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Treatment of Calcific Tendinitis around the
Elbow

Gyeong Min Kim', Tae Seon Kim', Kyu Bum Seo', Shin Woo Baek’

'Department of Orthopedic Surgery, Jeju National University Hospital, Jeju, Korea
2Jeju National University School of Medicine, Jeju, Korea

Purpose: This study was performed to evaluate surgical outcomes in calcific tendinitis
around the elbow due to persistent pain despite conservative treatment.

Methods: The study retrospectively reviewed seven consecutive patients who visited
Jeju National University Hospital due to pain around the elbow and underwent opera-
tive treatment due to persisting calcific lesion evidenced by radiographs and ultraso-
nography. The patients’ mean age was 40 years, and the average follow-up was 5
years and 10 months. Surgical procedures were performed under brachial plexus block
anesthesia to remove calcific deposits at the common extensor tendon with incision
around the lesion along with repair of partially ruptured tendons during the removal
using nonabsorbable sutures. The patients were immobilized with a long-arm splint in
a neutral position for 2 weeks after operation, followed by rehabilitation involving
continuous passive motion and physical therapy for elbow joint range of motion and
muscle strengthening, respectively. Intraoperative biopsy revealed inflammatory cells
and microcalcification indicative of calcific tendinitis in all patients. Surgical outcome
was evaluated based on patient's subjective satisfaction under five-point grading
scale, Mayo Elbow Performance Index (MEPI) score, and the Disabilities of the Arm,
Shoulder and Hand (DASH) score.

Results: The patient's subjective satisfaction scale revealed "very satisfactory" in three
cases and "satisfactory” in four cases. The median MEPI and DASH score were preop-
eratively 45 and 88.8, which improved to 85 and 36.2 at final follow-up, respectively.
Conclusion: In patients with persistent pain despite aggressive conservative treatment
in calcific tendinitis, direct surgical removal of calcific deposit is an effective way to
resolve symptom and prevent recurrence.
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T35 A7 2ot A3PEAolA DAk A3 32
Ao Zdgol ¥3 89 1A Ao wet 433 d ©A
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A =} 3] W2o] vkSo| Qi #AYS Aupw B4 X 1
el AjA|LE0] A3 E F5ohe &al7] dAE AX=H, ©
ojjo] A3] g4 ‘:’}7\] A oF}F Z-2(toothpaste-like) FHE HO|
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https://doi.org/10.12790/ahm.20.0060

Table 1. Overall data of the present study

Postop
319

DASH

Preop

MEPI
Postop

Preop

Result

FU (mo)

Conservative treatment Time to Op (mo)

Age (yr) Sex Side Lesion (elbow)

Case No.

86.2

100

45
45

Excellent

05

1

Steroid injection (x 1)

Female Right Lateral
ESWT

26
49

34.5

88.8

100

Excellent

104

Lateral

Left

Female

Steroid injection (x 2)

ESWT

40 85 94.8 38.8

Good

103

Female Right Lateral

43

Steroid injection (x 1)

94.8 37.1

85
100

30
65

Good
Excellent

94

9

Steroid injection (x 2)

Female Right Medial
ESWT

48

3238

81.9

Right Lateral

Female

35

Steroid injection (x 3)

92.2 36.2

85
85

40

Good

24
24

Steroid injection (x 1)

Right Lateral
ESWT

Female

36

41

388

87.1

50

Good

Right Lateral

Female

Steroid injection (x 3)

Op, operation; FU, follow-up; MEPI, Mayo Elbow Performance Index; DASH, Disabilities of the Arm; Shoulder and Hand; Preop, preoperative; Postop, postoperative; ESWT, extracorporeal shock wave

therapy.
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mg/mL) 2l=71(lidocaine, 0.1 mL)¥} &38toto] FASFH L,
gk 9] FAb & 559 S| §l= A%, 7M1 N85 st
= A%, 19 283 ARl 4-53] A=E IMER =AY 5
At A8E 15FY0] 134 4-53] A= E 1HER 5o 2751
ot AHEO|E =4 FAME 4 37MdofA 471EY 1HEE T
Algste] g5 W8S Sol# 1L Esielon, A9 41 A

