
Overview

DIAGNOSIS AND IMAGING

Ultrasonography has evolved as a reliable adjunct to clinical examination in the evaluation of the ulnar

collateral ligament (UCL) of the thumb [1].

MRI evaluation reveals greater details enabling better understanding and management of ulnar collateral

ligament injuries of the thumb metacarpophalangeal (MCP) joint [2].

A 4-stage, treatment-oriented classification of thumb UCL injury is based on the degree of UCL

displacement, with correlation with the likelihood of success with either immobilization or operative

intervention [10].

The presence of a displaced fleck sign has implications for offering surgery to patients with thumb UCL

injuries because of a high likelihood of a Stener lesion [17].

CLINICAL INDICATIONS AND NATURAL HISTORY

Valgus laxity greater than 30 degrees or more than 15 degrees more than in the noninjured thumb with the

MCP joint in extension is an indication for operative management [3].

Untreated ulnar collateral ligament injury of the thumb metacarpophalangeal joint can lead to long-term

pain and functional limitations [5].

75% of cases with complete rupture of the ulnar collateral ligament of the thumb will fail to heal with

conservative treatment [13].

The rate of surgery for acute thumb MP UCL injury varies based on patient characteristics and the

individual treating surgeon [6].

TREATMENT OUTCOMES

Surgical management of thumb UCL injuries produces overall favorable results [4].

Patient-reported outcomes improve significantly at three and 12 months after open surgical repair of the

thumb UCL compared to baseline [24].

E V I D E N C E  S U M M A R Y

Thumb UCL injury
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Patients with both acute and chronic thumb UCL injuries have similarly acceptable functional outcomes,

postoperative pain, and satisfaction [11].

Return-to-play rates after surgical treatment of thumb UCL injuries are high, with reassuring return to

preinjury level of play with few complications [9].

Thumb ulnar collateral ligament injuries can be safely and effectively managed by football position

demands [14].

Players who underwent thumb UCL repair played in a similar number of games per season and had similar

career lengths in the MLB as controls [16].

Treatment of a thumb UCL complete rupture (Grade III) using a custom-made hinged splint shows promise

in the conservative management of compliant patients [19].

SURGICAL TECHNIQUES AND REHABILITATION

A controlled active motion therapy protocol after suture anchor repair of a ruptured UCL of the thumb is

safe from a biomechanical point of view [8].

Intraosseous suture anchor repair is a safe and effective method for repair of complete tears of the ulnar

collateral ligament of the thumb MP joint [12].

Both pull-out sutures and bone anchor techniques are safe and effective for treating thumb ulnar collateral

ligament injuries [23].

Thumb UCL repair with suture tape augmentation demonstrates short-term outcomes comparable to what

has been reported for other methods of repair [26].

Mini hook plate fixation could be an alternative treatment technique for thumb UCL avulsion fractures

[21].

The surgical treatment of an ulnar collateral ligament lesion of the thumb using the Fiji Anchor can lead to

an excellent clinical outcome with a minor complication rate [48].

An accelerated rehabilitation protocol has been clinically applied in athletes following thumb MCP UCL

repair with suture tape augmentation [22].

The patient is placed in the supine position with a small bump on which to rest the thumb for open repair

of the UCL [28].

The surgeon should position themselves between the shoulder and head to allow easier access to the ulnar

aspect of the thumb during UCL repair [28].

A lazy S approach is used on the ulnar aspect of the thumb for UCL repair [28].

Careful identification of the radial sensory nerve is required during UCL repair, with prior documentation

of sensibility [28].

The adductor aponeurosis is incised on the ulnar side during UCL repair [28].

The site of rupture for the UCL is identified as distal off the phalanx, midsubstance, or proximal [28].

Nonabsorbable suture with pullout button, bone anchors, or figure-of-eight imbrication of midsubstance

repair are options for repairing the UCL [28].
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Motion is limited for the first 4 to 6 weeks depending on chronicity of the injury, with more chronic

injuries immobilized longer [28].

Guided therapy at 6 weeks in a removable splint is part of the postoperative protocol for UCL repair [28].

Anatomy & Pathophysiology

BONY ANATOMY AND JOINT MECHANICS

The thumb metacarpophalangeal (MCP) articulation is of a condylar type [52].

Flexion of the thumb MCP joint is always accompanied by radial deviation and pronation, which stretches

the ulnar metacarpophalangeal ligament [52].

