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Aims
Complete ruptures of the ulnar collateral ligament (UCL) of the thumb are a common injury,
yet little is known about their current management in the UK. The objective of this study was
to assess the way complete UCL ruptures are managed in the UK.

Methods
We carried out a multicentre, survey-based cross-sectional study in 37 UK centres over a
16-month period from June 2022 to September 2023. The survey results were analyzed
descriptively.

Results
A total of 37 centres participated, of which nine were tertiary referral hand centres and 28
were district general hospitals. There was a total of 112 respondents (69 surgeons and 43
hand therapists). The strongest influence on the decision to offer surgery was the lack of
a firm ‘endpoint’ to stressing the metacarpophalangeal joint (MCPJ) in either full extension
or with the MCPJ in 30° of flexion. There was variability in whether additional imaging was
used in managing acute UCL injuries, with 46% routinely using additional imaging while
54% did not. The use of a bone anchor was by far the most common surgical option for
reconstructing an acute ligament avulsion (97%, n = 67) with a transosseous suture used by
3% (n = 2). The most common duration of immobilization for those managed conservatively
was six weeks (58%, n = 65) and four weeks (30%, n = 34). Most surgeons (87%, n = 60)
and hand therapists (95%, n = 41) would consider randomizing patients with complete UCL
ruptures in a future clinical trial.

Conclusion
The management of complete UCL ruptures in the UK is highly variable in certain areas, and
there is a willingness for clinical trials on this subject.

Take home message
• The lack of a firm endpoint on metacar-

pophalangeal joint (MCPJ) stressing had

the strongest perceived influence on the
decision to offer surgery.

• The use of further imaging was variable,
with 54% of respondents not using
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further imaging routinely, with ultrasound being the most
commonly used method.

• The use of a bone anchor was by far the most common
surgical option for reconstructing an acute ligament
avulsion.

• Most respondents opted to immobilize the MCPJ for four to
six weeks, both following surgical intervention and follow-
ing non-surgical treatment.

Introduction
Acute complete ruptures of the ulnar collateral ligament (UCL)
of the thumb metacarpophalangeal joint (MCPJ) are common
and account for approximately 50 in 100,000 presentations
to emergency departments (EDs).1 These injuries frequently
result in pain and dysfunction, which can be persistent in a
minority of cases in which there may also be joint instability.
Minor sprains without significant joint instability on clinical
examination are best treated with early movement as pain
allows, while there is more controversy regarding how best to
manage complete UCL ruptures which typically manifest with
joint instability on clinical examination.2

Understanding the anatomy of the region and the
variation in severity of the injury is thought to be of clinical
importance.3 Clinical examination requires an appreciation of
the anatomy of the adductor muscle aponeurosis, proper UCL,
accessory UCL, and palmar plate. The MCPJ is examined by
applying a valgus force in extension and in a degree of MCPJ
flexion to isolate the UCL proper and to de-tension the palmar
plate.4 The clinical investigations for UCL injuries include
radiographs, stress radiographs (images are acquired while
applying a force to the MCPJ), ultrasound (USS), and MRI. The
term ‘Stener lesion’ describes when the ligament is completely
torn and retracted, allowing the adductor aponeurosis to
become interposed between the torn ligament and its site of
bony insertion.5 There is some controversy over the ‘Stener
lesion’ relating to its true frequency, how to diagnose its
presence, and how best to treat it.2

The British Society of Surgery of the Hand (BSSH)
recently published a National Institute for Health and Care
Excellence (NICE)-accredited guideline on the management
of UCL injuries.2 In this context, our objective was to assess
the way complete UCL ruptures were managed in the UK.
Specifically, our research questions included: which factors
influence the decision to operate on a UCL injury?; what
is the role of imaging?; what is the approximate number
of operations per year, and how is surgery done?; how are
patients immobilized and rehabilitated?; and is there potential
for a future clinical trial?

Methods
We carried out a multicentre, survey-based cross-sectional
study in 37 UK centres over a 16-month period from
June 2022 to September 2023. Research Ethics Committee
approval was not required as per Health Research Authority
guidance. Study data were collected and managed using
Research Electronic Data Capture (REDCap) electronic data
capture tools hosted at the University of Oxford. REDCap is
a secure, web-based software platform designed to support
data capture for research studies, providing: 1) an intuitive
interface for validated data capture; 2) audit trails for track-
ing data manipulation and export procedures; 3) automated

export procedures for seamless data downloads to common
statistical packages; and 4) procedures for data integration
and interoperability with external sources.6

Participating centres and clinicians
The UCL working group was assembled, involving collabora-
tors from multiple stakeholder groups, including orthopae-
dic surgery, plastic surgery, and hand therapy. Participating
centres were recruited using clinician contacts from previous
collaborative projects and advertising on the social media.
Any centre which regularly treated patients with acute thumb
trauma was eligible to participate. The survey for all par-
ticipants identified whether they were a surgeon or hand
therapist (both physiotherapists and occupational therapists);
this included surgical grade. The surgeon survey included
sections on UCL injury assessment, imaging, surgery, and
future research. Both surveys included a section on immobili-
zation.