= M E Atolofl 171 F&9] 714 Fol &89 k= A5}
Hl stk H=52Ql BEA A 7ok §ESSHA] ¢l B50] A
SEH AR AR A3 BEHol A EA] S A48 4
A7E AlPstoon, 4IPEHS WA & =712 9 A7t
2 Yt 6.57H LY, 4-978¥)ol A ek(Table 1).

e P A S Ad vh stoll s I E= W
A F 1 cm YHFONA FHRAE wpet &F 5 cme F AAE 7t
sto] L&A &, 35 T AH A@EE 35 s 25 D) 2
Wles AldstAth 2E SEoA e 244 38 o2 A
AEE T6 o =3 ol & od 247 stgd A9 o=
o A3] RO Ho|= W F4o] ZA & o] ATKFig. 1). 4
3] JFEE AASH 23] HARE sh3lon, odE 719 HAR
£ AAloly & o9 38 F Ad A@EE 3F a7 =S
A& vl&A B8 AKProlene; Ethicon, Cincinnati, OH, USA)
£ o]&sto] dds] Betth e T AR E FH AR A
JA] A3l K= (splint)S 25:7F f-A5HA T AASHL 5 &5
14l(continuous passive movement)S ©]-&3 I &5 A
Zetgon, FHE9] T 25 Algo] FEH 3FAHEE 284
FAA 5548 K &5 2 AZH A 5= 5-8oto] &=
= WA FT Axx G 9 2 52 oF 3/ LAEE 5185t
Aot BE dolA 22 A A3 PEAS FRI5THFig. 2).
o] B4 W4 50l 7kt
of Agto] i, 49 A

o,

N

2 HAk(Figs. 3-5).
&9 A= o] Q] HEEE STHA (WS T, Tt
%, BE, BN, W EUHE o] BUKHR L, & & 53
4 25, A 9 &3 & 59 7153 H7HE flsl Mayo
Elbow Performance Index (MEPD)®} Disabilities of the Arm,
Shoulder and Hand (DASH)E ZA}519itt. MEPI d4E 55
(45%), &5 MA207), 88107, I4 715(25%8)S S8t
HE4E AFESE] o wh=(excellent, 90-100%), %35 (good,
75-89%1), BE(fair, 60-74%), EF(poor, <60%)2&E o]
S 752 Bk ol
EAA B2 IBM SPSS Statistics, ver. 24.0 Z2I1H(IBM
Corp., Armonk, NY, USA)& o]&3dlo] & Hi} HF A4
MEPI A%, =& A3 FE FA] DASH #<+E Wilcoxon 3~

49 A (Wilcoxon signed-rank test)& A|3lo] p<0.05¥

X

S

o
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Fig. 2. Photomicrograph reveals aggregation infiltrated with
inflammatory cells (arrowheads) and microcalcifications (arrows)
(H&E stain, x200).

Fig. 1. A 36-year-old female patient with calcific tendinitis in the lateral epicondylar area on the right eloow. (A) Preoperative
anteroposterior radiograph shows small rounded calcific deposit at the insertion of the common extensor tendon (arrow). (B) Sonographic
image revealed swelling and calcification at the insertion of the common extensor tendon (arrow). (C) Intraoperative photograph
indicates toothpaste-like calcium deposits evident around the insertion site of the common extensor tendon. (D, E) Anteroposterior
radiographs on immediate postoperative and the last follow-up period show complete resolution of calcific deposits without recurrence
at the insertion site of the common extensor tendon (arrow).
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Fig. 3. A 43-year-old female patient with calcific tendinitis on the lateral aspect of right elbow joint. (A) Preoperative anteroposterior
radiograph shows a large rounded calcific deposit at the deep portion of the insertion of the common extensor tendon (arrow). (B)
Sonographic image shows calcification at the insertion of the common extensor tendon and in contact with humeral cortex (arrow). (C)
Intraoperative image indicates multiple calcific deposits after excision. (D, E) Anteroposterior radiographs on immediate postoperative
and the last follow-up period show complete removal of calcific deposits without recurrence at the insertion of the common extensor
tendon (arrow).

