain lesions have the capac-
ity for healing. Nonoperative treatment, consisting of
elbow rest for 6 months, has been recommended by several
authors for early capitellar lesions with favorable outcomes
(Table 1).41,44,74 Matsuura et al41 reported radiographic
healing in 91% of early lesions with capitellar lucency.
Similarly, Mihara et al44 noted healing in 88% of elbows
presenting with radiographic findings of radiolucency or
capitellar flattening. Noncompliant patients who contin-
ued to stress their elbows against advice demonstrated
lesion progression.41,44,73,78 Other authors have noted
less than satisfactory outcomes with nonoperative treat-
ment in patients presenting with more advanced lesions;
persistent pain and elbow symptoms have been reported
in approximately half of patients at final evaluation.46,74,75

Takahara et al74 concluded additional diagnostic criteria
other than radiographic lesion classification were needed to
correctly identify those lesions that can be successfully man-
aged nonoperatively. In a follow-up level 2 study, Takahara
et al73 reported the results in 36 patients managed nonoper-
atively with elbow rest. Patients with lesions with an open
capitellar physis had significantly better healing, higher
return to sports, improved pain outcomes, and improved
radiographic findingsthandidthosewithlesionswithaclosed
growth plate. On the basis of their study, the authors recom-
mend nonoperative treatment for patients with stable
lesions. A patient with a stable lesion has all of the following
characteristics at initial presentation: an open capitellar

TABLE 1
Results of Nonoperative Treatment

Study/Length of Follow-up
Elbows With Radiographic
Findings at Presentation

Radiographic Evidence of
Healing at Follow-up, %

Return to
Sport, %

Pain/Symptoms at
Follow-up, %

Matsuura et al41/24 months 84 radiolucency 91 79 Unknown
17 nondisplaced fragments 53 53 Unknown

Mihara et al44/14 months 26 flattening/lucency 88 88 Unknown
4 fragmentation, no sclerosis 50 50 Unknown
9 fragmentation with

sclerosis/loose bodies
11 22 Unknown

Takahara et al74/5.2 years 17 lucency/nondisplaced
fragments

55 Unknown 53

7 displaced fragments 0 Unknown 53

4 Baker et al The American Journal of Sports Medicine
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Treatment – 
Operative 
Indications

• Failure of non-operative treatment 
(3 - 6 months)

• Mechanical symptoms in elbow
• Unstable lesion on MRI

27

Treatment - 
Operative

• Drilling of lesion (arthroscopic-assisted)
• Fragment removal with microfracture (arthroscopic)

……………………………
• Fragment fixation (arthroscopic)
• Osteochondral grafting
• (ACI)
• Lateral closing wedge osteotomy

28

Case 
Presentation:  
JH
21 yo male
Overhead 
Sports

29
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Fragment

30

Posterior 
Approach

31

Microfracture

32

Bleeding 
After 
Microfracture
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Osteochondral Allograft

Nine baseball players-15.3 yrs (14-18)

Fresh Femoral Hemicondyle

All Scores saw significant improvement (p<0.01)
• Mayo Score improved 57.8 to 98.9 
• Oxford Score improved 22.4 to 44.8 
• DASH improved 35.2 to 5.4 
• VAS 7.8 to 0.5 (p<0.01)
• KJOC improved 32.6 to 82.5 

All patients returned to baseball and were active for at least 2 yrs

42

Osteochondral Allograft

Preop 20 mo Post-op

43

Systematic Review:
30 out of 278 Studies

Grade 1 & 2 = Nonoperative Grade 3 & 4 = Operative

47

Return to Sport

Grade 3 & 4 =
POOR Results with 

Nonoperative Treatment

48

107 Cases

60
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Conclusion: 

• Minimum 2-year outcomes
• Excellent return-to-play rate
• Excellent subjective PRO scores 
• 12% reoperation rate 
• Questions:  

- size of the lesion
- number of loose bodies removed
- other associated comorbidities
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Snapping Elbow

Plica

64

Elbow Plica

65

Lateral Elbow “Snapping”

Also known as 
“synovial fringe” 

syndrome

Similar to plica as 
reported in knee

Most common 
location is lateral and 

posterior (aka 
“radiohumeral plica”) 

66

Clinical 
Presentation

• Dull elbow pain with 
ache

• Snapping or mechanical 
symptoms

• History of minimal 
trauma or no prior injury

67

Exam
• Full ROM

• Minimal or No Effusion
• Painful snapping between 80-

100 degrees of flexion WITH 
pronation
Steinert et al.  Arch Orthop 
Trauma Surg 2010

• Normal neurovascular/stability 
exam

68

MRI

Kim et al. AJSM 2006

69
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70

Treatment:
Must approach from Anterior 
AND Posterior compartments

71

Outcomes

• Twelve young athletes
• All w/ posterolateral elbow 

pain for avg of 9 mo

• All other diagnoses excluded
• Posterolateral plica found in 

all cases
• 11/12 returned to full activity 

with symptom resolution

Kim et al. AJSM 2006

72

Epicondylitis

Lateral – Tennis Elbow Medial – Golfers Elbow

73

Lateral 
Epicondylitis 
(Tennis Elbow)

74

Epidemiology

• Ages 35 - 50
• Males ≥ females

• Dominant arm > non-dominant 
arm

• Repetitive wrist extension
• Alternating pronation, supination

• Manual labor w heavy tools and 
repetitive tasks

• Haahr Occup Environ Med 2003
• Recurrence: ~3%

75

Mechanism
• Traumatic vs Atraumatic

• Repetitive wrist 
Ext/Pron/Sup

• Poor tendon blood supply
• Insufficient healing

•  Injury à Microtear 
à Rupture

76

ECRB

77

ECRB

78
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Symptoms

• Lateral elbow pain
• Painful wrist flexion
• Painful resisted extension
• Decrease grip strength

79

Differential Diagnosis
What else could it be?