Outcomes
The survey included sections on respondent role, clinical
examination, factors influencing surgery, the nature of surgery
and non-surgical treatment, as well as the potential for a
clinical trial in this area.

Statistical analysis
The study was done according to a previous template for
survey-based studies. Statistical analysis was carried out using
R v. 4.3.1 (R Foundation for Statistical Computing, Austria).
Unless otherwise stated in the characteristics description,
numbers and percentages are used for categorical variables
and median (IQR) for continuous variables. The analysis plan
was pre-determined and the analysis was purely descriptive
in nature, meaning any form of power calculation would be
inappropriate.

Results
Centres
A total of 37 centres participated, of which nine were
tertiary referral hand centres and 28 were district general
hospitals.

Respondents
There was a total of 112 respondents, 69 of whom were
surgeons and 43 were hand therapists. A majority of the
surgeons were consultants (n = 57, 83%), while the remainder
were either fellows or ST3 to ST8 training grade registrars.

Patient factors influencing upon surgery to offer surgery
Figure 1 shows the way in which surgeons perceived various
patient factors influenced their decision to offer surgery. The
two factors which most strongly influenced this decision were
“employment/hobbies” and being a “sportsperson”, making
surgeons “much more likely” to offer surgery (10% (n = 7) and
14% (n = 10), respectively), and “more likely” to offer surgery
(39% (n = 27) and 46% (n = 32), respectively).

Clinical examination and influence upon decision to offer
surgery
Most respondents used local anaesthetic to aid clinical
examination either rarely (n = 26, 38%) or never (n = 21,
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30%). Local anaesthetic was used sometimes by 20% (n = 14),
regularly by 7% (n = 5), and always by 4% (n = 3).

Table I shows the influence of clinical examination
upon the decision to offer surgery. The strongest influence
upon the decision to offer surgery was the lack of firm
‘endpoint’ to stressing the MCPJ in full extension and stressing
the MCPJ in 30° of flexion.

The role of imaging
There was a very even split in whether additional imaging was
used in managing acute UCL injuries, with 46% routinely using
additional imaging and 54% not. Ultrasound was the most
common form of imaging used (41%, n = 28), while MRI was
used less frequently (10%, n = 7).

The respondents commonly described the use of
routine imaging to detect the presence of a Stener lesion to
inform the decision of whether to offer surgery. For example,
one respondent stated, “Evident Stener lesion will certainly

mandate surgery” and another, “If Stener always operate. If not
offer cast or surgery.”

Surgery
Figure 2 depicts the estimated proportion of UCL ruptures
operated upon. There was a wide spread of the estimated
percentage, with no obvious pattern to responses.

Transarticular Kirschner wires were used as part of
surgery variably: never (67%, n = 46), sometimes (29%, n =
20), often (1%, n = 1), and always (3%, n = 2). The use of a
bone anchor was by far the most common surgical option for
reconstructing an acute ligament avulsion (97%, n = 67) with a
transosseous suture used by 3% (n = 2).

Immobilization and rehabilitation
Table II shows the preference among hand therapists and
surgeons for different forms of postoperative immobilization.
The majority of respondents (69%, n = 77) used a cast for
postoperative immobilization, with surgeons opting for a cast

Table I. The extent that examination findings influence decisions to offer surgery, by surgeon grade.

Variable Non-Consultant (n = 12) Consultant (n = 57) Overall (n = 69)

No firm ‘endpoint’ to stressing MCPJ in full extension, n
(%)

Do not routinely check 0 (0) 3 (5.3) 3 (4.3)

No influence 2 (16.7) 0 (0) 2 (2.9)

Some influence 9 (75.0) 14 (24.6) 23 (33.3)

Strong influence 1 (8.3) 40 (70.2) 41 (59.4)

No firm ‘endpoint’ to stressing MCPJ in 30° flexion, n (%)

Do not routinely check 0 (0) 0 (0) 0 (0)

No influence 1 (8.3) 0 (0) 1 (1.4)

Some influence 4 (33.3) 14 (24.6) 18 (26.1)

Strong influence 7 (58.3) 43 (75.4) 50 (72.5)

> 30° laxity of MCPJ in 30° flexion, n (%)

