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Adhesive capsulitis is primarily a clinical diagnosis, though imaging may 
be used to exclude other causes. Arthrography is usually regarded as the 
gold standard for imaging diagnosis, though ultrasound and MRI may help 
in diagnosis by assessing the thickening of the coracohumeral ligament. 
Another ultrasound finding can be that of ‘hypoechoic’ material (more 
blood vessels), surrounding the long head of the biceps tendon at the rotator 
end. In very painful cases, local injection can help. 

Osteopaths, chiropractors, and physiotherapists may suggest treatments such 
as shockwave, massage therapy, daily extensive stretching, and Gunn IMS 
dry needling. If these treatments are unsuccessful, however, more invasive 
painful techniques will be needed. These could include: manipulation under 
general anaesthesia to break up the adhesions, distension arthrography, and 
surgery (athroscopy) to cut the adhesions (capsular release).

ELBOW PROBLEMS

Do you have an extremely painful, swollen elbow 
that you cannot move, or some deformity?

If so, you may have a dislocated elbow.

 
DISLOCATED ELBOW

A dislocated elbow occurs usually as a result of a fall or a direct blow, and 
often involves fractures of the ulna radius and humerus. The most common 
reason involves falling onto an outstretched hand, with the arm away from 
the body, and the elbow being forcibly flexed on contact (and usually also 
with a twisting movement). This results in a posterior dislocation that 
accounts for up to 90% of all elbow dislocations. In a posterior dislocation, 
the ulna or the radius (or both) moves backwards and ligament damage will 
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occur. If relocation is not instant, a medic will reduce it and check out the 
nerves and blood vessels.
Diagnosis is by medical emergency, physiotherapy assessment, and X-ray, 
and treatment can include: a reduction of the dislocation, sling 
immobilisation for one to three weeks, and painkillers. Later on you can 
add gentle mobility exercises, then once movement is back, strengthening, 
ultrasound, and pulsed shortwave to help the ligament damage.

Are normal daily activities painful? Is your elbow 
becoming stiff, swollen, and losing its range of 
movement? Is it hard to completely straighten your 
arm, then is it hard to bend?

If so, you may have osteoarthritis of the elbow (see 
definition of osteoarthritis).

Do you have elbow pain and a boggy feeling, with a red localised swelling? Do 
you have limited movement, and pain at rest or upon exertion?

If so, you may have one of the following conditions:

OLECRANON BURSITIS

Student’s elbow – or olecranon bursitis – 
is the inflammation/swelling of the bursa 
that protects the bone at the back of the 
elbow. Traumatic or repetitive impacts 
to this area can result in pain and a large 
swelling at the back of the joint. The bursa 
is a sack of fluid that helps to prevent 
friction between bones and the soft tissue 

over the top of the elbow. Inflammation or bleeding into a bursa can cause 
it to become very sore, and this can happen by being hit by someone (or a 
ball, for instance), or a repetitive action.
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Treatment can include: RICE (rest, ice, compression, and elevation), phys-
iotherapy, sports therapy, and wearing a sling. Advice includes not leaning 
on the elbow, wearing an elbow guard if playing cricket or contact sports, 
and initially immobilising the arm. You may need a sac of fluid called a 
bursa syringed out (aspirated) and a corticosteroid injection.

TENNIS ELBOW

Tendinosis of the com-
mon extensor tendon 
(tennis elbow) is a com-
mon cause of elbow pain 
for adults. Symptoms can 
include an ache/pain and 
stiffness to the local area 
of the tendon at the el-
bow, or, when severe, a 
burning that surrounds 
the whole joint around 
the affected tendon. The 
pain is usually worse dur-
ing and after activity, and 

the next day it will be stiffer as swelling impinges on the movement of the 
tendon. Repetitive typing, sport, or stressful situations in life can tie in with 
the onset of the pain. Swelling in a region of micro-damage or partial tear 
may be detected visually or by touch. 

Tennis elbow tendinosis is due to tendon overuse and the failed healing of 
the tendon. In addition, the extensor carpi radialis brevis muscle (which 
extends the elbow) plays a key role. Tennis elbow or lateral epicondylitis is 
a condition in which the outer part of the elbow becomes sore and tender, 
and the forearm muscles and tendons become damaged from overuse – 
repeating the same strenuous motions. This leads to pain and tenderness 
on the outside of the elbow. 
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Any activity (including tennis) that involves the repetitive use of the extensor 
muscles of the forearm can cause acute or chronic tendonitis of the insertion of 
these muscles at the lateral epicondyle of the elbow. The condition is common 
in carpenters and labourers who swing a hammer/tool with their forearm.

GOLFER’S ELBOW

Golfer’s elbow – or medial epicondylitis – is tendinosis of the medial 
epicondyle of the elbow, and is in some ways similar to tennis elbow. The 
anterior forearm contains several muscles that are involved with flexing the 
digits of the hand, as well as flexing and pronating the wrist. The tendons 
of these muscles come together in a common tendinous sheath, which 
originates from the medial epicondyle of the humerus at the elbow joint. In 
response to minor injury – or simply for no obvious reason – this point of 
insertion becomes inflamed.