Fig. 4. A 26-year-old female patient with calcific tendinitis in the lateral epicondylar area on the right elbow. (A) Preoperative
anteroposterior radiograph shows small rounded calcific deposit at the insertion of the common extensor tendon (arrow). (B) Sonographic
image revealed swelling and calcification at the insertion of the common extensor tendon (arrow). (C, D) Anteroposterior radiographs on
immediate postoperative and the last follow-up period show complete resolution of calcific deposits without recurrence at the insertion
site of the common extensor tendon (arrow).

g EAZ o7 qol3t Zl o7 Prstrt. = 9] FHE FEL & T AFHoZ thESthy 519
thTable 1). $% A MEPI 5= 9%k 4580349, 30-654
7E=; ;1|. EY EE B5)0loHY, & & FF FA] A9 MEPI A4E 5

[
Sk 85H(H S, 85-100%; IS Ee W TH)o=2 IUHE &
& T A B9 299 Autdo] 9d A= g dx glole AL EAth & A DASH d4E $U% 88.81(H 9, 81.9-
o, Zgolut & 9 47 ol Y 59 AHFE At 94.84)eI o, =& F T FA| A9 DASH o= 5U%

Sxpe] A QA s 300A Hie- gEellen, el 36.23 (9, 31.9-38.8%) 22 HH £ HAH. £& A
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0.322 cm

RT ME

Fig. 5. A 48-year-old female patient with calcific tendinitis under the medial epicondylar area on the right elbow. (A) Preoperative
anteroposterior radiograph shows small rounded calcific deposit at the insertion of the common flexor tendon (arrow). (B) Sonographic
image revealed swelling and calcification at the insertion of the common flexor tendon (arrow). (C) Anteroposterior radiograph on
immediate postoperative day shows complete resolution of calcific deposits at the insertion site of the common extensor tendon (arrow).

% 3A] MEPI H49} DASH d45 Wilcoxon £5-+¢] A
T, FO5FE 5% RO R & HEo| Xfol7) 1SS T
2

2
& Qo] SAHSE folt Ao g FUISHtH(Table 2).

5
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Bl Zo|E FARR QI M35tz A A4 A9 A 3]sket
dxg(salt grains)& 8 2 A L2 FHLZ HolH FA a9
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Table 2. Wilcoxon signed-rank test

Wilcoxon signed-rank test  MEPI (postop—preop) DASH (postop-preop)
z -2.392° -2.375"
p-value? 0.017 0018

MEPI, Mayo Elbow Performance Index; DASH, Disabilities of the Arm;
Shoulder and Hand; preop, preoperative; postop, postoperative.
“Based on negative ranks. ®Based on positive ranks. “Two-tailed.

S BH= Hole FAMET, A8+ AT &k,
7t B AAE HolBr »E IS4 deey AEY & dnal

FEHSEY(computed tomography)2 24 AL F76h
o] 7H £ ®WiolH, 53] Z4 v osseous erosion)o] U

o -&5toH14]. HIZ8AAQl /1A 9] A3eks dole o] ==
Fol A W H3sts Add & glo, 43 JaEo] U yrt
o 714 skt Whwlolt}15,160]. ZLu= A3)4 AP Ak
of 2 Holn, AAZIe R HojZ|= &/ o] A=Hl
A ol&e &= UTH15]. 2Z0E= A3 A& S +
7= o1F7] W&ol AR AT} @A o] 83tttd A3
Zekol| f-83F Bfo] & 4= Qlthal shleH17]. A5
*F(magnetic resonance imaging) AR AKX F3] o]At9]

g mord & Qi e B 5359 AU WA & 3
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5H= o] QojAE 8835t v gytAolti12,13]. #A