Do not routinely check 0 (0) 6 (10.5) 6 (8.7)

No influence 3 (25.0) 12 (21.1) 15 (21.7)

Some influence 8 (66.7) 30 (52.6) 38 (55.1)

Strong influence 1 (8.3) 9 (15.8) 10 (14.5)

10° to 20° increased laxity versus non-injured thumb in
30° flexion, n (%)

Do not routinely check 0 (0) 8 (14.0) 8 (11.6)

No influence 4 (33.3) 26 (45.6) 30 (43.5)

Some influence 7 (58.3) 21 (36.8) 28 (40.6)

Strong influence 1 (8.3) 2 (3.5) 3 (4.3)

Palpable ‘Stener’ lesion, n (%)

Do not routinely check 1 (8.3) 12 (21.1) 13 (18.8)

No influence 1 (8.3) 9 (15.8) 10 (14.5)

Some influence 5 (41.7) 9 (15.8) 14 (20.3)

Strong influence 5 (41.7) 27 (47.4) 32 (46.4)

MCPJ, metacarpophalangeal joint.
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(75%, n = 52) more frequently than hand therapists (58%, n =
25).

In terms of hand therapists’ postoerative mobilization
regimes, only six respondents (14%) immobilized the thumb
interphalangeal joint (IPJ) for any period of time with 37
respondents opting for no IPJ immobilization (86%). In terms
of thumb MCPJ immobilization, one respondent (2%) opted for
no period of immobilization, 24 respondents for four weeks’
MCPJ immobilization (56%), and 13 respondents (30%) for six
weeks’ immobilization.

Table III shows the preferred period of immobiliza-
tion for complete UCL ruptures managed non-surgically. The
most common duration of immobilization for those managed
conservatively was six weeks (58%, n = 65) and four weeks
(30%, n = 34). Table IV shows the preferred mode of immobili-
zation for complete UCL ruptures managed non-surgically. The
most frequent option for surgeons was cast immobilization in
those managed conservatively (51%, n = 35); the most popular
options for hand therapists were thermoplastic splint (37%, n
= 16), and the combination of a cast followed by a thermoplas-
tic splint (30%, n = 13).

A future clinical trial
The majority of surgeons (87%, n = 60) and hand therapists
(95%, n = 41) would consider randomizing patients with
complete UCL ruptures in a future clinical trial.

Discussion
The key findings of this study included that the strongest
influence on the decision to offer surgery was the lack of firm
‘endpoint’ to either stressing the MCPJ in full extension or
stressing the MCPJ in 30° of flexion. There was clear variability
in whether additional imaging was used in managing acute
UCL injuries, with 46% routinely using additional imaging
and 54% not. The use of a bone anchor was by far the
most common surgical option for reconstructing an acute
ligament avulsion. Most respondents immobilized the thumb
MCPJ for between four and six weeks, both after surgery
and in conservatively managed cases. Most surgeons and
hand therapists would consider randomizing patients with
complete UCL ruptures in a future clinical trial.

Broadly, current practice appears very much aligned
with the recently published BEST UCL guidelines.2 The
guidelines state that “clinical examination is recommended to
assess for significant laxity of the UCL”, which is consistent with

Fig. 1
Chart detailing, by count of surgeon responses, the influence of various factors on the decision to offer surgery.

Fig. 2
Chart detailing, by count of responses, the estimated percentage of acute complete ulnar collateral ligament (UCL) ruptures operated on.
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the strong influence of examination findings on the decision
to offer surgery that we have observed. The variable use
of further diagnostic imaging observed by this study makes
sense in the context of the uncertainty of the evidence in this
area, as stated in the guidelines: “There is insufficient evidence
to mandate the routine use of USS or MRI.” The guidelines also
advise that patients without significant joint laxity should be
treated non-surgically, while they also state that it is reasona-
ble to offer early surgery or non-surgical immobilization of
the MCPJ to patients with significant joint laxity on clinical
examination.

There are two key relevant cohort studies in this
area, which both demonstrate a high success rate in treat-
ing complete UCL ruptures non-surgically.7,8 Pichora et al7

followed up 32 patients who had been investigated with
stress radiography, arthrography, and clinical examination.
All patients were treated with a removable custom splint.
Functional and subjective outcomes were good or satisfac-
tory in more than 90% of patients; pinch strength recovered
to 89% of the contralateral thumb at approximately one
year following injury. The three treatment failures involved
persistent symptoms, which did not respond favourably to
subsequent surgery, and which were not related to joint

instability. Meanwhile, Landsman et al8 assessed the outcomes
in 39 patients with 40 UCL ruptures. All patients were assessed
clinically and deemed to have significant laxity of the UCL.
All patients were treated with splint immobilization for a
minimum of eight weeks, and six patients (15%) were treated
with delayed surgery as a result of no firm endpoint on
stressing the UCL. In the 34 patients who did not require
delayed surgery, there was a recovery of pinch strength to
92% of the contralateral thumb at beyond one year. Addition-
ally, 28 patients of 34 had no pain on daily activities, while
the remaining six patients reported an occasional ache on
strenuous activities.

