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Elbow Rehabilitation - Common Disorders and
Treatment

1. Epidemiologic data from the cour se suggest that focused elbow injury prevention efforts are
particularly important in which of the following practice settings due to higher point prevalence of
elbow pain?

A. Industrial and manual labor environments involving repetitive gripping and forceful manual
tasks

B. Primary care clinics serving largely sedentary office workers with minimal upper limb use
C. Long-term care facilities where residents rarely perform resisted upper extremity activity
D. Pediatric well-child clinics where upper extremity loading is predominantly play based and
low force

2. According to the course, why are low-grade elbow symptomsin athletes and workersclinically
important even when they do not initially limit participation?

A. Continued participation despite low-grade pain can lead to cumulative tissue overload,
reduced recovery capacity, and prolonged rehabilitation timelines

B. Low-grade symptoms are usually self-limiting and rarely influence long-term performance or
reinjury risk

C. Low-grade symptoms are most often neuropathic and indicate central sensitization rather
than local tissue overload

D. Low-grade symptoms primarily reflect psychological stress and are unlikely to represent
meaningful mechanical loading issues

3. When reasoning about elbow biomechanics using the three-joint complex model, which
interpretation best reflects the cour se content?

A. Impairment at any of the humeroulnar, humeroradial, or proximal radioulnar joints can disrupt
coordinated motion and load sharing, increasing stress on remaining components

B. The humeroulnar, humeroradial, and proximal radioulnar joints largely function
independently, so pathology is usually confined to a single articulation

C. The proximal radioulnar joint primarily contributes to passive stability and has minimal
influence on functional pronation and supination

D. The humeroradial joint is responsible mainly for elbow flexion torque and is rarely involved in
load transmission during axial tasks

4. Which description of joint-specific function is most consistent with the course’s explanation of
the three-joint elbow complex?



A. The humeroulnar joint primarily manages forearm rotation, the humeroradial joint acts as a
static stabilizer, and the proximal radioulnar joint is mainly a shock absorber

B. The humeroulnar joint provides primary hinge motion and inherent stability, the humeroradial
joint transmits axial load especially through the hand, and the proximal radioulnar joint enables
pronation and supination

C. The humeroradial joint supplies most of elbow flexion—extension, the humeroulnar joint
distributes rotational forces, and the proximal radioulnar joint controls varus—valgus alignment
D. The proximal radioulnar joint produces flexion—extension, the humeroulnar joint controls
supination strength, and the humeroradial joint maintains ligament tension

5. A patient demonstrates lateral elbow pain during gripping that worsens when the shoulder is
internally rotated and thewrist is held in extension. Based on the anatomical relationships
described in the course, which explanation best accounts for thisfinding?

A. Shoulder internal rotation directly compresses the lateral collateral ligament complex,
producing referred pain to the wrist extensors

B. Changes in shoulder and wrist position alter muscle length-tension relationships across
multi-joint forearm muscles, increasing tensile demand on the wrist extensors at the lateral
epicondyle

C. Wrist extension unloads the common extensor origin, so pain must reflect primary radial
nerve entrapment rather than musculotendinous loading

D. Lateral elbow pain in this position is most consistent with cervical radiculopathy because
elbow musculature is mechanically slackened

6. Which movement scenario is most likely to increase ulnar nerve strain in the region of the
cubital tunnel, according to the neural anatomy section?

A. Short-arc elbow flexion performed with the shoulder internally rotated and adducted
B. Elbow extension with the forearm supinated and the wrist flexed

C. Neutral elbow position with the forearm pronated and the wrist in ulnar deviation

D. Sustained elbow flexion combined with valgus loading at the medial elbow

7. Which ligament provides the primary restraint to valgus stress, particularly during over head
and throwing movements that place high tensile demands on the medial elbow?

A. Ulnar Collateral Ligament

B. Radial Collateral Ligament

C. Both Ulnar & Radial Collateral Ligaments
D. Neither

8. Which nerve passes anteriorly through the cubital fossa and between the heads of the pronator
teres, making it sensitive to repetitive gripping and forearm pronation demands.