of MN Mr rE 2 £
x e O 2
1o

o

https://doi.org/10.12790/ahm.20.0060



Arch Hand Microsurg 2020;25(4):274-281

Archives of Hand and MicrosurgcryAHM

uh o] A3AEAL ASHe o FasitHIg) & dpolx
& WA AR FEE G Bl Y] 3F S
o} BE BT A 53 5919 AR wlEby 4515}
A7k A s gt sdeln 24 AW &
% 5

o oﬁ C
[T A
T
oY A

i

)
AN S
o do

N,
ol
-

¢

AN

flllo
ot
rO

ol
o
a2
2
o
o

, HIAHZo|EA
A, EYAR, AHRO|E FAF 5ol ok A= e
o] A T4 A=l tﬂra}/‘i ﬁx*ﬂ‘:q A3 =2 B
AR AR 1, 2537 AU AAAYHA S5EH = B
ARE SA9] Hd & 4304 871 Atolo] A EHTHE BalE
o] 43 AAEY YAY EA w2t & Ao g modr
[19,20]. Uhthoffe} Loehr [1]&= 43]d&d ] EAA H3] HF

2 AHE F5E £k s Aolgtal HEA A& sttt
Brinsden¥} Wilson [6]2 £%-9] ZH]ZZ(peroneus longus)©l
Tt A3 E A4 BIAEH RO EY AGAIL} FAl0E 27
of gl 4ol ks H ATkl 513141, Cox @} Paterson [8]
2 A3/ B 9o AE|R0|E 4 FARE o] &5t S44
?l 349 24 Bkl sigith. A Ro|E w4 FAPE A3
A& AAY = AT A T, FAFF BF, W5t 95
(subcutaneous atrophy), T& %&q(skm pigmentation) 2]
F2rgo] yehd 4= Q7] wjiZo] vHEAQl AN Fofjof gt} o}
£ BEH A8 Yo R AY S48 A 59 vhs &l(needle
aspiration) 59 ®Ho] glow, X5 ai= thfsHA HarEch
[15.21]. A3]AZHL Qulgoz B2 X|Fof 2 vhesls A
o= A#A Q7= opAlEL 2 AFolA HA3EdS A2
2] ARoll= A4 BEH AR EEkal 40| A&
HAY AsA eas AlsHA =l EEA A5E AlAFSkL
AlZrol A A 3] HzHgo] F4E= B0 & AFtolA=
o2 FHAE UEhA fdok=tl, BE AHR0|E =4 FARY
Aol AT} A5E AYctH 434 HHo| ZolAHA S4E=
o] 1 5t HAGATE 2 AFolA= o] A= /A
=1 35 ET HISHA AEE QI o]t olf= - F9
o] M)A HWuol W} thE BEy q. 7 _[_,4-79 Holo] ¥
o] AT A+ 1ﬂrE ﬂfﬂi‘:} g 4 0}04 HEHR A
io?" zF u}go].;q =

}:I
Mooy b
30 30 )y ot nR

J

o;
_I

et
)

rIo

|

o)

9| éEﬂEO]E Z=A} x]g, ;q]g z2A1 g B2

49l 95 A2E
PP BEY Azolw BTL S0l HaHAY BFol B
PRI ]-7]7}— H]-o’HoP j= A LH-’] k]_gq 7011—@‘,] R Xﬂﬂ%
e 5 U,

