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Lateral Epicondylitis in General Practice: 
Course and Prognostic Indicators of Outcome 
NYNKE SMIDT, MARTYN LEWIS, DANIËLLE A.W.M. VAN DER WINDT, ELAINE M. HAY, LEX M. BOUTER, 
and PETER CROFT

ABSTRACT. Objective. To investigate the course of lateral epicondylitis and identify prognostic indicators associat-
ed with short- and longterm outcome of pain intensity. 
Methods.We prospectively followed patients (n = 349) from 2 randomized controlled trials investigat-
ing conservative interventions for lateral epicondylitis in primary care. Uni- and multivariate linear
regression analyses were used to investigate the association between potential prognostic indicators and
pain intensity (0-100 point scale) measured at 1, 6, and 12 months after randomization. Potential prog-
nostic factors were duration of elbow complaints, concomitant neck pain, concomitant shoulder pain,
previous elbow complaints, baseline pain scores, age, gender, involvement of dominant side, social class,
and work status. The variables “study” and “treatment” were included as covariates in all models.
Results. Pain scores at 1 month followup were higher in patients with severe pain, a long duration of
elbow complaints, and concomitant shoulder pain. At 12 month followup, the only different prognostic
indicator for poor outcome was concomitant neck pain, in place of shoulder pain. Patients from higher
social classes reported lower pain scores at 12 month followup than patients from lower social classes. 
Conclusions. Lateral epicondylitis seems to be a self-limiting condition in most patients. Long duration
of elbow complaints, concomitant neck pain, and severe pain at presentation are associated with poor
outcome at 12 months. Our results will help care providers give patients accurate information regard-
ing their prognosis and assist in medical decision-making. (First Release Aug 1 2006; J Rheumatol
2006;33:2053–9)
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Lateral epicondylitis or tennis elbow is a common, painful
condition characterized by pain at the lateral side of the elbow,
that increases during gripping or squeezing. The annual inci-
dence of tennis elbow in general practice is between 4 and 7
per 1000 patients, with a peak between 35 and 54 years of
age1-4, and it usually affects the dominant arm2,5,6. Lateral
epicondylitis seems to be a self-limiting condition with an
average duration of a typical episode between 6 months and 2
years7-9.

For management of patients with lateral epicondylitis in
general practice, knowledge regarding its clinical course and

prognostic indicators of outcome is necessary. Hudak, et al
systematically reviewed available evidence on the clinical
course of lateral elbow pain and prognostic factors that affect
elbow pain duration and outcome8. Moderate evidence from 4
studies indicated that site of the lesion and prior occurrence
are predictive of poorer outcome in patients with a clinical
diagnosis of lateral epicondylitis10-13. Insufficient evidence
was found to suggest that age, compliance with rest, pre-inter-
vention pain scores, gender, or hand/arm dominance are pre-
dictive of outcome8.

Since the Hudak, et al8 review, a few additional prognostic
studies among patients with lateral epicondylitis have been
carried out in general practice14,15.

Haahr and Andersen investigated prognostic factors,
including demographic, work, and clinical characteristics in
266 patients with a new episode of lateral epicondylitis in gen-
eral practice14. They found high baseline scores, manual
work, high level of physical strain at work, high baseline dis-
tress, and involvement of the dominant side were associated
with less pain reduction after 1 year followup14. The UK
members of our team evaluated the persistence of lateral epi-
condylitis during a 12 month followup in general practice15
and found that manual workers had higher pain scores during
followup than non-manual workers. High baseline pain scores
were also strongly associated with elbow pain during fol-
lowup15. Although different methods were used, both studies
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found that manual work and high baseline scores were associ-
ated with poor outcome14,15.

Our aim was to describe the clinical course of lateral epi-
condylitis in general practice and to identify prognostic indi-
cators of outcome in terms of pain at 1, 6, and 12 month fol-
lowup. 