The stability of the thumb MCP joint is considered more important than movement from a functional

viewpoint [52].

The carpometacarpal ray of the thumb is anterior to the plane of the other metacarpals and makes an angle

of about 47 degrees with the second ray [52].

The distal articular surface of the trapezium is likened to a saddle whose concave curvature lies in a

dorsopalmar direction [52].

The corresponding surface on the base of the first metacarpal presents a grooved surface in the radioulnar

direction [52].

The trapeziometacarpal joint has two longitudinal axes and two degrees of freedom [52].

The shape of the trapeziometacarpal articular surface does not make for good stability except in

anteposition and pronation when the two surfaces are congruent [52].

The necessary stability of the trapeziometacarpal joint is provided by a complex ligamentous system which

does not limit mobility [52].

This ligamentous system essentially consists of a strong ulnar ligament from the base of the first metacarpal

to the second metacarpal and to the trapezoid [52].

The ulnar ligament of the trapeziometacarpal joint is the structure that resists in a Bennett fracture [52].

The radial side of the trapeziometacarpal joint has a much weaker ligament [52].

There is an intrinsic instability at the level of the trapeziometacarpal joint where the pressure is very high

[52].

This pressure is proportional to the force of the grip at the distal end of the thumb and to the length of the

lever arm [52].

Cooney and Chao (1977) found that joint compression forces during simple pinch averaged 3.0 kg of force

at the interphalangeal joint, 5.4 kg at the metacarpophalangeal joint, and 12.0 kg at the carpometacarpal

joint [52].

Compression forces of up to 120 kg may occur at the carpometacarpal joint during strong grasp [52].

Stability of the trapeziometacarpal joint is dynamically provided by a single structure, the tendon of the

abductor pollicis longus [52].
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The abductor pollicis longus tendon has stabilizing function only when the first metacarpal is abducted

[52].

In adduction, the long abductor increases the risk of subluxation of the trapeziometacarpal joint [52].

LIGAMENTOUS ANATOMY AND INJURY PATTERNS

The ulnar collateral ligament (UCL) serves as the primary stabilizer against valgus stress at the thumb MCP

joint [20].

The UCL plays an essential role in pinch strength, grasping function, and dexterity [20].

The mechanism of injury to the UCL is sudden, forced radial deviation (abduction), often resulting from a

fall on an outstretched hand with the thumb abducted [44].

In skiing, if a person falls while gripping the ski pole, the handle abducts the thumb [44].

Associated injuries to UCL tears include tears of the dorsal capsule and ulnar aspect of the volar plate [44].

Associated injuries to UCL tears occasionally include a rent in the adductor aponeurosis [44].

Volar subluxation of the MCP joint may result from concomitant tears of the dorsal capsule and UCL [44].

Distal tears of the UCL at its insertion in the proximal phalangeal base are more common than proximal

tears from the metacarpal [44].

Ruptures within the substance of the ligament occasionally occur [44].

The collateral ligaments of the thumb MP joint afford lateral stability and resist volar subluxation [44].

If one collateral ligament is torn, the proximal phalanx tends to rotate volarly on the side of the tear, with

the opposite intact ligament serving as the axis [44].

In the case of an isolated UCL rupture, the proximal phalanx rotates in supination around the intact radial

collateral ligament [44].

An avulsion fracture of the ulnar base of the proximal phalanx at the insertion of the ligament is the most

common fracture pattern associated with UCL injuries [44].

Typically, the avulsion fracture fragment is small and includes little of the articular surface [44].

Fractures involving more than 10% of the articular surface can occur and may require fixation if they are

displaced 2 mm or more and associated with articular incongruity [44].

Avulsion fractures from the metacarpal head and intraarticular shearing fractures of the volar surface of the

radial condyle of the metacarpal head have also been reported [44].

A rare but potentially problematic fracture pattern involves a rupture of the UCL from the proximal

phalanx and a simultaneous articular shear fracture of the proximal phalangeal base [44].

In the skeletally immature individual, isolated rupture of the UCL without a Salter fracture of the proximal

phalanx is rare but does occur [44].

The UCL ruptures off the base of the proximal phalanx [62].

The avulsed ligament, with or without a bony fragment, can become displaced above the adductor

aponeurosis, preventing healing [62].

This displacement is known as a Stener lesion [62].
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In 25 of 39 patients with complete ruptures of the UCL, Stener found the adductor aponeurosis interposed

between the ruptured ulnar collateral ligament and its site of insertion on the base of the proximal phalanx

[47].