A. Radical nerve
B. Ulnar nerve



C. MediaN nerve
D. Brachial nerve

9. In the section on local tissue and load-related factors, which processis described as a key driver
of the overload—pain—-weakness cycle at the elbow?

A. Pain-related inhibition altering muscle activation patterns, leading to reduced strength and
endurance and greater reliance on passive structures

B. Immediate structural failure of tendon with each loading episode, followed by rapid tissue
regeneration

C. Isolated ligament elongation in response to low-level daily tasks, independent of muscular
function

D. Capsular thickening that universally improves joint stability and thereby reduces tissue
stress

10. Why does the cour se emphasize assessing the shoulder, scapula, wrist, and cervical spine when
managing persistent elbow pain?

A. Proximal and distal regions are generally unaffected by elbow pathology, so regional
assessment is mainly for documentation rather than treatment planning

B. Elbow pain is typically referred from the lumbar spine, so upper quarter assessment serves
mainly to rule out unrelated pathology

C. Regional impairments, such as limited shoulder mobility, poor scapular control, or altered
wrist mechanics, can increase mechanical demand at the elbow and perpetuate symptoms if
left unaddressed

D. Addressing remote regions is recommended only when imaging confirms a multijoint
degenerative process

11. Which joint enables forearm pronation and supination, allowing the hand to rotate
independently of the upper arm and adapt to task-specific demands such as gripping, tool use, or
throwing?

A. Humeroradial Joint

B. Humeroulnar Joint

C. Proximal Radioulnar Joint
D. Distal Radioulnar Joint

12. In Case Study 1 (office worker and recreational tennis player), which combination of factors
best explains why symptoms wor sened over the day and with backhand strokes?

A. Short-duration, low-load computer tasks combined with low-velocity tennis strokes primarily
induced acute ligament rupture at the lateral collateral complex

B. Sustained computer-related gripping and wrist extension plus high-force, repetitive gripping
and forearm rotation during tennis exceeded extensor tendon load tolerance



C. Frequent changes in task type prevented cumulative loading, indicating that symptoms were
unrelated to occupational or sport demands

D. Backhand strokes largely reduce lateral elbow demand, so symptoms must have arisen from
proximal cervical pathology

13. Which aspect of clinical history most strongly suggests a load-related, nontraumatic elbow
presentation rather than acute structural disruption, according to the course?

A. Intermittent paresthesia at rest without clear relationship to activity or joint position

B. Sudden onset of severe elbow pain following a single high-force eccentric load with
immediate functional loss

C. Gradual onset of pain associated with repetitive gripping or forearm use, worsening with
cumulative daily load and improving with rest

D. Constant severe night pain unrelated to movement and unaltered by daily activity level

14. During upper quarter assessment for elbow pain, active cervical rotation reproducesthe
patient’s forearm symptoms. How should thisfinding be inter preted within the framework
described in the course?

A. As a nonspecific response that can be disregarded because elbow conditions are rarely
influenced by cervical motion

B. As a potential indicator of neural or proximal cervical contribution that warrants integration
into differential diagnosis and further neural testing

C. As definitive proof that the elbow is uninvolved and that treatment should target the cervical
spine exclusively

D. As an artifact of patient apprehension, indicating that further neurological assessment is
unnecessary

15. Which range-of-motion finding would most clearly indicate an elbow-specific mobility
limitation when compared with the normative values provided in the cour se?

A. Active wrist flexion of 80 degrees with symmetrical elbow motion from O to 145 degrees
B. Cervical rotation limited to 65 degrees bilaterally with normal elbow motion

C. Thoracic rotation of 30 degrees with symmetric elbow flexion of 140 degrees

D. Active elbow flexion limited to 100 degrees with full cervical, shoulder, and wrist motion

16. Which test position best biases the ulnar nerve during upper limb neurodynamic testing as
described in the cour se?

A. Shoulder abduction and external rotation with elbow extension, forearm supination, and wrist
and finger extension

B. Shoulder abduction and external rotation with elbow flexion, forearm pronation, and wrist
extension

C. Shoulder internal rotation and extension with elbow extension, forearm pronation, and wrist
and finger flexion



D. Shoulder neutral with elbow flexion, forearm supination, and wrist flexion

17. A patient presentswith lateral elbow pain. Resisted wrist extension and Mill’stest both
reproduce focal pain at the lateral epicondyle, whereas symptoms are not clearly provoked by
palpation along the radial tunnel. According to the lateral elbow differential diagnosis section,
which inter pretation is most appropriate?