MATERIALS AND METHODS
Study design. For this prospective followup study, data of 2 large randomized
controlled trials (RCT) were used16,17. We previously explored differences in
the 2 study populations and for this analysis we combined them18. Hay, et al
investigated the effectiveness of local injection of 20 mg methylprednisolone
plus lignocaine (n = 53), naproxen 500 mg twice daily for 2 weeks (n = 53),
and placebo tablets (n = 58) in patients with a new episode of lateral epi-
condylitis16. In the randomized controlled trial of Smidt, et al, patients with
lateral epicondylitis were randomly allocated to either a local injection of 10
mg triamcinolone acetonide and lidocaine (n = 62), physiotherapy consisting
of deep friction massage, pulsed ultrasound, and an exercise program (n =
64), or a wait-and-see policy (n = 59) including ergonomic advice and pain
medication if necessary17. In both studies, patient characteristics and poten-
tial prognostic indicators were assessed at the initial visit. 
Inclusion and exclusion criteria. The sample represented 2 cohorts of con-
secutive patients who consulted their general practitioner (GP) for elbow
pain. In total 83 general practices participated in this study, 23 general prac-
tices (37 GP) in North Staffordshire and South Cheshire in the UK, and 60
general practices (85 GP) in Amsterdam, Amstelveen, Alkmaar, Purmerend,
and Haarlem in The Netherlands. The following inclusion criteria applied in
both studies: clinical diagnosis of lateral epicondylitis; age between 18 and 70
years; ability to fill in questionnaires, and informed consent. Exclusion crite-
ria were a history of inflammatory arthritis or gross structural abnormality of
the elbow; contraindication to nonsteroidal antiinflammatory drugs (NSAID)
or local steroid injection; pregnancy or breast feeding; presence of signs and
symptoms suggesting some other cause of lateral elbow pain (e.g., cervical
radiculopathy); congenital or acquired deformities of the elbow; surgery of
the elbow; dislocation, tendon ruptures, or fractures in the elbow area in the
preceding 12 months; systemic musculoskeletal disorders; and neurological
disorders. There were small differences in the exclusion criteria between the
2 studies. For example, patients in the study by Hay, et al16 were excluded if
they had consulted their GP for elbow pain during the preceding 12 months,
whereas patients in the study of Smidt, et al17 were only excluded if they had
been treated for elbow complaints with physiotherapy or injection(s) in the
previous 6 months. In addition, patients with bilateral elbow symptoms and
patients who had elbow complaints shorter than 6 weeks were excluded from
the latter study17.
Prognostic indicators and outcome assessment. At baseline, patients com-
pleted questionnaires containing items on potential prognostic indicators.
Based on history, the following indicators were taken into consideration: gen-
der, age, duration of elbow complaints, concomitant neck pain, concomitant
shoulder pain, previous elbow complaints, involvement of the dominant side,
social class (high, middle, low, unemployed), work (manual work, non-man-
ual work, unemployed), and baseline pain severity. Severity of pain during the
day was measured using a numeric rating scale in both studies and assessed
at baseline and during 3 followup visits at one month (4 weeks in Hay’s
study16 and 6 weeks in Smidt’s study17) and at 6 and 12 months. Pain scores
were transformed to a 0-100-point scale: higher scores indicated more pain. 
Statistical analysis. Data analysis was based on individual patient data from
both RCT and was carried out using SPSS19.

Univariate linear regression analysis was used to investigate associations
between potential prognostic indicators and pain scores at 1, 6, and 12 month
followup. The variables “study” (Hay16 vs Smidt17) and “treatment” were
always included in the model as covariates. Treatment variables were catego-
rized as injections (n = 115), physiotherapy (n = 64), or wait-and-see policy
with or without medication (i.e., naproxen, placebo tablets) (n = 170). 

Interaction between study and treatment, between study and each poten-
tial prognostic variable, and between treatment and each potential prognostic
variable was evaluated to test differences in prognostic variables between
treatment groups and study populations. Interaction terms were retained in the
model if they were significantly associated with outcome (p < 0.10). 