On clinical examination, a prominent lump can be palpated that represents the ulnar collateral ligament

being proximally and superficially displaced by the adductor aponeurosis [47].

Pathologic rotation of the thumb may be evident in Stener lesions [47].

If left uncorrected, a Stener lesion prevents proper healing and leads to chronic instability and subsequent

arthrosis [47].

Other injuries associated with tears of the UCL include avulsion fractures, dorsal capsular tears, and volar

plate tears [47].

The adductor aponeurosis interposition prevents direct ligament healing without surgery [42].

The UCL is typically avulsed distally [35].

Although the injury is often at the distal portion where it attaches to the proximal volar aspect of the

phalanx, midsubstance and metacarpal-based tears can occur [35].

The anatomic attachment site for a distal avulsion of the UCL is 25% dorsal from the volar surface of the

proximal phalanx [94].

A single anchor is placed volar to the axis of the joint for distal avulsion repair [94].

The radial collateral ligament (RCL) ruptures from its origin, from its insertion, or at the midsubstance [62].

RCL ruptures are frequently associated with dorsal or dorsoradial capsular tears and with extensor pollicis

brevis avulsions or tears [62].

No equivalent of the Stener lesion exists for the RCL [62].

RCL ruptures seem susceptible to chronic instability [62].

The radial-based abductor cannot create a Stener-type lesion [63].

PATHOPHYSIOLOGY AND BIOMECHANICS

Sequential tearing of the thumb UCL leads to progressive instability of the MCP joint [7].

Untreated complete ruptures may result in chronic instability, weakness of pinch, pain, and functional

impairment [20].

Causes of chronic instability of the UCL include an untreated acute tear, failure to recognize a Stener lesion,

or progressive attenuation of the ligament [100].

Patients with chronic instability usually present with pain, swelling, and weakness of the involved thumb

[100].

The pain tends to be exacerbated by forceful pinch and activities requiring torsional motions of the hand,

such as unscrewing jar tops [100].

Holding large objects like a half-gallon container of milk may be painful and may cause a feeling of

instability or lack of power because of the thumb’s inability to resist counterpressure [100].

Chronic instability is manifested by gross instability to valgus stress with no endpoint [100].
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Crepitus with active motion suggests degenerative disease in chronic UCL instability [100].

The resting posture of the thumb should be observed for volar subluxation or radial deviation of the MP

joint in chronic instability [100].

Biomechanically, there are no treatments of repair or reconstruction using native tissues that provide

equivalent strength to the preinjured ligament [105].

No static ligament reconstruction restores the normal stability characteristics of the thumb UCL [15].

Single- and double-bundle UCL reconstructions of the thumb MCP joint have comparable biomechanical

properties in regard to joint congruity under valgus load [40].

The reconstruction tunnel positioning of triangular configuration with apex proximal stabilizes the thumb

MCP joint while maintaining flexion/extension range of motion [60].

Although both suture tape and suture anchor constructs recapitulate native joint stiffness, repair with

suture tape demonstrated the greatest biomechanical strength in stiffness and load-to-failure [90].

In round joints, only the non-anatomic Glickel procedure restores normal range of motion and stability

[111].

In flat joints, the Glickel procedure and a modified Fairhurst configuration with origins dorsal in the

metacarpal head restore range of motion and stability [111].

Nonanatomic repositioning of the UCL might affect joint motion [30].

Palmar placement of the UCL origin on the metacarpal increased radial deviation from a mean of 18° to a

mean of 27° compared with the intact joint [30].

Proximal placement of the UCL origin on the metacarpal decreased radial deviation from a mean of 18° to

a mean of 10° compared with the intact joint [30].

Dorsal placement of the UCL insertion on the phalanx increased radial deviation from a mean of 18° to a

mean of 25° compared with the intact joint [30].

Distal positioning of the UCL insertion on the phalanx decreased radial deviation from a mean of 18° to a

mean of 11° compared with the intact joint [30].

Performing a physical examination to assess the amount of instability of an ulnar collateral ligament injury

did not create a Stener lesion if the exam was performed in a controlled, gentle manner with the thumb

held without rotation [112].

It was possible to create a Stener lesion when the thumb was tested in a flexed and supinated position, but

only if there was sectioning of the proper UCL, the accessory UCL, and the origin of the ulnar sagittal band

at the adductor aponeurosis [112].

