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Fig. 1. 25- years-old male gymnast presented progressive pain and swelling in the right antecubital fossa. Three weeks before admis-

sion, he had sudden onset of pain during performing on rings. (A) Physical examination showed a palpable defect in the distal

biceps. (B) Sagittal T-2 image showing a retracted biceps tendon (arrow) from its insertion site. (C) We performed repair of

completely ruptured tendon (arrow) of distal biceps by transosseous fixation through anterior one incision. (D) At eleven

months after surgical repair, he got agold medal in Asian games.
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comparison to the contralateral arm. (B) MRI images showed multiple partia rupture of biceps, triceps and brachialis muscle.
We treated conservatively. At nine months after injury, subjective muscle strength was seventy-percent of the level before
injury. Subjective satisfaction was satisfied. And he could return to his original job.
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=ABSTRACT =

Clinical Results of Treatment of Distal Biceps Rupture

Duke Whan Chung, M.D., Jung Chul Hwang, M.D.*

Department of Orthopedic Surgery, School of Medicine, Kyung Hee University, Seoul, Korea,
Department of Orthopedic Surgery, Osan Hankook Hospital, Osan, Korea *

Purpose: To report the clinical results of patients treated for a rupture of the distal tendon of biceps
brachii

Materials and M ethods: Between February 1987 and March 2004, we treated 16 patients with a rup-
ture of the distal tendon of biceps brachii. 9 of 16 patients underwent surgical treatment. All cases
were male, median age was 26.3(range, 16-48) years. The mean interval between injury and surgery
was 4.7 days (range, 1~36 days). Operative correction was performed anatomically, using the two-
incision technique(3 cases) or one-incision technique(6 cases). Clinical outcomes were evaluated one
year after operation by assessing the review about the physical examination finding and radiologic
findings with surgical findings, range of motion, muscle strength, subjective satisfaction, activity and
return to previous occupation. and via telephone interview in cases of conservative treatment.

Results: In cases of surgical treatment, 85.8%, 86.3% of flexion-extension and supination-pronation
motion than healthy side were measured respectively. 75% of flexion power than healthy side was
measured. Eight of nine(89%) were very satisfied. Eightl of nine returned to original job. In cases of
conservative treatment, 65% of flexion power than pre-injury state was reported. Four of seven were
satisfied, two were dissatisfied, one was very dissatisfied. Three of seven returned to original job.
Conclusion: Early anatomic reconstruction can restore more strength and endurance for supination
and flexion range and power. Conservative management may be considered for partial injuries, but
operative repair must be considered in complete rupture, athletes, patient with high activity.

Key Words: Distal biceps brachii, Tendon rupture, Anatomic reconstruction, Conservative treatment
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