Stepwise multivariate linear regression analysis, with backward elimina-
tion (p < 0.10), was used to investigate associations between potential prog-
nostic indicators and pain scores at 1, 6 and 12 month followup. 

Data are presented as unstandardized regression coefficients (ß) with 95%
confidence intervals (CI), and p values. The percentage of explained variance
(adjusted R2) was calculated to give an indication of the predictive power of
the final models. 

RESULTS
Baseline characteristics and outcome values. A total of 349
patients with lateral epicondylitis were included in our
prospective study. Socio-demographic characteristics, clinical
characteristics, and pain intensity at baseline are summarized
in Table 1.
Clinical course of lateral epicondylitis. Figure 1 presents the
clinical course of the severity of pain during the day in
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Table 1. Patient characteristics, prognostic indicators, and assessment at
baseline. Values are numbers of patients (percentages) unless otherwise
indicated. Scores are transformed into scores between 0–100; 100 indicates
very severe pain.

Study Population
(n = 349)

n (%)

Socio-demographic characteristics
Country of residence

Netherlands 185 (53)
UK 164 (47)

Mean (± SD)† age, yrs 48 (± 9)
Females 171 (49)

Social class (based on occupation)
High (I and II) 67 (19)
Middle (III) 120 (34)
Low (IV and V) 60 (17)
Unemployed (retired, sick leave, housewife) 102 (29)

Work
Manual work 119 (34)
Non-manual work 128 (37)
No work 102 (29)

Clinical characteristics
Mean (± SD) duration of elbow complaints, wks 15 (± 22)
Duration

< 3 mo 244 (70)
3–6 mo 73 (21)
> 6 mo 32 (9)

Involvement of the dominant side 245 (70)
Concomitant neck pain according to patient 75 (22)
Concomitant shoulder pain according to patient 77 (22)
Previous elbow complaints 90 (26)
Allocated interventions in RCT

Corticosteroid injections 115 (33)
Wait-and-see policy (with or without medication) 170 (49)
Physiotherapy 64 (18)

Baseline measures
Mean (± SD) severity of pain during the day 55.3 (± 22.6)

SD: standard deviation; RCT: randomized controlled trial.
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patients with lateral epicondylitis in general practice for each
intervention separately. In Smidt’s study17, one patient in the
injection group withdrew after 1 month of followup. Pain
scores of 6, 4, and 7 patients in Hay’s study16 were missing at
1, 6, and 12 month followup, respectively. After 12 month fol-
lowup, a decrease in pain during the day was found for almost
all patients (89%) regardless of treatment. After 1 month a
large decrease in pain was found for patients treated with cor-
ticosteroid injection(s) (n = 115), but relapses or recurrences
were common after 6 and 12 month followup. Patients treated
with physiotherapy, naproxen, placebo tablets, or a wait-and-
see policy showed similar course of pain during the 1 year fol-
lowup. 
Prognostic indicators of outcome at 1 month. The association
between prognostic indicators and pain scores at 1 month for
349 patients with lateral epicondylitis is presented in Table 2. 

Univariable linear regression analyses, adjusted for study
and treatment, showed that age, gender, duration of elbow
pain, concomitant shoulder pain, social class, and pain inten-
sity at baseline were all associated (p < 0.10) with higher pain
scores at 1 month. In the multivariable linear regression analy-
ses, severe elbow complaints at baseline, long duration of
elbow pain, and concomitant shoulder pain were still associ-
ated with higher pain scores and explained 33% of the total
variability of pain scores at 1 month. The model predicts that,
for example, if the duration of elbow pain and baseline pain
scores were identical for all patients, patients with concomi-
tant shoulder pain would have a pain score on average 5.7
points higher at one month followup than patients without
concomitant shoulder pain.

We found a significant interaction between study and
symptom duration. This indicated that a long duration of
elbow complaints was associated with higher pain scores at 1
month followup in the Dutch study, while the opposite was
found for the English population, with a long duration of

elbow complaints being associated with lower pain scores at 1
month followup (on average 0.3 points less pain per week on
a scale of 0-100)16.
Prognostic indicators of outcome at 6 months. Results of the
uni- and multivariate regression analysis for the pain scores at
6 month followup are shown in Table 3. 