https://doi.org/10.12790/ahm.20.0060

CELECL REEEEE L E LRSS PEETRL R
A ofg ojzdo] glow], BRAOIAE oFd o] Xz
3 Wt 712 9 Bt Qo ST BEd Aws £ A
2] B8 X2 71zbo] A3 Aptto] WAF 4 SArk ol 9o
o, BEH A2E WA Agste] ofd] wHgo] gl BAje] Gte]
HHHOR 5ag NBohe ASOE $42 B 7K 349
£52 24 BEA A2 AF 9 £F Asto] WS B
A7k ek 4= iek23]. olel He] ol
9 AR APste] YO Wel BHT 4 Ak PHS DY
3 9let. AwEelAle] A5uEge] Az et Belslk 5
Ad Kim S241E 4% o9 BEH Az 55
ofshlo] QAT AL ZAlsH A9o] 2719 44 AR
2 43] 3222 AAS, B5o| ut2A 451 7 %ol
S4este] BAte) WEE 3 APBBE wEA BHT S 9
ATFL Stgict. 2 ATOIAE Fol = 44 ool HIHe BE
4 Aol 87510 50| A4 24 $5 Aoz sl
BN 7150 SR AR ekl 44

l

%7]0] 434

o A% &

i

X

A
-

B @ 3a0) 471 A0 P ARk F, 44T 289
2 % YA Hol A

a8

Ao EdolA A2 BEH A7 75kl 550 A
S WE A2 Yok A $44 ARE B B
E_EE_ l;_o]jr_ OU\C]—J\HELE m]-eﬂ] i;]z‘ﬂ- 2 0] 0111 H;j ;‘d;‘d—%
S ARAH o7 AT 2= Qlu Agt vpx|o|E 2=35}0] g}ol
|5 Fo shueta AgzhEc

CONFLICTS OF INTEREST

The authors have nothing to disclose.

REFERENCES

1. Uhthoff HK, Loehr JW. Calcific tendinopathy of the rotator
cuff: pathogenesis, diagnosis, and management. ] Am Acad
Orthop Surg. 1997;5:183-91.

2. Speed CA, Hazleman BL. Calcific tendinitis of the shoulder. N
Engl ] Med. 1999;340:1582-4.

3. Kachewar SG, Kulkarni DS. Calcific tendinitis of the rotator
cuff: a review. ] Clin Diagn Res. 2013;7:1482-5.

4. Murase T, Tsuyuguchi Y, Hidaka N, Doi T. Calcific tendinitis
at the biceps insertion causing rotatory limitation of the fore-

279


https://doi.org/10.5435/00124635-199707000-00001
https://doi.org/10.5435/00124635-199707000-00001
https://doi.org/10.5435/00124635-199707000-00001
https://doi.org/10.1056/NEJM199905203402011
https://doi.org/10.1056/NEJM199905203402011
https://doi.org/10.7860/JCDR/2013/4473.3180
https://doi.org/10.7860/JCDR/2013/4473.3180
https://doi.org/10.1016/0363-5023(94)90017-5
https://doi.org/10.1016/0363-5023(94)90017-5

Gyeong Min Kim, et al. Treatment of Calcific Tendinitis

Archives of Hand and Microsurgery AHM

arm: a case report. ] Hand Surg Am. 1994;19:266-8.

5. Kim JS, Yoo JH, Yoo SO. Arthroscopic treatment of chronic
calcific tendinitis of the shoulder. ] Korean Shoulder Elb Surg
Soc. 1998;1:6-11.

6. Brinsden MD, Wilson JH. Acute calcific tendinitis of the per-
oneus longus tendon. Injury Extra. 2005;36:426-7.

7. Longo UG, Franceschi E Loppini M, Maffulli N, Denaro V.
Rating systems for evaluation of the elbow. Br Med Bull. 2008;
87:131-61.

8. Cox D, Paterson FW. Acute calcific tendinitis of peroneus lon-
gus. ] Bone Joint Surg Br. 1991;73:342.

9. Uhthoff HK, Sarkar K, Maynard JA. Calcifying tendinitis: a
new concept of its pathogenesis. Clin Orthop Relat Res. 1976;
(118):164-8.

10. Raghavendran RR, Peart F, Grindulis KA. Subcutaneous calci-
fication following injection of triamcinolone hexacetonide for
plantar fasciitis. Rheumatology (Oxford). 2008;47:1838.

11. Hamada J, Ono W, Tamai K, Saotome K, Hoshino T. Analysis
of calcium deposits in calcific periarthritis. ] Rheumatol. 2001;
28:809-13.