Radial Tunnel Syndrome:
present in 5%

80

Radiology

81

82

What is Epicondylitis? • Gray, hom ogenous, edem atous, friable tissue
• Distinct from  norm al tissue

83

Pathology:
Angiofibroblastic Hyperplasia

84

22 RCTs with 2280 patients
•Minimum 6m follow-up

•Non-op treatment à  injections, PT, shockwave, laser, US, iontophoresis, topicals, oral naproxen
•Outcomes included à  overall improvement, requirement for escape interventions, outcomes 
scores, maximum and pain-free grip strength

Pooled data from RCT’s indicate a 
lack of intermediate to long-term 
clinical benefit after nonsurgical 
treatment of lateral epicondylitis 
compared with observation only 

or placebo.

85

Steroid Injections for 
Lateral Epicondylitis

• RCT of 165 patients à  steroid injection ±  
PT, placebo injection ±  PT

• Outcom es assessed at 1 year
• Results:

• Steroid vs Placebo à  Steroid w  lower 
com plete recovery/substantial 
im provem ent (83%  vs 96% ) and higher 
recurrence rate (54%  vs 12% )

• Physiotherapy à  No difference

86

Database study
•3863 patients underwent operative treatment of lateral epicondylitis,
•58 (1.5%) required revision surgery 
•Having ≥3 ipsilateral preoperative injections was the most significant risk factor (OR, 3.55; P < 
.001), whereas having 2 (OR, 1.44; P = .135) or 1 (OR, 1.15; P = .495) was not significant 

2017
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Corticosteroid Injections?

88

Lateral Epicondylitis Treatment
• PT / OT

• Elbow bracing
• Modalities
• Wrist bracing
• Cortisone injections
• PRP injections
• Tenex

• Nitrous patches
• Botox
• Debridement (open or arthroscopic?) 

with or without repair

92

Conclusion:
This meta-analysis demonstrates that 
the highest quality available evidence 
does not support:
• Exercise-based physiotherapy
• CSI injections
• PRP

Recommendation:
PT should focus on other forms of 
physiotherapy interventions other than 
exercise therapy

93

Operative Treatment

• Open

• Percutaneous

• Arthroscopic

Failure of ≥ 6 months Non-operative Treatment

94

Surgical 
technique- 
open

95

Arthroscopic Technique

96

Surgical technique- 
arthroscopic

Techniques in 
Shoulder and Elbow 
Surgery 2010

97

Rehabilitation

Phase I (1-7 
days)

• Sling
• A/AA ROM E/W/H

Phase II (1-4 
weeks)

• Isotonic to tolerance
• Modalities

Phase III 
(Weeks 4+)

• Work/home modifications
• Functional progression

98

Rush Experience (2010)

99
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Outcomes

100

Factors Associated with Increased Liklihood 
of Requiring Operative Treatment

• Radial Tunnel Syndrome

• History of a Prior 
Corticosteroid Injection

• Workers’ Compensation

• Multiple Visits to Surgeon

101

Medial Elbow
Main anatomic structures:

• Medial Epicondyle

• Flexor Pronator Mass

• Ulnar Collateral Ligament

• Ulnar nerve

Pronator teres

Common Flexor Tendon

Medial Epicondyle

102
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Golfer’s Elbow
(Medial Epicondylitis)

Pathologic Area: 
• region where deep fibers of the flexor 

tendons and pronator teres originate 
from the medial epicondyle

• Proximal to the Ulnar Collateral Ligament

104

Medial Epicondylitis

• 10% of the population
• < 1% prevalence
• 5-10x less common than LE

• Commonly ages 30-60
• No permanent sequelae
• Generally resolves with or 

without treatment in 12-18 
months…which is
NOT ACCEPTABLE in ATHLETES

105

Risk Factors

•sports that require repetitive wrist flexion/forearm pronation 
during ball release

•common in golfers, baseball pitchers, javelin throwers, 
bowlers, weightlifters, racquet sports

•tennis
•late ball strike (raquet head behind elbow at ball contact)
•poor forehand stroke mechanics
•failure to use vibration dampeners attached to strings
•in athletes, may develop in response to large valgus forces 
on elbow
•jobs involving lifting >20kg, forceful grip, exposure to 
constant vibration at elbow (plumbers, carpenters, 
construction workers

20-30% may present with Ulnar Neuropathy Symptoms

106

Repetitive eccentric loading of the muscles conducting wrist flexion and 
forearm pronation combined with valgus overload at the elbow