Multivariable analyses show that a long duration of elbow
complaints and severe pain at baseline were associated with
higher pain scores at 6 month followup. In addition, we found
that manual workers had lower pain scores at 6 months than
non-manual workers. However, this was not similar in both
studies. In Hay’s study16, manual work was associated with
higher pain scores at 6 month followup whereas in Smidt’s
study17 manual work was associated with lower pain scores
(compared to non-manual work). Furthermore, the positive
association between severe pain at baseline and pain scores at
6 month followup was stronger in Smidt’s17 than in Hay’s
study16.
Prognostic indicators of outcome at 1 year. The association
between prognostic indicators and pain scores at 12 month
followup is shown in Table 4. Results of multivariable regres-
sion analyses showed that a long duration of elbow com-
plaints, concomitant neck pain, and severe pain at baseline
were associated with higher pain scores at longterm followup.
Patients from higher social classes reported lower pain scores
at 12 month followup than patients from lower social classes.
Other potential prognostic indicators, such as age, gender, pre-
vious episodes, and involvement of the dominant side were
not related to outcome at 1 and 12 month followup.
Interaction between treatment and severity of pain at baseline
was statistically significant, which indicates that different
associations were found between baseline pain intensity and
pain scores at 12 months in the 3 treatment groups. Patients
who had received physiotherapy and reported higher baseline
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Figure 1. Course of lateral epicondylitis in primary care.
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pain scores had better outcomes (lower pain scores) at fol-
lowup. In contrast, in patients who received steroid injection
or a wait-and-see policy, with or without medication, high
baseline scores were associated with poor outcomes (p <
0.05). 

DISCUSSION
Our prospective followup study evaluated the clinical course
of lateral epicondylitis in general practice and investigated
prognostic indicators of outcome. Included were 349 patients
who consulted their GP for lateral epicondylitis and consent-
ed to participate in 2 RCT that compared different treatment
modalities. 

In the literature, lateral epicondylitis is often described as a
self-limiting-condition7,20. Based on our study, we can con-
firm this statement, as almost all patients (89%) reported
improvement in pain at 1 year. However, we also found that
the prognosis of lateral epicondylitis at 1 year followup in our
combined dataset is strongly influenced by duration of elbow
complaints, concomitant neck pain, and severity of pain on the
day of presentation. High baseline pain scores consistently
predicted poor outcome at all 3 time points in our study, and
other studies investigating the prognosis of lateral epicondyli-

tis in general practice have also reported that high baseline
pain scores are a strong predictor of poor outcome14,15,21.
Other factors such as concomitant shoulder pain appear to
have more influence on early than longterm outcome. Overall
we found that patients from higher social classes reported
lower pain scores at 1 year followup than patients from lower
social classes. Since social class was measured by occupation,
the explanation might be that higher social classes have less
exposure to physical stress on the elbow at work following
treatment. However we separately categorized the cohort into
manual and non-manual workers, and there was no overall
effect of manual work on outcome at 12 months, in contrast to
the findings of Haahr and Anderson14. In the short term, evi-
dence for an effect of manual work on poor outcome was con-
flicting, with better outcomes in manual workers at 6 months
in The Netherlands and worse outcomes in the UK, the latter
previously reported by Lewis, et al15. It is possible therefore
that aspects of social class other than occupational activity,
such as different opportunities to rest the elbow or train exten-
sor muscles, may explain the effect of social class on longterm
outcome, and that differences in cultural and social environ-
ment, such as the systems of disability payment, may explain
the contrasting effect of manual work between The
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Table 2. Prognostic indicators of severity of pain during the day: uni- and multivariable linear regression analyses of outcome at 1 month (n = 349).
Univariable linear regression analyses are adjusted for study and treatment; interactions between prognostic variables and treatment versus prognostic vari-
ables and study with p < 0.10 are presented. Multivariable linear regression analyses are adjusted for study and treatment.