The apparent willingness of both surgeons and hand
therapists to consider randomizing patients in a future
randomized controlled trial (RCT) is also unsurprising, given
the lack of high-quality evidence in this area to guide practice.
The guidelines also concluded that there was a need for better
evidence, specifically high-quality RCTs to investigate the
clinical and cost effectiveness of surgery versus non-surgical
joint immobilization. Certainly, the observed variability in the
estimated proportion of UCL ruptures operated upon opens
up whether a trial could potentially randomize patients to
surgery versus non-surgical treatment. This is consistent with
the BEST guideline’s recommendation of “High quality RCTs
to investigate the clinical and cost effectiveness of surgery
versus non-surgical joint immobilization.”2 Further work would
certainly be needed to better define where surgical equipoise
lies in this regard.

The strength of our study is that we have inclu-
ded responses from both surgeons and hand therapists. A
limitation to our study is the sample size of 37 centres,
which represents around 25% of acute NHS Trusts in the UK.
There is a decent geographical spread as the participating
centres include England, Scotland, and Wales, while there is
also a reasonable spread in terms of the different regions in
England. Undoubtedly, responder bias will have influenced
the results, meaning that the results cannot be claimed to be
fully representative of the entirety of the UK. However, it is
reasonable to suppose that it is highly likely that responses

Table II. Most frequently used postoperative method of
immobilization.

Method, n (%) Surgeon (n = 69)
Therapist (n =
43)

Overall (n =
112)

Cast 52 (75.4) 25 (58.1) 77 (68.8)

Thermoplastic
splint 17 (24.6) 15 (34.9) 32 (28.6)

Off the shelf
splint 0 (0) 0 (0) 0 (0)

Other* 0 (0) 3 (7.0) 3 (2.7)

*Other included “4 weeks cast and 4 weeks thermoplastic splint”, “cast
or thermoplastic splint”, and “mixed depending on surgeon/case -
either cast or thermoplastic splint”.

Table III. For patients managed conservatively, total number of
weeks immobilized. All values are presented as numbers (%).

Number of
weeks
immobi‐
lized Surgeon (n = 69) Therapist (n = 43)

Overall (n =
112)

1 0 (0) 0 (0) 0 (0)

2 0 (0) 0 (0) 0 (0)

3 1 (1.4) 0 (0) 1 (0.9)

4 21 (30.4) 13 (30.2) 34 (30.4)

5 1 (1.4) 0 (0) 1 (0.9)

6 41 (59.4) 24 (55.8) 65 (58.0)

7 0 (0) 0 (0) 0 (0)

8 4 (5.8) 4 (9.3) 8 (7.1)

> 8 1 (1.4) 2 (4.7) 3 (2.7)Table IV. For patients managed conservatively, the most frequently
used method of immobilization. All values are presented as numbers
(%).

Method Surgeon (n = 69) Therapist (n = 43)
Overall (n
= 112)

Cast 35 (50.7) 7 (16.3) 42 (37.5)

TP splint 13 (18.8) 16 (37.2) 29 (25.9)

Off-the-shelf
splint 3 (4.3) 6 (14.0) 9 (8.0)

Cast then TP
splint 15 (21.7) 13 (30.2) 28 (25.0)

Other* 2 (2.9) 1 (2.3) 3 (2.7)

Missing 1 (1.4) 0 (0) 1 (0.9)

*Other: “cast, cast then TP splint or TP - method varies significantly”
TP, thermoplastic.
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showing a significant degree of variability (for example, the
proportion of UCL ruptures being operated on) are consistent
with a degree of variability across the UK. A further limitation
is that our study relies on the assumption that the results of
surveys accurately represent true care, which may not always
be the case. Certainly, more preparatory work is essential
before designing a definitive clinical trial in this area. This
survey does suggest that there are some areas of relative
uniformity in practice, such as certain aspects of the decision-
making, and the type of surgery undertaken. However, it does
appear that there are areas of significant variability, such as the
role of imaging and, crucially, whether or not surgery should
be undertaken.

In conclusion, the management of complete UCL
ruptures in the UK appears highly variable in certain areas and
there is a willingness for clinical trials on this subject.
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