107

Sport-Specific Treatment

Equipment
Technique
Elbow Pad
Concentric and Eccentric 
resistance exercises

Golf
• Clubs:  Length, shaft weight, club 

head weight, club head strike zone
• Proper technique

• Often found in the trail arm of the 
swing

• Pronator Teres more likely in 
amateurs

Tennis
• Racquet size, weight, head weight, 

strike zone, string tension
• Poor forehand stroke, late ball 

strike, open stance

108
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Surgical Rx: Medial Epicondylitis

112

Surgical Treatment of 
Medial Epicondylitis

Reserved for refractory cases 
- 6+ months of failed therapy program*

Technique 
-Care to avoid medial antebrachial 
cutaneous n. 
-Debridement of pathologic tissue
-Secure tendinous repair
-Plus or minus suture anchor to epicondyle

*Jobe FW & Ciccotti MG. JAAOS, 1994

115

Surgical Technique 

116

Surgical Treatment of 
Medial Epicondylitis
• Retrospective analysis of 63 elbows treated surgically 

• Minimum 1-year conservative management

• 13/63(20%) with ulnar neuritis - All received decompression

• Results
• Mean pain score improvement 8.4 to 2.4 (p,0.001)
• 94% (59/63) success rate with excellent or good results
• Return to work 2.8 months
• Return to exercise 4.8 months
• 1 complicated with heterotrophic ossification

117

Systematic Review

118

Post-Operative Plan

Brief immobilization (7-10 days)
Gentle passive and active range of 
motion
4 to 6 weeks - resisted wrist flexion 
and forearm pronation
Return to sport/lifting/play by 4-6 
months ?

119

UCL

UCL

120

Equal
80-84%

121 122
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Elbow 
Osteoarthritis

• Relatively rare: < 2% of population
• Preservation of articular cartilage
• Maintenance of joint space
• Hypertrophic osteophyte formation
• Capsular contracture
• Clinically

ü Pain
ü Stiffness
ü Mechanical symptoms
ü Weakness

126

Primary Elbow 
Osteoarthritis

• Idiopathic etiology
• Associated with heavy 

use of the arm
ü Manual laborers
ü Weight-lifters
ü Throwing athletes

127

Imaging

3 views of the elbow
CT scan 

• 3D recons help delineate 
bony abonormalities

• More easily identify shelf 
osteophytes
• Olecranon fossa
• Radial fossa
• Coronoid fossa

• Visualization of osteophytes in 
relation to the ulnar nerve
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3D CT Scan:
Anterior Compartment
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3D CT Scan:
Posterior Compartment
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Arthroscopic Treatment

Candidates
• Young (< 60?), active patients
• Impingement pain at the extremes of motion
• Failed conservative treatment
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Relative 
Contraindications to 

Arthroscopic 
Intervention

• Severe contractures with 
minimal joint motion

• Prior ulnar nerve 
transposition

• Presence of significant 
heterotopic bone

• Unstable elbow
Ø  Address instability first

Surgeon elbow arthroscopy skills
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Patient Positioning

• Lateral decubitus or prone

• Arm holder designed for 
elbow arthroscopy

• Non-sterile tourniquet 
placed at the level of the 
arm holder
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Arthroscopic 
Technique: 

Instruments

• Curettes
• Elevators
• Retractors
• Wissinger rods
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Anterior 
Compartment

Anterior compartment
• Remove osteophytes

⎻ Radial and coronoid fossae
⎻ Coronoid tip
⎻ Medial coronoid

• Anterior capsular release
⎻ Radial nerve just anterior to radial head and capitellum

136

Anterior Elbow Debridement
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Posterior Compartment

Flexion loss
• Start debridement 

posteriorly 
(Krishnan)

• Include posterior 
capsular release
• Ulnar nerve in danger 

at posteromedial 
aspect
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Posterior 
Compartment

• Well visualized from 
posterlateral portal

• Use direct posterior 
portal as working portal

• Remove osteophytes
⎻ Olecranon tip
⎻ Medially and laterally 

around the olecranon
⎻ Olecranon fossa

139

Posterior Elbow Debridement
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Arthroscopic Treatment of Stiffness
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Intraoperative Range of Motion

142

Post Op
• Drains per surgeon’s discretion
• Soft compressive dressing
• Continuous passive motion per surgeon’s 

discretion for 3-4 weeks post-op
• Formal therapy to begin POD#1
• Indomethacin post-op

• Heterotopic ossification prophylaxis
• Helps with inflammation during rehab
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Early Postoperative ROM

144

JAAOS 2011

145

Complications

• Heterotopic ossification

• Nerve injury
• Septic arthritis

• Compartment syndrome
• Persistent portal 

drainage
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Thank you!
Anthony A. Romeo M.D.
Shoulder, Elbow, Sport Medicine

Executive Vice President
Musculoskeletal Institute

Duly Health and Care
Chicago, Illinois

RomeoOrtho@gmail.com
www.AnthonyRomeoMD.com
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Thank you!

Chicago
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www.AnthonyRomeoMD.com

Thank you!
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