Univariable Linear Multivariable Linear Regression Multivariable Linear Regression 
Regression Analyses Analyses (without interactions) Analyses (including interaction)

Co-variables ß (95% CI) p ß (95% CI) p ß (95% CI) p

Intercept 18.7 (11.3, 26.0) < 0.01 17.9 (10.6, 25.2) < 0.01
Study (ref: Smidt17) 8.7 (3.3, 14.2) < 0.01 6.3 (1.0, 11.6) 0.02 11.4 (5.2, 17.5) < 0.01
Treatment (ref: medication)

Injection –27.2 (–32.7, –21.6) < 0.01 –27.3 (–32.7, –21.9) < 0.01 –27.4 (–32.7. –22.0)< 0.01
Physiotherapy –7.4 (–14.0, –0.7) 0.03 –3.3 (–10.5, 3.9) 0.37 –3.7 (–10.8, 3.4) 0.30

Prognostic indicators
Age, per yr –0.4 (–0.8, 0.02) 0.07

Interaction treatment injection × age 0.4 (–0.3, 1.0) 0.25
Interaction treatment physiotherapy × age 0.8 (0.1, 1.6) 0.03

Female gender 4.0 (–0.8, 8.9) 0.10
Duration of elbow pain, per wk 0.1 (0.0, 0.2) 0.04 0.04 (–0.06, 0.1) 0.45 0.1 (0.01, 0.2) 0.04

Interaction study × duration –4.4 (–0.7, –0.2) < 0.01 –0.4 (–0.6, –0.1) < 0.01
Involvement of dominant side 3.2 (–2.3, 8.8) 0.25
Concomitant neck pain according patient 3.7 (–2.3, 9.6) 0.23
Concomitant shoulder pain according patient 5.7 (–0.2, 11.6) 0.06 4.7 (–0.9, 10.3) 0.10 5.7 (0.1, 11.3) 0.05
Previous episodes 2.4 (–3.2, 7.9) 0.41
Social class (ref: low social class)

High –5.5 (–13.6, 2.6) 0.18
Middle –6.6 (–13.8, 0.6) 0.07
Unemployed –4.7 (–12.1, 2.8) 0.22

Work (ref: non-manual work)
Manual work 4.7 (–1.2, 10.6) 0.12
Unemployed 2.3 (–3.7, 8.3) 0.46

Severity of pain during the day (0–100) (per point) 0.3 (0.2, 0.4) < 0.01 0.3 (0.2, 0.4) < 0.01 0.3 (0.2, 0.4) < 0.01
Adjusted R2 (%) 30% 33%

ß: unstandardized regression coefficient; ß positive: more pain per unit potential prognostic indicator; ß negative: less pain per unit potential prognostic indi-
cator; 95% CI: 95% confidence interval; ref: reference group; Adjusted R2 (%): the proportion of the total variance explained by the final model.
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Netherlands and the UK. 
The most consistent prognostic indicators of outcome gen-

erally in musculoskeletal disorders are severe pain intensity
presenting at baseline and a long duration of complaints21-24.
Our results corroborate this and add to evidence that variables
such as severity and duration of pain play an important role in
the prognosis of many musculoskeletal disorders, regardless
of the location of the problem25.

Pooling data from 2 RCT increased the predictive power of
our study. However, the combination of prognostic variables,
including the covariates country and treatment, explained only
30% (1 month) and 12% (12 months) of the variance in pain
intensity. In this study, the number of prognostic variables was
limited because the 2 studies either did not measure the same
demographic variables or did not measure them in the same
way. Furthermore, other prognostic variables not included in
these 2 trials, such as work-related and psychosocial factors
(for example, coping strategies), may also play an important
role14,21.