Before anaesthetics and steroids are used, physiotherapy treatment after 
rest, ice, compression, and elevation (RICE) will typically be used. This will 
help to decrease inflammation, and rest will help the overuse injury. The 
patient can use an elbow brace or splint for compression, the splint being 
made in 30-45 degrees of the elbow bend. A simple daytime elbow brace 
may also be a useful alternative.

Exercise prescription is for muscle/tendon reconditioning, starting with 
stretching and the gradual strengthening of the flexor-pronator muscles. 
Strengthening will slowly begin with isometrics (static contractions) and will 
then progress to eccentric exercises (working into stretching with loading), 
helping to get a range of motion back to where it once was. Simple analgesic 
medication has a place in the beginning, as do oral anti-inflammatory meds 
(NSAIDs) – these will help to control pain due to inflammation. A more 
invasive treatment is the injection, which causes an initial exacerbation of 
symptoms lasting from 24 to 48 hours. 

Here are the treatments in summary: physiotherapy, brace, deep tissue 
massage, Gunn IMS dry needling, ultrasound, shockwave, laser, deep 
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oscillations, Acupuncture, posture, exercises with stretches, pulsed 
shortwave, and MRT.

INJURED TENDONS/TENDINOSIS AND MEDICAL TREATMENTS

An injured tendon is very slow to heal; partial tears heal by the rapid 
healing response of type-III collagen, which is weaker than normal tendon. 
Recurrence of the injury in the damaged region of the tendon is common. 
Rehabilitation, rest, and a gradual return to the activity is sensible. 

There is evidence to suggest that tendinosis is not an inflammatory disorder. 
Therefore, anti-inflammatory drugs are not an effective treatment, and 
inflammation is not the cause of this type of tendon dysfunction. Initial 
recovery is said to be within two to three months, with full recovery usually 
within three to six months. Most people (80%) will fully recover within 
12 months, depending on treatment effectiveness. If therapy doesn’t work, 
you can then move onto surgery, consisting of the excision of the abnormal 
tissue. The time required to recover fully from surgery is about four to six 
months. Delaying exercise until after the initial inflammatory stage of repair 
could promote tissue repair and remodelling.

AUTOLOGOUS TENOCYTE INJECTION

Dr Cameron, a delightful Scottish doctor, explained this procedure to 
me: this is when your own blood is injected back into you. For example, 
a tenocyte injection could be used for the treatment of severe, chronic, 
resistant tennis elbow (lateral epicondylitis). A needle biopsy could be 
taken from the patellar (knee cap) tendon, and the extracted tendon cells 
expanded by in vitro culture. The tenocytes could then be injected into the 
injured tendinopathy site – the origin of the extensor carpi radialis brevis 
(extensor) tendon – under the guidance of an ultrasound. After this little-
known treatment, it has been stated that patients showed improved clinical 
function and structural repair at the origin of the common extensor tendon.
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SOFT TISSUE MOBILIZATION

Augmented Soft Tissue Mobilization (ASTM) is a form of manual therapy 
that has been shown in studies on rats to speed the healing of tendons by 
increasing fibroblast activity (cells that rebuild connective tissue).

ECCENTRIC LOADING

This simply involves eccentric loading exercises involving the lengthening 
of muscular contractions. 

INFLATABLE BRACE

The use of an inflatable brace (AirHeel) was shown to be as effective as 
eccentric loading in the treatment of chronic Achilles tendinopathy. Both 
modalities produced significant reduction in pain scores, but their combi-
nation was no more effective than either treatment alone.

SHOCKWAVE THERAPY

I use this. Research agrees that shockwave therapy (SWT) is effective in 
treating calcific tendinosis. In rat subjects, SWT increased the levels of 
healing hormones and proteins leading to increased cell proliferation and 
tissue regeneration in tendons.

TENDON BIOENGINEERING

The future of non-surgical care for tendinosis is bioengineering, as ligament 
reconstruction is possible using mesenchymal stem cells and a silk scaffold. 
These stem cells are capable of seeding the repair of damaged tendons, and 
autologous tenocyte implantation is currently being tested for tendinosis. 
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INJECTIONS OF MICRO RNA (GENE EXPRESSION REGULATORS)

Scientists have found that miR-29a – a single microRNA – through its 
interaction with a protein (interleukin 33) plays a key role in regulating 
the production of collagens in tendon disease. A loss of miR-29a from 
human tendons increases collagen type-3 production, a key feature of 
tendon disease. The replacement of miR-29a in the damaged tendon cells 
in the lab then restores collagen production to pre-injury levels. A trial 
will put injections of microRNA – small molecules that help regulate gene 
expression – into the tendon in order to decrease the production of type 3 
collagen and switch to type-1.