Supination and flexion of the thumb provided less stability when both components of the UCL were

sectioned [112].

Pronation and supination play a role in stability of the thumb MCP joint [112].
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Classification

The BSSH BEST guideline defines significant UCL laxity as no firm endpoint, OR > 20 degrees laxity vs.

the other side, OR > 30 degrees laxity [39].

The term ‘Stener lesion’ is used to describe when the ligament is completely torn and is displaced superficial

to the adductor aponeurosis [18].

In a Stener lesion, the ruptured ligament becomes displaced superficial to the adductor aponeurosis and is

unable to heal anatomically without surgical intervention [20].

Presence of a displaced fleck sign has implications for offering surgery to patients with thumb UCL injuries

because of a high likelihood of a Stener lesion [17].

Clinical Presentation

SYMPTOMS AND SIGNS

Patients commonly report pain, swelling, and ecymosis around the thumb metacarpophalangeal joint [47].

Tenderness is greatest over the ulnar aspect of the thumb metacarpophalangeal joint [47].

A prominent lump can be palpated representing the ulnar collateral ligament being proximally and

superficially displaced by the adductor aponeurosis in the presence of a Stener lesion [47].

Pathologic rotation of the thumb may be evident in cases of Stener lesion [47].

Incomplete acute tears and nondisplaced avulsion fractures are managed with a thumb spica cast for up to 4

weeks, followed by removable protective splinting for 3 more weeks with active range-of-motion exercises

[42].

Skier’s thumb can lead to chronic pain and instability when diagnosed incorrectly [83].

CLINICAL EXAMINATION

The metacarpophalangeal joint is generally examined by applying a radial force in extension and with

approximately 30° of MCPJ flexion to relax the palmar plate [18].

Physical examination is performed with a valgus stress applied in neutral rotation to the thumb in both

extension (testing the accessory ligament) and 30° to 35° flexion (proper ligament) [42].

An injured thumb that shows more than 30 degrees of instability compared with the uninjured side

indicates a complete rupture [47].

Valgus instability of more than 30°—or more than 10° compared with the contralateral thumb in both

flexion and extension—indicates complete rupture of the proper and accessory UCL [80].

Instability of the MCP joint in flexion indicates rupture of the proper UCL only [80].

Comparison with the uninjured contralateral thumb is unreliable in many individuals due to significant

variation between right and left thumbs [32].
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New evidence suggests that a lack of definite end point rather than comparison with the uninjured side

should be used to define complete UCL rupture [42].

If a hard endpoint is not encountered and there is increased deviation (>20 degrees) at the MP joint,

surgery is recommended [35].

For those patients with significant guarding, a digital block may be necessary to carry out the stress test

[35].

The ulnar side of the joint should be palpated for a Stener lesion, where both the proper and accessory

ligament are retracted and lie on the adductor aponeurosis [42].

Physical examination is required to determine stability with injuries to the ulnar structures of the thumb

metacarpophalangeal joint [31].

Clinical examination is recommended to assess for significant laxity of the UCL, defined as no firm

endpoint, or > 20 degrees laxity vs. the other side, or > 30 degrees laxity [39].

IMAGING AND DIAGNOSTIC TESTS

Plain radiographs should be obtained prior to any stress examinations to avoid displacing an otherwise

nondisplaced fracture [42].

Plain radiographs should be obtained prior to any stress examinations to exclude obvious fractures and

dislocation or subluxation [58].

Anteroposterior stress radiographs can be obtained of both thumbs for comparison purposes [47].

Stress radiographs are useful for identifying Stener lesions, however, these are often uncomfortable for the

patient and guarding may lead to false-negative results [42].

Fluoroscopy can aid the diagnosis to see if the joint becomes incongruent and to measure the deviation

compared to the contralateral limb [35].

Ultrasonography has evolved as a reliable adjunct to clinical examination in evaluation of the UCL of the

thumb [1].

MRI evaluation reveals greater details enabling better understanding and management of ulnar collateral

ligament injuries of the thumb MCP joint [2].

Ultrasound had a positive predictive value for rupture of 94% when compared with the operative finding

[58].

The overall agreement between specialist clinic examination and ultrasound for injury to the ulnar

collateral ligament was 85% (kappa 0.647) [58].

Senior House Officers in the A&E department were able to correctly diagnose only 45% of the ruptures of

the ulnar collateral ligament [58].