The Dutch College of General Practitioners recommends

in their guidelines for epicondylitis a wait-and-see policy,
with prescription of paracetamol or NSAID if necessary26.
For patients with persistent, severe complaints of lateral epi-
condylitis, the guidelines recommend corticosteroid injections
as an alternative treatment26. Figure 1 illustrates the effective-
ness of corticosteroid injection in providing early pain relief.
However, at 12 month followup, our patients with severe
elbow complaints who had received physiotherapy had larger
reductions in pain than those treated with steroid injection(s).
Therefore, these longterm results should be taken into account
when the Dutch guidelines for epicondylitis are updated.
Clinical prediction rules could be developed using data like
ours, but information regarding other important predictors
would be needed, including comorbidities such as fibromyal-
gia as well as work-related and psychosocial factors that were
not included here27.

A strength of our analysis was that it drew on 2 studies con-
ducted independently in different national health care settings.
However such a combination of studies could contribute more
to the optimum treatment of patients with lateral epicondyli-
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Table 3. Prognostic indicators of severity of pain during the day: uni- and multivariable linear regression analyses of outcome at 6 months (n = 349).
Univariable linear regression analyses are adjusted for study and treatment; interactions between prognostic variables and treatment versus prognostic vari-
ables and study with p < 0.10 are presented. Multivariable linear regression analyses are adjusted for study and treatment.

Univariable Linear Multivariable Linear Regression Multivariable Linear Regression 
Regression Analyses Analyses (without interactions) Analyses (including interaction)

Co-variables ß (95% CI) p ß (95% CI) p ß (95% CI) p

Intercept 2.9 (–5.6, 11.5) 0.50 –1.6 (–15.7, 12.5) 0.82
Study (ref: Smidt17) 3.6 (–1.9, 9.0) 0.20 0.8 (–5.2, 6.8) 0.80 10.7 (–5.4, 26.9) 0.19
Treatment (ref: medication)

Injection 12.2 (6.2, 18.2) < 0.01 10.8 (4.8, 16.8) < 0.01 –3.0 (–18.7, 12.6) 0.70
Physiotherapy –5.5 (–12.7, 1.6) 0.13 –5.8 (–13.8, 2.1) 0.15 6.2 (–14.6, 27.1) 0.56

Prognostic indicators
Age, per yr –0.3 (–0.5, 0.03) 0.09
Female gender 2.2 (–3.1, 7.5) 0.41
Duration of elbow pain, per wk 0.2 (0.03, 0.3) 0.01 0.1 (0.01, 0.2) 0.03 0.1 (0.01, 0.2) 0.04

Interaction study × duration –0.2 (–0.5, 0.05) 0.11
Involvement of dominant side 0.0 (–6.0, 6.0) 0.99
Concomitant neck pain according patient –0.8 (–7.3, 5.7) 0.81
Concomitant shoulder pain according patient –4.7 (–11.2, 1.7) 0.15
Previous episodes 4.9 (–1.2, 10.9) 0.12
Social class (ref: low social class)

High –3.7 (–12.7, 5.2) 0.41
Middle –1.2 (–9.1, 6.8) 0.78
Unemployed –6.6 (–14.8, 1.7) 0.12

Work (ref: non-manual work)
Manual work –7.1 (–16.2, 1.9) 0.12 1.9 (–4.4, 8.2) 0.55 –8.7 (–17.5, 0.1) 0.05
Unemployed –8.0 (–16.2, 0.3) 0.06 –3.1 (–9.5, 3.2) 0.33 –6.3 (–14.2, 1.6) 0.12

Interaction study × manual work 22.0 (9.3, 34.7) < 0.01 22.2 (9.8, 34.5) < 0.01
Interaction study × unemployed 12.4 (–0.8, 25.6) 0.07 8.9 (–3.9, 21.6) 0.17
Severity of pain during the day (0–100) (per point) 0.4 (0.2, 0.6) < 0.01 0.3 (0.1, 0.4) < 0.01 0.4 (0.2, 0.6) < 0.01
Interaction treatment injection × severity of pain 0.3 (0.01, 0.5) 0.06 0.2 (–0.03, 0.5) 0.08

during the day
Interaction treatment physiotherapy × severity of –0.3 (–0.6, 0.1) 0.18 –0.2 (–0.6, 0.1) 0.22

pain during the day
Interaction study × severity of pain during the day –0.3 (–0.6, –0.06) 0.01 –0.4 (–0.6, –0.1) < 0.01
Adjusted R2 (%) 12% 20%