ALLOGENEIC ADIPOSE-DERIVED MESENCHYMAL STEM CELLS

In November 2013, researchers at the Seoul National University Hospital 
looked at allogeneic adipose-derived mesenchymal stem cells (ALLO-ASC) 
for the treatment of at least six-month-old tennis elbow tendon injuries. 
Adipose-derived mesenchymal stem cells were given to the patients by an 
ultrasonography-guided injection. 

ELASTOGRAPHY ULTRASOUND TO ESTIMATE TENDON STIFFNESS

Researchers have tried to analyse the effect of treatment on tendons, and 
tendon tissue strain and its mechanical properties can be looked at by 
using elastography (an acoustical imaging technique that measures strain 
distributions in tissues from stress or compression). Strain is inversely 
related to stiffness, so under stress, tissue that displays less strain is assumed 
to be stiffer than tissue that exhibits more strain. Elastography, therefore, 
is an indirect method to estimate tissue stiffness. Acoustoelastography is 
another ultrasound technique, one that relates ultrasonic wave amplitude 
changes to the mechanical properties of a tendon.
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LIGAMENT LAXITY, HYPERMOBILITY

Ligamentous laxity is a cause of 
chronic body pain characterised 
by loose ligaments, and when this 
condition affects joints in the entire 
body, it is called ‘generalised joint 
hypermobility’. I see a lot of this in 
some parts of the body but rarely 
in all the joints, which occurs in 5% 
of cases and may be genetic. Loose 
ligaments can appear in a variety of 
ways and at varying levels of severity.

 
TENDON AND LIGAMENT

Someone with ligamentous laxity has loose ligaments. Unlike other diseases, 
the diagnosis does not require the presence of loose tendons, muscles or 
blood vessels, hyperlax skin, or other connective tissue problems.

With inheritable connective tissue disorders associated with joint 
hypermobility (such as Marfan syndrome and Ehlers-Danlos syndrome 
types I-III, VII, and XI), the joint laxity (where the joint is not stabilised 
enough by the ligaments) is usually apparent as kids. I remember treating a 
family with this disorder following a car crash – it’s OK, you can take your 
seat belts off, it was a happy ending: they all recovered completely. 

Referred pain is created by ligamentous laxity around a joint, but is felt at 
some distance from the injury. These painful points that refer pain elsewhere 
are called trigger points, and they respond well to therapy. Excessive joint 
movement also creates many ‘protective actions’ by adjacent tissues, and 
muscles will contract in spasm in an attempt to pull the joint back to the 
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correct location or stabilise it. When this occurs in the back, you need strong 
muscles, otherwise orthopaedic surgeons will often try to reduce vertebral 
instability by fusing the vertebrae with bone and/or metal fixation.

Lax ligaments do not support joints as well as healthy ones, and your joint 
proprioception will be poor, making you prone to injury as well as postural 
overcompensation for the weakness using other parts of the body. With good 
exercises you may improve over time and lose some of your hyperlaxity. 

Right, it’s time to get your seat belts on again now: individuals over the age of 40 
with very lax joints have recurrent joint problems and suffer from chronic pain. 
Back patients with spinal ligament laxity may also suffer from early osteoar-
thritis and disc degeneration. Also, they may find themselves with disorders in-
volving nerve compression, chondromalacia patellae (inflammation behind the 
kneecap), excessive anterior mandibular (jaw bone) movement, mitral valve (in 
the heart), prolapse, uterine prolapse (womb), and varicose veins.

HANDS

WRIST IMPINGEMENT/ 
IMPACTION SYNDROMES

This is pain in the wrist due to the pinch-
ing of structures within the wrist joint, 
usually during a traumatic end of range 
wrist movement (e.g. a fall onto an out-
stretched hand), and typically with the 
wrist in extension (stretched back) and in 
combination with weight bearing forces 

through the affected wrist (such as during gymnastics). Symptoms may in-
crease upon firmly touching the affected region of the wrist, and on certain 
wrist movements (e.g. wrist extension). The painful wrist will be sore to the 
touch with restricted wrist joint mobility and often swelling. 
Treatment can include: physiotherapy, home advice regarding supporting 
the bandage cooling, and RICE.
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Also Available from Nicky Snazell
The 4 Keys To Health

This book is a self-help manual of preventative health. It has four 
chapters – mind, food, fitness, and lifestyle – with questionnaires 
that score you red, amber, and green in terms of health; holding 

4 green keys means you are in optimum health.

This book is a result of 30 years’ study in the fields of biology, 
psychology, physiotherapy, and pain. It is my personal insight 

into health, shared with my patients and audiences internation-
ally.

You can view a YouTube video of Nicky explaining the book at:

https://www.youtube.com/watch?v=sc_i1b979XA 
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Also Available from Nicky Snazell
The Mind  

(The Human Garage Part 1)

Throughout this series of books I am going to share with you 
my recipes of integrated medicine for physical health, and in 

this edition we focus on the mind.

The Mind is the first book in The Human Garage trilogy, and is 
available now.

The Human Garage Part 3, The Soul, will also be available soon. 
This book will explore the science and spirituality of energy 

healing and the power of hands-on healing, as well as touching 
on the psychic side of things.