12. Depalma AF, Kruper JS. Long-term study of shoulder joints
afflicted with and treated for calcific tendinitis. Clin Orthop.
1961;20:61-72.

13. ViGario GD, Keats TE. Localization of calcific deposits in the
shoulder. Am J Roentgenol Radium Ther Nucl Med. 1970;
108:806-11.

14. Chung CB, Gentili A, Chew FS. Calcific tendinosis and peri-
arthritis: classic magnetic resonance imaging appearance and
associated findings. ] Comput Assist Tomogr. 2004;28:390-6.

280

15. Aina R, Cardinal E, Bureau NJ, Aubin B, Brassard P. Calcific
shoulder tendinitis: treatment with modified US-guided
tine-needle technique. Radiology. 2001;221:455-61.

16. Farin PU. Consistency of rotator-cuff calcifications. Observa-
tions on plain radiography, sonography, computed tomogra-
phy, and at needle treatment. Invest Radiol. 1996;31:300-4.

17. Farin PU, Jaroma H. Sonographic findings of rotator cuff cal-
cifications. ] Ultrasound Med. 1995;14:7-14.

18. Flemming DJ, Murphey MD, Shekitka KM, Temple HT, Je-
linek JJ, Kransdorf M]J. Osseous involvement in calcific tendi-
nitis: a retrospective review of 50 cases. AJR Am J Roentgenol.
2003;181:965-72.

19. Nikei V, Doumas C. Calcium deposits in the hand and wrist. |
Am Acad Orthop Surg. 2015;23:87-94.

20. Chow HY, Recht MP, Schils J, Calabrese LH. Acute calcific
tendinitis of the hip: case report with magnetic resonance im-
aging findings. Arthritis Rheum. 1997;40:974-7.

21. Wainner RS, Hasz M. Management of acute calcific tendinitis
of the shoulder. ] Orthop Sports Phys Ther. 1998;27:231-7.
22.Kim J, Bae KJ, Lee DW, Lee YH, Gong HS, Baek GH. Effective
period of conservative treatment in patients with acute calcific

periarthritis of the hand. ] Orthop Surg Res. 2018;13:287.

23. Ark JW, Flock TJ, Flatow EL, Bigliani LU. Arthroscopic treat-
ment of calcific tendinitis of the shoulder. Arthroscopy. 1992;
8:183-8.

24. Kim MK, Bae JH, Jeon YS. Conservative and early arthroscop-
ic treatment of calcific tendinitis. ] Korean Arthrosc Soc. 2009;
13:149-54.