A. Positive Cozen-type and Mill’s testing primarily indicate humeroradial joint degeneration
rather than musculotendinous overload

B. The absence of radial tunnel tenderness rules out tendinopathy and indicates primary
posterior interosseous nerve entrapment

C. The pattern supports a working diagnosis of lateral epicondylalgia characterized by reduced
extensor tendon load tolerance

D. Because symptoms are reproduced by both active and passive testing, a cervical
radiculopathy is the most likely source of pain

18. Which combination of findings would best help differentiate medial epicondylalgia from cubital
tunnel syndrome in a patient with medial elbow symptoms?

A. Anterior elbow pain during resisted supination versus pain-free resisted wrist flexion and
pronation

B. End-range extension pain with posterior swelling versus focal tenderness at the radial head
C. Diffuse lateral forearm aching with weakness in wrist extension versus focal tenderness over
the common flexor origin

D. Pain and fatigue with resisted wrist flexion and forearm pronation without consistent
paresthesia pattern versus ulnar nerve paresthesia reproduced by sustained elbow flexion and
Tinel's sign

19. When distinguishing among posterior elbow conditions, which presentation is most consistent
with olecranon bursitis as outlined in the cour se?

A. Sharp pain at end-range extension without visible swelling, provoked mainly by repetitive
throwing

B. Localized posterior swelling and tenderness over the olecranon with pain largely unrelated to
resisted elbow extension loading

C. Diffuse posterior arm pain and weakness during resisted elbow flexion and supination

D. Medial elbow pain with paresthesia into the ring and small fingers, worsened by sustained
elbow flexion

20. Which clinical scenario should raise the greatest concern for an acute distal bicepstendon
rupturerequiring prompt referral, based on the anterior elbow section?

A. Mild anterior discomfort during passive elbow extension that resolves immediately after
activity



B. Gradual anterior elbow aching during repetitive low-load typing that eases with rest and
shows full strength on testing

C. Diffuse anterior forearm tightness after long-distance running with normal resisted elbow
flexion and supination

D. Sudden onset of anterior elbow pain and weakness following a high-force eccentric load with
visible deformity and marked loss of supination strength

21. How does the course recommend clinicians use special tests such as Cozen’stest, Mill’s test,
and Tinel’s sign when forming a diagnosis?

A. As primary diagnostic tools that can independently confirm or exclude specific pathologies
regardless of clinical history

B. As part of clusters of findings interpreted alongside history, symptom behavior, and
functional testing rather than as standalone definitive tests

C. As screening tools to replace detailed strength and range-of-motion assessment when time
is limited

D. As confirmatory tests that should be performed before taking a clinical history to avoid bias

22. When developing a compr ehensive management plan for elbow pain, which strategy best
reflects the multimodal, prioritized approach described in the cour se?

A. Eliminating all provoking activities until symptoms fully resolve, then resuming full load
without intermediate progression

B. Focusing on passive modalities until the patient is pain free and then rapidly progressing to
maximal strengthening without regard to irritability

C. ldentifying the most influential contributors to symptoms and combining exercise therapy,
manual therapy, education, and activity modification in a graded, individually tailored program
D. Relying on manual therapy as the primary intervention and adding exercise only if symptoms
fail to improve

23. For chronic lateral epicondylalgia that ultimately requires surgical extensor tendon
debridement or release, which postoperative rehabilitation timeline is most consistent with the
cour se content?

