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Key Points 
 Incomplete tenotomy is unlikely to be an efficacious treatment because it fails to 

completely ‘uncouple’ the axial margin of the medial coronoid process (MCP) from the 
radial head.  

 Relief of elbow pronation eases tension of the proximal margin of the ulnar insertion of 
the biceps tendon (uBT) against the superficial surface of the medial collateral ligament 
(MCL). 

 Because the distal 50% of the uBT is taut against the ulnar surface, direct visualization 
of the tenotomy is important to achieve complete tenotomy. 

 Arthroscopic release can be performed with a meniscal push knife or arthroscopic 
punch forceps. 

 Indications for conversion to mini-arthrotomy for BURP completion are: (1) inability to 
visualize the tenotomy procedure and (2) surgeon perception of possible incomplete 
tendon release. 

 
 The multifactorial pathogenesis of canine medial coronoid process (MCP) disease is 
thought to include concussion of the MCP against the radial head (Fig 1).  This results from the 
strong tensile force of the biceps brachii muscle tendon unit upon its 
ulnar insertion. Tenotomy of this ulnar insertion, the so-called 
biceps ulnar release procedure (BURP), is one advocated treatment 
for MCP disease. Studies intended to evaluate the efficacy of this 
procedure must be based upon confident knowledge of complete 
release as incomplete tenotomy is unlikely to be an efficacious 
treatment because it fails to uncouple the axial margin of the MCP 
from the radial head. The BURP was originally described using a 
medial mini-arthrotomy. The arthroscopic accessibility of the ulnar 
insertion of the biceps tendon (uBT) and its close association with 
the medial collateral ligament (MCL) challenge the feasibility of 
complete arthroscopic BURP.  Clinical experience and cadaveric 
study have enhanced our understanding of the nuances of the 
arthroscopic BURP technique. The purpose of this presentation is to 
discuss the relevant anatomy and surgical tips for effective and 
complete arthroscopic BURP. 
 
Anatomy 

The biceps brachii tendon bifurcates into ulnar and radial insertions.  The uBT 
penetrates the medial elbow joint capsule, passes superficial to the MCL, and terminates in a 
broad 15-20mm fan-shaped insertion on the ulna distal to the MCP (Fig 2).  Whereas elbow 
pronation tensions the proximal edge of the uBT against the MCL and MCP, supination relaxes 
the proximal uBT margin and makes it easier to retract from the MCL and MCP. In contrast to 
the proximal edge of the uBT, the distal half of the tendon is closely associated with the ulna 
and is not easily lifted from the ulnar surface even with elbow supination.  

Figure 1 – Strong 
supination force of 
ulnar BT insertion 
adjacent is theorized 
to cause supra-
physiologic 
compression of the 
radial incisure portion 
of the MCP against 
the radial head. 
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The MCL, also an intracapsular structure, 
originates from the medial humeral epicondyle, 
passes directly medial to the radial head at the 
level of the apex of the MCP and distal to the 
articular surface it bifurcates to into cranial and 
caudal crura.  The portion of the MCL distal to the 
MCP articular surface lies deep to the uBT, with 
no attachments present between the two 
structures.  Transection of the uBT grants better 
access to the underlying MCL and the medial 
ulnar surface.               
 
Arthroscopy 

Routine three portal arthroscopy is 
performed using a 1.9 to 2.7mm, 30 degree angled 
teloscope. Arthroscopic instrumentation includes 
a blunt angled probe (Arthrex Vet Systems; 
Naples, FL; AR-30000), a meniscal push knife 

(Arthrex Vet Systems; Naples, FL; VAR-5003) 
and a small, straight 2.75mm punch (Arthrex Vet Systems; Naples, FL; AR-30010).  Fluid 
ingress via a pump is typically set at 60 ml/min to a maximum pressure of 60-65 mmHg.  

 
Following identification of the MCP, the MCL, and the uBT, a blunt angled probe can 

be used to probe the free margin of the uBT (Fig 3).  Decreasing antebrachial pronation to a 

neutral elbow or slightly supinated position often eases this manipulation by reducing the 
pressure of the uBT against the abaxial (superficial) surface of the MCL. When using a 
meniscal push knife, the knife is introduced into the joint caudal to the MCL, and is “saddled” 
over the proximal free margin of the uBT in preparation for the release. The uBT release is 
performed in a proximal to distal orientation being careful to guide the knife away from the 

Figure 2 – Cadaveric dissection of the 
medial side of the left elbow (cranial is 
to the right and proximal is to the top 
of the photos) Left: The fan-shaped 
ulnar BT crosses the superficial surface 
of the MCL adjacent to the MCP (*). 
Right: MCP is clearly visualized with 
distal BT retraction.  MHC = medial 
humeral condyle.  

Figure 3 – Left: Ulnar insertion of the biceps-brachialis tendon (BT) is retracted from the 
MCL with a hook probe placed adjacent to the MCP. Left Center: Meniscal knife. Right 
Center: A meniscal push knife (S) straddles the BT as the BURP is initiated. Right: The 
Smillie knife is retracted to visualize the extent of the release on an elbow in which 
incomplete release was suspected. Notice the intact fibers of the BT (*) at the depths of the 
release incision. 
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MCL. It is important to keep the cutting edge of the knife saddled over the uBT margin and to 
keep the deeper blunt tip in contact with the ulnar surface as the BURP is performed because 
the distal portions of the uBT are in firm apposition with the ulna even when slight supination 
relaxes the more proximal portions of the tendon. Complete release is seldom achieved with a 
single thrust of the knife and often requires ‘re-saddling’ of the knife over the margin of 
remaining uncut uBT fibers. The knife is often used to retract regional tissues to allow 
visualization of the residual intact tendon fibers. Typically, a complete release of the tendon is 
accompanied by a palpable loss of counter-pressure against the knife blade. Complete tenotomy 
is more difficult to achieve with a dull cutting edge of the meniscal knife blade. It is often 
helpful to reorient the light post on the scope to direct the viewing angle distally along the 
abaxial margin of the MCP as the tenotomy progresses distally. Fat typically can be visualized 
around the uBT as the tenotomy progresses distally.  This fat and transected uBT fibers can 
impair visualization of the more distal, tightly tethered portions of the uBT. Some surgeons, 
therefore, prefer to use a straight punch forceps for all or portions of the tenotomy because it 
allows for tissue removal during the course of the procedure.  Regardless of whether a meniscal 
knife or arthroscopic punch is used to perform the tenotomy, completion of the BURP requires 
arthroscopic visualization through the distal portion of the 
tendon release as attempting the BURP via tactile sensation 
alone is not reliable.  

 
In a canine cadaveric study, complete arthroscopic 

tenotomy was consistently performed when excellent visual 
control was available to guide the procedure.  In contrast, 
complete tenotomy was rarely achieved when performed 
‘blindly’ (ie, tactile sensation alone) after saddling a 
meniscal knife upon the proximal margin of the uBT.  In this 
cadaveric study, the arthroscopist’s perception of a complete 
release was also predictive of a complete BURP.  Therefore, 
if visual control is not possible and/or the arthroscopist 
perceives an incomplete BURP, the procedure should be 
concluded through conversion to a routine elbow mini-
arthrotomy (Fig 4).     

 
 

 

 

Fig 4 – BURP via mini-
arthrotomy through an ~ 
20mm incision. (Courtesy 
Noel Fitzpatrick) 
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