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Introduction
Lateral epicondylosis (LE), also known as tennis elbow, is a common 
painful condition of the upper extremity,with an incidence of 4-7/1000 
patients per year in primary care settings.1-3The term “lateral 
epicondylitis” is often used indiscriminately to refer to chronic 
overuse lateral elbow injury. However, the vast majority of overuse 
tendon injuries, including LE, show no histopathologic evidence of 
inflammatory cells. Rather, they are chronic degenerative conditions. 
Therefore, “lateral epicondylosis” is the preferred term.4-6

It is typically seen in patients whose activities involve repeated 
forceful extension of the wrist, and can lead to a chronic pain syndrome 
without proper treatment. Lateral epicondylosis is thought to be due to 
repetitive strain of the common tendon at the origin of the wrist 
extensor muscles, which may result in microscopic tears of the 
aponeurosis followed by a local inflammatory reaction in the tendon 
fibres close to the lateral epicondyle. Usually, patients present with 
chronic lateral elbow pain which is exacerbated by supination or wrist 
extension with focal lateral epicondyle tenderness on clinical 
examination. Individuals in the 40-50 years age group are at the highest 
risk, regardless of their sex and ethnicity.7-9

Conservative management includes anti-inflammatory drugs, 
physiotherapy or injection of corticosteroid into the tender area. While 
many non-surgical therapies have been tested for LE refractory to 
conservative measures, none have shown to be uniformly effective in 
the long term.10-12If conservative treatment is insufficient, surgical 
treatment is required which consists of relieving the tension in the 
tendon by detaching the origin of the common extensor muscle from 
the lateral epicondyle.

Sclerosing agents such as polidocanol are widely used for treating 
varices and vascular malformations. These agents have a direct effect 
on the intima of blood vessels, resulting in thrombosis and vessel 
occlusion. Sclerotherapy has also been advocated to target 
neovascularity that is often present in tendinopathy. Although pain 
frequently correlates with tendon neovascularization on ultrasound, it 
is likely that pain is secondary to the associated neural ingrowth within 
the areas of tendinopathy.13 Thus, sclerotherapy may reduce 
tendinopathic pain by eliminating nociceptive nerve fibres, which are 
found adjacent to the neovessels either directly (by destruction) or 
indirectly (by ischaemia).14

Sclerosing polidocanol injections have been demonstrated to give 
promising clinical results in patients with chronic painful Achilles and 
patellar tendinosis.14 However, there is lack of literature regarding its 
efficacy in the management of lateral epicondylosis. It was with this 
objective that we decided to test the efficacy of sclerotherapy in the 
treatment of chronic lateral epicondylosis.

MaterialsandMethods
22 elbows of 18 patients (10 men and 8 women, mean age 40 years, 
range 33–63) with a chronic history of pain (mean 18 months, range 
4–30), diagnosed as lateral epicondylosis were included in our study. A 
total of 30 patients were referred for evaluation and the diagnosis of 
lateral epicondylosis was established, based on the history and clinical 
examination. 12 patients refused for injection therapy after 
counselling, mostly females due to unknown fear for injection. Rest 18 
patients agreed to participate in the study and were enrolled for the 
study after taking proper written informed consent. Clinically, all these 
patients had tenderness in the extensor muscle origin, and pain was 
elicited by forced extension of the wrist joint. All patients had pain 
during their work.

Previous treatment included the following: NSAIDs (18), cortisone 
injection (6), stretching (8), strength training (5), orthotic device (5) 
and acupuncture (2).

Treatment injection of the sclerosing substance polidocanol:
The substance polidocanol (10mg/ml) was used as sclerosing agent. 
The active substance is an aliphatic non-ionised nitrogen-free surface 
anaesthetic. Before the treatment, the skin was washed with a solution 
of chlorhexidine and alcohol. The patients were sitting with the arm 
resting on a table, having 70–80 of elbow flexion, and pronated wrist. 
The injection procedure was performed from the lateral side. Injection 
was given with a 22 gauze needle, connected to a 2-ml syringe. 
Altogether, 0.4–1.0 ml was injected slowly. The patients were advised 
to give rest to the elbow for the first 24 hours, after which, the patients 
were allowed to continue their normal daily activities without 
restrictions.

Outcome measures
At baseline and at follow-ups, we assessed patient's extensor origin 
pain during wrist activity. Using a visual analogue scale (VAS) for 
severity of pain, the patients recorded the amount of pain during wrist 
activity, on a 100-mm-long scale. The amount of pain was recorded 
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from 0 to 100 mm, where no pain is recorded as 0 and severe pain as 
100.

Patient's satisfaction with treatment was also recorded on a 100-mm-
long scale, evaluating from 0 to 100% how much satisfied the patients 
were with the result of the treatment. Results were evaluated before 
and after treatment.

Results
Before treatment, patients were evaluated for extensor origin pain 
during wrist loading activity. The mean VAS before treatment was 75 
(range 26–100). At the 6-months follow-up, the mean VAS had 
decreased significantly (P<0.003) from 75 to 34. There was a good 
clinical result in 17 out of 22 elbows. Extensor origin pain during wrist 
loading activities was significantly reduced. 5 elbows in 4 patients has 
fair to poor clinical results. Overall, improvement in elbow function 
was noticed. There were no complications related to the treatment. 
Two patients, both females, complained of having severe pain in the 
extensor origin and stiffness in the elbow during the first week after 
injection. There were no allergic reactions to polidocanol. 

Discussion
Our study was a prospective evaluation of efficacy and safety of 
Sclerotherapy using polidocanol injection in the treatment of lateral 
epicondylosis. We report a significant reduction in extensor origin pain 
during wrist loading activities and improvement in elbow function. We 
also report overall good clinical result, with no allergic reactions or 
complications.
  
In a pilot study15 of 11 patients (13 elbows) with lateral epicondylitis, 
treated with polidocanol injection, there was a clinical improvement in 
11/13 elbows at 8 months. The elbow pain was significantly reduced 
(mean VAS decreased from 75 to 34; p < 0.003), and grip strength was 
significantly improved (from 29 to 40 kg; p < 0.025).
 
A subsequent small size cross-over randomized controlled trial (30 
patients) was performed by the same research group. In this study, 
Group 1 received image-guided polidocanol injection only, whereas 
Group 2 received lidocaine plus epinephrine. Subsequently, both 
groups had polidocanol injection at 3-month follow-up. This study 
showed no statistically significant differences (p < 0.05) in the 
outcomes between the two groups. In both groups, there was a 
significantly lower VAS at 3-month and 12-month follow-up, and grip 
strength was significantly higher at 12 months.16 Furthermore, a 
systematic review and network meta-analysis found no benefit of 
polidocanol compared with placebo.17 Further Level 1 evidence is 
required to evaluate whether sclerotherapy has significant advantage. 

Conclusion
Sclerotherapy with polidocanol in patients of lateral epicondylosis was 
well tolerated, effectively decreased extensor origin pain and 
improved elbow function. Sclerotherapy performed by trained 
personnel is a reasonable therapeutic option for patients with 
refractory lateral epicondylosis.
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