For definitions see Table 2. 
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tis, for example in characterizing subgroups that might bene-
fit from selected and targeted treatments, if a standard set of
outcome measures and standard questionnaires for patients
with lateral epicondylitis were used. 
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Table 4. Prognostic indicators of severity of pain during the day: uni- and multivariable linear regression analyses of outcome at 12 months (n = 349).
Univariable linear regression analyses are adjusted for study and treatment; interactions between prognostic variables and treatment versus prognostic vari-
ables and study with p < 0.10 are presented. Multivariable linear regression analyses are adjusted for study and treatment.

Univariable Linear Multivariable Linear Regression Multivariable Linear Regression 
Regression Analyses Analyses (without interactions) Analyses (including interaction)

Co-variables ß (95% CI) p ß (95% CI) p ß (95% CI) p

Intercept 5.8 (–4.1, 15.7) 0.25 5.6 (–5.7, 16.9) 0.33
Study (ref: Smidt17) 2.3 (–2.6, 7.3) 0.35 –1.2 (–6.6, 4.3) 0.67 –1.4 (–6.8, 4.0) 0.61
Treatment (ref: medication)

Injection 6.5 (1.1, 12.0) 0.02 4.9 (–0.6, 10.4) 0.08 –2.8 (–17.2, 11.6) 0.70
Physiotherapy –6.2 (–12.8, 0.4) 0.07 –6.9 (–14.2, 0.5) 0.07 11.1 (–6.2, 28.5) 0.21

Prognostic indicators
Age, per yr –0.1 (–0.4, 0.2) 0.41
Female gender 4.8 (–0.1, 9.6) 0.05
Duration of elbow pain, per wk 0.1 (–0.01, 0.2) 0.08 0.1 (0.02, 0.23) 0.03 0.1 (0.02, 0.2) 0.02
Involvement of dominant side 1.0 (–4.4, 6.5) 0.71
Concomitant neck pain according patient 9.4 (3.6, 15.2) < 0.01 9.1 (3.4, 14.8) < 0.01 9.3 (3.6, 15.0) < 0.01
Concomitant shoulder pain according patient 0.4 (–5.5, 6.3) 0.90
Previous episodes 4.6 (–1.0, 10.1) 0.11
Social class (ref: low social class)

High –12.2 (–20.3, –4.1) < 0.01 –10.4 (–18.4, –2.4) 0.01 –10.9 (–18.9, –3.0) < 0.01
Middle –3.4 (–10.6, 3.9) 0.36 –3.3 (–10.3, 3.8) 0.37 –3.9 (–10.9, 3.1) 0.28
Unemployed –3.9 (11.4, 3.6) 0.31 –3.6 (–11.0, 3.8) 0.34 –4.2 (–11.5, 3.1) 0.26

Work (ref: non-manual work)
Manual work 0.7 (–5.2, 6.6) 0.81
Unemployed 1.6 (–4.4, 7.6) 0.60

Severity of pain during the day (0–100) (per point) 0.3 (0.1, 0.5) < 0.01 0.2 (0.1, 0.3) < 0.01 0.2 (0.05, 0.3) < 0.01
Interaction treatment injection × severity of pain 0.1 (–0.1, 0.4) 0.26 0.1 (–0.1, 0.4) 0.28

during the day
Interaction treatment physiotherapy × severity of –0.4 (–0.7, –0.1) 0.02 –0.3 (–0.6, –0.04) 0.03

pain during the day
Interaction study × severity of pain during the day –0.2 (–0.4, 0.1) 0.12
Adjusted R2 (%) 11% 15%

For definitions see Table 2. 
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