https://doi.org/10.12790/ahm.20.0060


https://doi.org/10.1016/0363-5023(94)90017-5
https://doi.org/10.1016/j.injury.2005.03.005
https://doi.org/10.1016/j.injury.2005.03.005
https://doi.org/10.1093/bmb/ldn023
https://doi.org/10.1093/bmb/ldn023
https://doi.org/10.1093/bmb/ldn023
https://doi.org/10.1302/0301-620X.73B2.2005172
https://doi.org/10.1302/0301-620X.73B2.2005172
https://doi.org/10.1097/00003086-197607000-00030
https://doi.org/10.1097/00003086-197607000-00030
https://doi.org/10.1097/00003086-197607000-00030
https://doi.org/10.1093/rheumatology/ken375
https://doi.org/10.1093/rheumatology/ken375
https://doi.org/10.1093/rheumatology/ken375
https://www.ncbi.nlm.nih.gov/pubmed/11327256
https://www.ncbi.nlm.nih.gov/pubmed/11327256
https://www.ncbi.nlm.nih.gov/pubmed/11327256
https://www.ncbi.nlm.nih.gov/pubmed/13721957
https://www.ncbi.nlm.nih.gov/pubmed/13721957
https://www.ncbi.nlm.nih.gov/pubmed/13721957
https://doi.org/10.2214/ajr.108.4.806
https://doi.org/10.2214/ajr.108.4.806
https://doi.org/10.2214/ajr.108.4.806
https://doi.org/10.1097/00004728-200405000-00015
https://doi.org/10.1097/00004728-200405000-00015
https://doi.org/10.1097/00004728-200405000-00015
https://doi.org/10.1148/radiol.2212000830
https://doi.org/10.1148/radiol.2212000830
https://doi.org/10.1148/radiol.2212000830
https://doi.org/10.1097/00004424-199605000-00010
https://doi.org/10.1097/00004424-199605000-00010
https://doi.org/10.1097/00004424-199605000-00010
https://doi.org/10.7863/jum.1995.14.1.7
https://doi.org/10.7863/jum.1995.14.1.7
https://doi.org/10.2214/ajr.181.4.1810965
https://doi.org/10.2214/ajr.181.4.1810965
https://doi.org/10.2214/ajr.181.4.1810965
https://doi.org/10.2214/ajr.181.4.1810965
https://doi.org/10.5435/JAAOS-D-14-00001
https://doi.org/10.5435/JAAOS-D-14-00001
https://doi.org/10.1002/art.1780400528
https://doi.org/10.1002/art.1780400528
https://doi.org/10.1002/art.1780400528
https://doi.org/10.2519/jospt.1998.27.3.231
https://doi.org/10.2519/jospt.1998.27.3.231
https://doi.org/10.1186/s13018-018-0997-5
https://doi.org/10.1186/s13018-018-0997-5
https://doi.org/10.1186/s13018-018-0997-5
https://doi.org/10.1016/0749-8063(92)90034-9
https://doi.org/10.1016/0749-8063(92)90034-9
https://doi.org/10.1016/0749-8063(92)90034-9

Arch Hand Microsurg 2020;25(4):274-281 Archives of Hand and Microsurgery AHM

FHE FH0M HellEge] K=

SX: U 3209 MIEH0IM BEEN X5 & SH0| K& 22K XS A 2tXtol thell Z2+E Lot IAL SHUC

e S 29 SRR 2 G0 LIRS BARMARE 3 ZSTMAARY M3l HHO| 2011 8K X5E AlRMTH 702
o2 S5MOo 2 HGIRLT. W HHS 40A|, B FA| 7|22 53 107HL0|RACE &t MAZS RpH OFF 6t F2E =9 HH
2IE Flote 29 e & M3| 2AEE Mol 2R IFE 7S Higad SBAME 018510 SElolLh. & & HMALE &8
YXZ HHR| M1 255 237t FABIRRH, 5 25 714 ¥ 222 FHE 282 o1l 2E€S LR 2 o9 &%
ZAOA MallEEE 2oL & Aille A AR TR S bHAZ L0 B7I6IR 1, Mayo Elbow Performance index
(MEPI) &==2} Disabilities of the Arm, Shoulder and Hand (DASH) &5 ZEAFSIILCE

b 2O FEAQI AR = 3001M 01 BHE, 400i|M 2HEO] AutE HRACE MEPI SYAU2 = © 45T0M 85HRE
Z7tot4 0, DASH Y2 2 T 88.8H0M 42 £ 36.280=2 SHE U,

ZE: MalEP0M MIH0 HEXN X220t 20l S50| X&EE 29 +28 X2z 43| YHES AFPHCE MAY + AL
Y YX|Of = R4=610{ SIHEQI X2 F2| ottt Al=EICH

MOITHO: M3RIEY, FUE, HEN X7, 225 A&

H2 20209 108 119 8 20209 112 79 AXEPEY 2020 11€ 10
LMK} M

63241, MiZ=A| OF2t 132 15, MOt HFQilt

TEL 064-717-1690 FAX 064-717-1131 E-mail cbnuoskbs@jejunu.ac.kr
ORCID https://orcid.org/0000-0002-5854-1606

https://doi.org/10.12790/ahm.20.0060 281



	서론 
	대상 및 방법 
	결과 
	고찰 
	결론 
	CONFLICTS OF INTEREST 
	REFERENCES 

