




Nirschl observed that the basic underlying 
lesion was in the origin of the extensor 
carpi radialis brevis (ECRB) tendon.  
Repetitive overuse leads to micro tears in 
the ECRB origin.  



Histologically, Nirschl noted that the tissue 
was characterized by disorganized, 
immature collagen formation with in-
growth of immature fibroblastic, vascular, 
and granulation tissues  clinically, the 
characteristic tissue is noted to be grey and 
friable with varying degrees of tearing.  



This abnormal tissue is almost universally 
found in the tendinous origin of the 
extensor carpi radialis brevis (ECRB) muscle, 
but the tendons of the extensor carpi 
radialis longus (ECRL) and extensor 
digitorum communis (EDC) may also be 
involved, albeit much less commonly  





Nirschl defines four stages  
1.Inflammatory changes that are reversible 
2.Nonreversible pathologic changes 
3.Rupture of ECRB muscle origin 
4.Secondary changes such as fibrosis or   
                  calcification 





Nonoperative management includes 
medication, bracing, physical therapy, 
corticosteroid injections, shock wave 
therapy, platelet-rich plasma, and low-dose 
thermal ablation devices.  
 



In the studies reported by Boyd and 
McLeod, Coonrad and Hooper, and Nirschl 
and Pettrone, 4% to 11% of patients 
ultimately required operative intervention 
for recalcitrant symptoms.  



Satisfactory results of the arthroscopic 
surgical procedures have been 
documented, with reported improvement 
rates of 91% to 97.7%.  























38 elbows in 2 years 
31 Nirschl type I lesion (intact capsule)  
6 had a type II lesion (linear capsular tear)   
1 a type III (capsular rent). 
 Degenerative articular changes were noted 
in 19 elbows.  



There was a significant improvement in 
DASH scores (p<0.002) at 2 weeks post 
operatively.  
 
This improvement was sustained at 3 
months.  



1 patient had post-operative stiffness and 3 
failed to improve of which 2 were revisions. 



Patients were asked to rate their level of 
pain using a numeric scale from 0 (no pain) 
to 10 (severe pain).  
They were also asked to rate their elbows 
according to the 12-point functional portion 
of the Mayo Clinic Elbow Performance 
Index. 



The mean pain score was 0 at rest, 1.0 for 
activities of daily living, and 1.9 of 10 for 
work or sports.  
The mean functional score was 11.7 of a 
possible 12 points.  



No patient required repeat injections or 
surgery.  
 
One patient did continue to wear a 
counterforce brace during heavy activities.  



When asked to rate their overall results, 
87% of patients were satisfied, and 97% of 
patients stated they were “much better” or 
“better” at the final follow-up evaluation. 



My early results would suggest arthroscopic 
tennis elbow release is an effective 
treatment for tennis elbow, which in 
addition also allows assessment of the 
elbow joint and the potential to address 
associated intra-articular pathology 



This minimally invasive technique has been 
demonstrated to be safe and affords early 
post-operative rehabilitation. 