In a study of 49 patients, ultrasound identified Stener lesions with a sensitivity of 36% and specificity of

61% [51].

MRI and US of suspected UCL injury did not demonstrate good enough sensitivity for the authors to

recommend their implementation and use in clinical situations [51].
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A magnetic resonance imaging scan is recommended for additional preoperative planning because it

provides a detailed assessment of tear location, injury grade, and ligament quality [80].

Clinical assessment of a thumb ulnar collateral ligament injury should be supplemented with radiographs,

as underlying pathology, such as an enchondroma, may be a factor [61].

Investigations

CLINICAL EXAMINATION

The MCP joint is generally examined by applying a radial force in extension and with approximately 30° of

MCP joint flexion to relax the palmar plate, which is thought to isolate the UCL proper [18].

Careful stress testing of the injured and uninjured side in both extension and flexion can often elucidate

those with a significant tear of their UCL/RCL [35].

The absence of a normal “endpoint” with radial stress is a key diagnostic finding signifying a complete

ligament tear [35].

For patients with significant guarding, a digital block may be necessary to carry out the stress test [35].

Patients with a soft endpoint, incongruent joint, or Stener lesion require surgical intervention [35].

IMAGING

Ultrasonography (US) has evolved as a reliable adjunct to clinical examination in evaluation of the UCL of

the thumb [1].

Diagnostic ultrasound is a useful, noninvasive tool for assessing the extent of rupture of the ulnar collateral

ligament [114].

Ultrasound or MRI can be helpful to gather more information when it is difficult to ascertain if there is a

Stener lesion based on palpation [35].

Ultrasound and MRI findings do not have 100% accuracy and their findings should only be one component

of the decision-making algorithm [35].

Treatment

NON-OPERATIVE MANAGEMENT

A thumb spica cast or functional brace is recommended for 4 to 6 weeks for incomplete ruptures of the

ulnar collateral ligament [47].

Tears of the UCL of the thumb MCP joint without a Stener lesion are believed to heal with 4 to 6 weeks of

immobilization [62].

In patients having less than 30 degrees of laxity of the UCL, less than a 15-degree differential in laxity

compared with the contralateral side, and a discrete endpoint to joint opening, nonoperative treatment

consists of immobilization of the MP joint for 4 weeks in neutral alignment and slight flexion [104].
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Untreated ulnar collateral ligament (UCL) injury of the thumb metacarpophalangeal joint can lead to long-

term pain and functional limitations [5].

INDICATIONS FOR SURGERY

Injuries that are unstable (usually 30° more opening with radial stress than the opposite uninjured side) are

believed to have Stener lesions and are treated surgically [62].

Complete tears require open repair with suture anchors or bone tunnels placed at the site of the avulsion,

which most commonly is the proximal phalanx [42].

The tear will not heal in the setting of a Stener lesion because of adductor aponeurosis interposition [42].

Acute complete rupture of the ulnar collateral ligament should be surgically repaired [47].

Ulnar collateral ligament retraction more than 3 mm and interposed soft tissue are reasonable guides to

surgical intervention [47].

OPERATIVE TECHNIQUES

Repair of the UCL of the thumb is one of the most common ligamentous repairs in the hand, with options

including a pullout suture and button, bone anchors, or a combination of the two with local tissue

augmentation or imbrication [63].

A K-wire across the joint is often employed to allow proper ligament tensioning and to maintain joint

stability postoperatively [63].

The surgical approach involves a lazy S incision on the ulnar aspect of the thumb, with careful identification

and retraction of the dorsal sensory branch of the radial nerve [28].

The adductor aponeurosis is incised longitudinally to allow repair after the collateral ligament repair [28].

Direct repair of the ligament should be obtained with the use of one or two bone anchors, preferably small

metallic anchors with stout nonabsorbable suture material [35].

Additional sutures are used to augment the repair to the volar plate distally and capsule dorsally [35].

The capsule and adductor aponeurosis should be repaired in separate layers [35].

For chronic tears with excessive laxity, the adductor insertion can be advanced to increase dynamic stability

[35].

Both pull-out suture and bone anchor techniques are safe and effective for treating thumb ulnar collateral

ligament injuries [23].

In a biomechanical model, thumb UCL repair with suture tape augmentation demonstrated greater

maximum and clinical failure loads compared with nonaugmented repair at time 0 [41].