A. Protected motion during the first 2—4 weeks, progressive strengthening by 6—8 weeks, and
graded return to heavier loading or sport over approximately 3—6 months

B. Immediate unrestricted loading in the first week, followed by immobilization for 8 weeks to
promote tendon healing

C. Complete avoidance of gripping for 6 months, with no strengthening until a pain-free MRI is
obtained

D. Full competitive return to racquet sports within 4 weeks provided pain at rest has resolved

24. In cases of ulnar collateral ligament reconstruction for overhead athletes, what return-to-
throwing expectations does the cour se outline?



A. Early protected motion followed by progressive strengthening, initiation of interval throwing
around 4—6 months, and full competitive throwing commonly between 9 and 12 months

B. Immediate unrestricted throwing within 2 weeks, with strengthening delayed until 6 months
postoperatively

C. Return to full competition by 3 months as long as passive elbow extension is symmetrical
D. Delaying all overhead activities for at least 2 years to prevent graft failure

25. Which clinical scenario most appropriately supports considering a grade V high-velocity, low-
amplitude thrust manipulation to the radiohumeral joint, according to the manual therapy
section?

A. A patient with progressive neurological deficits and unclear etiology of elbow pain

B. A patient with acute elbow dislocation, high irritability, and marked joint effusion seeking
rapid pain relief

C. A patient with clearly identified radiohumeral joint restriction, low symptom irritability, no
instability or recent trauma, and no neurological compromise

D. A patient with generalized ligamentous laxity and posterolateral rotatory instability of the
elbow

26. The exer cise therapy section recommends a specific loading scheme for strengthening acr oss
the elbow and upper quarter. Which prescription best matches this recommendation?

A. Performing 3 to 4 sets of 6 to 8 repetitions with resistance that makes the final two
repetitions difficult while maintaining good movement quality

B. Performing 1 set of 20 to 30 repetitions with very light resistance to avoid provoking any
discomfort

C. Using maximal single-repetition efforts to rapidly restore strength after pain decreases
D. Performing continuous low-load exercises for 10—15 minutes without attention to form or
fatigue

27. How does the cour se propose integrating pain management and activity modification into
elbow rehabilitation?

A. By educating patients about acceptable symptom levels, adjusting task variables to reduce
excessive load, selectively using bracing, and maintaining participation while progressively
building load tolerance

B. By prescribing strict rest from all upper extremity activities until pain is completely absent for
several weeks

C. By relying chiefly on modalities such as ice and heat in place of exercise to control pain
before discharge

D. By instructing patients to avoid any activity that provokes even mild discomfort to prevent
tissue damage



28. Which combination of joint stresses during overhead throwing is highlighted in the course as
contributing to common sports-related elbow injuries?

A. Uniform compression across all three elbow joints without significant regional variation in
stress

B. Predominantly anterior shear stress with minimal medial or lateral loading throughout the
throwing motion

C. Medial tensile stress from valgus loading, lateral compressive forces at the humeroradial
joint, and posterior shear during rapid elbow extension

D. Isolated varus stress focused on the lateral collateral ligament with negligible medial or
posterior involvement

29. In the sport-specific strengthening section, how is progression for throwing and racquet sport
athletes best characterized?

A. Beginning with maximal-speed throwing or hitting drills and later introducing low-load
strengthening once pain improves

B. Advancing from controlled mid-range strengthening of elbow and upper quarter musculature
to combined, higher-load, eccentric and dynamic patterns that resemble sport mechanics,
coordinated with on-field workload

C. Focusing exclusively on isolated elbow muscle strengthening without integrating shoulder or
scapular training

D. Maintaining a constant strengthening load regardless of changes in sport practice volume to
promote rapid adaptation

30. According to thereturn-to-play guidance, which criterion most appropriately indicates that an
athlete isready to advance to the next stage of throwing or hitting progression?

A. Complete absence of any soreness during or after training, regardless of performance or
conditioning level

B. Ability to tolerate the current workload with efficient movement quality and without symptom
escalation persisting beyond approximately 24 hours

C. Pain confined to the medial elbow that increases daily but does not yet interfere with
competition

D. Normal imaging findings even though strength, endurance, and movement control remain
clearly impaired
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