Arthroscopic treatment of acute complete thumb metacarpophalangeal ulnar collateral ligament tears

resulted in key pinch, tip pinch, grip strength, and range of motion equal to or greater than in the thumb on

the unaffected side in most cases [46].
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CHRONIC INJURY AND RECONSTRUCTION

If the diagnosis is delayed for 1 month or longer, fibrosis makes ligament identification and repair more

difficult, although repair can be done by dissecting out the ligament from within the fibrotic mass and

reattaching it appropriately [47].

The detached tendinous insertion of the adductor muscle can be advanced and reattached to furnish a

dynamic reinforcement in delayed repairs [47].

If the repair is done several months after the injury, a graft can be used [47].

Chronic ruptures of the UCL can be challenging to reconstruct, but most often there is enough local tissue

present to allow for direct repair with the existing native ligament [35].

Graft reconstruction of the UCL can often be accomplished with either an autograft palmaris/plantaris

tendon or with an allograft [35].

Newer techniques for chronic reconstruction involve the use of 3.0-mm drills, the graft, fibertape, and

interference screws [35].

An X or Y type configuration is often needed to appropriately reconstruct the surface area of the ligament

to prevent recurrent instability in chronic cases [35].

If a Y construct is used for chronic reconstruction, the single limb is placed distally and the dual limb

proximally to prevent iatrogenic injury [35].

A K-wire is highly recommended in chronic reconstruction to allow adequate healing and provide sufficient

stability to permit early mobilization of the adjacent IP and CMC joints [35].

The pin is typically removed in the office at 6 weeks following chronic reconstruction [35].

Nonbiological ligament reconstruction of the thumb ulnar collateral ligament generates short-term

outcomes comparable with those of biological reconstruction, potentially allowing for expedited recovery

and rehabilitation [45].

Patient-reported outcomes, including pain and function, improved after thumb UCL reconstruction with a

tendon autograft [36].

Increased time from injury to treatment (beyond 6 weeks) may decrease the likelihood of direct repair

[104].

If no local tissue is available for chronic repair, UCL reconstruction is most commonly performed with a

free tendon graft [104].

The graft is tensioned at 45 degrees of flexion with some ulnar deviation placed on the MCP joint during

reconstruction [104].

A relative contraindication to ligament reconstruction is marked volar subluxation and/or supination of the

MP joint [104].

The only absolute contraindication to reconstruction is osteoarthritis of the MP joint, in which case

arthrodesis is a very dependable option [104].
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OUTCOMES AND REHABILITATION

Collegiate football athletes treated for thumb UCL injuries with suture anchor repair had quick return to

play, reliable return to the same level of activity, and excellent long-term clinical outcomes [33].

Complications are rare and most patients show preservation of motion, key pinch, and grip strength [25].

Thumb MCP joint collateral ligament injuries have a good outcome with appropriate diagnosis and

treatment [34].

There was no significant change in pinch strength in patients with chronic UCL reconstructions, but

significantly better results were achieved in grip strength, flexion, extension, ulnar and radial deviation [29].

This is the first clinical application of an accelerated rehabilitation protocol in athletes following thumb

MCP UCL repair [22].

Strenuous activity is avoided for 3 months, with unrestricted return to sport usually at 2 to 3 months [42].

Limit motion for the first 4 to 6 weeks depending on chronicity of the injury; more chronic injuries are

immobilized longer [28].

Guided therapy at 6 weeks in a removable splint is part of the postoperative protocol [28].

A thumb spica cast is worn for 4 weeks postoperatively after reconstruction, followed by hand therapy and

protection for an additional 5 weeks in a splint [104].

Complications

NON-OPERATIVE

OPERATIVE

Long-term dangers and the cost effectiveness of the procedure using the Fiji Anchor® are not known yet

[48].

Thumb spica casting risks placing additional stress upon adjacent joints and causing adjacent injury [37].

Recovery

OUTCOMES AND FUNCTION

Recovery of pinch grip strength measured using two point palmar pinch is on average within 92 per cent of

expected values after normalization for dominance [66].

RETURN TO SPORT AND WORK

Players who underwent thumb UCL surgery played in a similar number of games per season and had

similar career lengths in the NFL as controls [67].
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REHABILITATION PROTOCOLS

Key Evidence

[L4] Ultrasonography (US) has evolved as a reliable adjunct to clinical examination in evaluation of the

UCL of the thumb. [1] (10.1148/rg.264055117)

[L4] MRI evaluation reveals greater details enabling better understanding and management of ulnar

collateral ligament injuries of the thumb MCP joint. [2] (10.1016/s0363-5023(09)60139-8)

[L5] Valgus laxity greater than 30 degrees or more than 15 degrees more than in the noninjured thumb

with the MCP joint in extension is an indication for operative management. [3]

(10.5435/00124635-199707000-00006)

[L1] Surgical management of thumb UCL injuries produces overall favorable results. [4] (10.5435/

jaaosglobal-d-25-00082)

[L5] Untreated ulnar collateral ligament (UCL) injury of the thumb metacarpophalangeal joint can lead to

long-term pain and functional limitations. [5] (10.2106/jbjs.k.01024)

[L3] The rate of surgery for acute thumb MP UCL injury varies based on patient characteristics and the

individual treating surgeon. [6] (10.1177/1558944716681974)

[L5] Sequential tearing of the thumb UCL leads to progressive instability of the MCP joint. [7]

(10.1177/1558944719868518)

[L5] A controlled active motion therapy protocol after suture anchor repair of a ruptured UCL of the

thumb is safe from a biomechanical point of view. [8] (10.1016/j.jhsa.2004.04.017)

[L4] Return-to-play rates after surgical treatment of thumb UCL injuries are high, with reassuring return to

preinjury level of play with few complications. [9] (10.1016/j.jhsg.2023.03.005)

[L4] Our 4-stage, treatment-oriented classification of thumb UCL injury is based on the degree of UCL

displacement, with correlation with the likelihood of success with either immobilization or operative

intervention. [10] (10.1016/j.jhsa.2014.08.033)

[L3] Patients with both acute and chronic thumb UCL injuries have similarly acceptable functional

outcomes, postoperative pain, and satisfaction. [11] (10.1016/j.jhsg.2022.02.008)

[L3] The authors concluded that this is a safe and effective method for repair of complete tears of the ulnar

collateral ligament of the thumb MP joint. [12] (10.1016/s0363-5023(97)80113-x)

[L5] 75% of cases with complete rupture of the ulnar collateral ligament of the thumb will fail to heal with

conservative treatment. [13] (10.1007/s11552-008-9145-8)

[L4] Thumb ulnar collateral ligament injuries can be safely and effectively managed by football position

demands. [14] (10.1177/2325967114s00092)

[L5] No static ligament reconstruction restores the normal stability characteristics of the thumb UCL. [15]

(10.1016/j.jhsa.2004.09.012)

[L3] Players who underwent thumb UCL repair played in a similar number of games per season and had

similar career lengths in the MLB as controls. [16] (10.1177/2325967117747268)
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[L4] Presence of a displaced fleck sign has implications for offering surgery to patients with thumb UCL

injuries because of a high likelihood of a Stener lesion. [17] (10.1016/j.jhsa.2024.12.003)

[L1] [18] (10.1177/17531934241274612)

[L4] Treatment of a thumb UCL complete rupture (Grade III) using a custom-made hinged splint shows

promise in the conservative management of compliant patients. [19] (10.1016/j.jht.2009.10.001)

[L4] [20] (10.1016/j.injury.2026.113711)

[L4] It could be an alternative treatment technique for thumb UCL avulsion fractures. [21] (10.1016/

j.otsr.2019.01.008)

[L4] This is the first clinical application of an accelerated rehabilitation protocol in athletes following

thumb MCP UCL repair. [22] (10.1016/j.jht.2022.07.007)

[L3] Both repair methods are safe and effective for treating thumb ulnar collateral ligament injuries. [23]

(10.1097/prs.0b013e3181882163)

[L2] Patient-reported outcomes improve significantly at three and 12 months after open surgical repair of

the thumb UCL compared to baseline. [24] (10.1016/j.jhsa.2023.05.003)

[L5] Complications are rare and most patients show preservation of motion, key pinch, and grip strength.

[25] (10.1016/j.ocl.2014.11.007)

[L4] Thumb UCL repair with suture tape augmentation demonstrates short-term outcomes comparable to

what has been reported for other methods of repair. [26] (10.1142/s2424835520500046)

[L3] There was no significant change in pinch strength in patients with chronic UCL reconstructions, but

significantly better results were achieved in grip strength, flexion, extension, ulnar and radial deviation. [29]

(10.1016/j.hansur.2020.03.002)

[L5] [30] (10.1053/jhsu.1999.0283)

[L5] This suggests that physical examination is required to determine stability with injuries to the ulnar

structures of the thumb metacarpophalangeal joint. [31] (10.1016/s0363-5023(98)80158-5)

[L4] Comparison with the uninjured contralateral thumb is unreliable in many individuals due to

significant variation between right and left thumbs. [32] (10.1177/1753193408100957)

[L4] Collegiate football athletes treated for thumb UCL injuries with suture anchor repair had quick return

to play, reliable return to the same level of activity, and excellent long-term clinical outcomes. [33]

(10.1016/j.jhsa.2014.06.132)

[L5] Thumb MCP joint collateral ligament injuries have a good outcome with appropriate diagnosis and

treatment. [34] (10.1016/j.csm.2014.09.004)

[L4] Patient-reported outcomes, including pain and function, improved after thumb UCL reconstruction

with a tendon autograft. [36] (10.1016/j.jhsa.2024.05.005)

[L4] Thumb spica casting protects the surgically repaired thumb UCL and allows for earlier return to play,

but risks placing additional stress upon adjacent joints and causing adjacent injury. [37]

(10.1177/1558944718788644)

[L5] [39] (10.1177/17531934241311826)
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[L5] Single- and double-bundle UCL reconstructions of the thumb MCP joint have comparable

biomechanical properties in regard to joint congruity under valgus load. [40]

(10.1177/1558944717744338)

[L5] In this model, thumb UCL repair with suture tape augmentation demonstrated greater maximum and

clinical failure loads compared with nonaugmented repair at time 0, that is, without any biological healing.

[41] (10.1016/j.jhsa.2018.02.002)

[L4] Nonbiological ligament reconstruction of the thumb ulnar collateral ligament generates short-term

outcomes comparable with those of BLR, potentially allowing for expedited recovery and rehabilitation.

[45] (10.1016/j.jhsa.2024.01.008)

[L4] In most cases, key pinch, tip pinch, grip strength, and range of motion were equal to or greater than in

the thumb on the unaffected side. [46] (10.1016/s0363-5023(05)80156-x)

[Paper] The surgical treatment of an ulnar collateral ligament lesion of the thumb using the Fiji Anchor®

can lead to an excellent clinical outcome with a minor complication rate; however, long-term dangers and

the cost effectiveness of the procedure are not known yet. [48] (10.1007/s00402-020-03625-x)

[L4] [51] (10.1177/1753193420932496)

[L2] [58] (10.1054/jhsb.1999.0283)

[L5] The reconstruction tunnel positioning of triangular configuration with apex proximal stabilizes the

thumb MCP joint while maintaining flexion/extension range of motion. [60] (10.1016/j.jhsa.2005.05.004)

[L5] This case highlights that clinical assessment of a thumb ulnar collateral ligament injury should be

supplemented with radiographs, as underlying pathology, such as an enchondroma, may be a factor. [61]

(10.1177/17531934251315313)

[L4] Recovery of pinch grip strength measured using two point palmar pinch is on average within 92 per

cent of expected values after normalization for dominance. [66] (10.1016/0020-1383(94)90179-1)

[L4] Players who underwent thumb UCL surgery played in a similar number of games per season and had

similar career lengths in the NFL as controls. [67] (10.1177/1558944718760001)

[L5] [80] (10.1016/j.eats.2025.103957)

[L5] Skier’s thumb is an often-encountered injury and can lead to chronic pain and instability when

diagnosed incorrectly. [83] (10.1186/1865-1380-6-31)

[L5] Although both ST and SA constructs recapitulate native joint stiffness, repair with ST demonstrated

the greatest biomechanical strength in stiffness and load-to-failure. [90] (10.1016/j.jhsa.2021.09.028)

[L5] Biomechanically, there are no treatments of repair or reconstruction using native tissues that provide

equivalent strength to the preinjured ligament. [105] (10.5435/jaaos-d-22-00112)

[L5] In round joints, only the non-anatomic Glickel procedure restores normal ROM and stability, while in

flat joints, the Glickel procedure and a modified Fairhurst configuration with origins dorsal in the

metacarpal head restore ROM and stability. [111] (10.1177/17531934231164260)

[L5] [112] (10.1142/s0218810417500411)

[L5] Diagnostic ultrasound is a useful, noninvasive tool for assessing the extent of rupture of the ulnar

collateral ligament. [114] (10.1016/0363-5023(94)90025-6)
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