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Injuries to the collateral ligaments of the metacarpophalangeal (MCP) and interpha-
langeal (IP) joints are commonly encountered in both athletes and nonathletes.
They require prompt evaluation to ensure proper management and prevent loss of
joint motion and permanent disability. Imaging is often required to confirm the
diagnosis and assess injury severity. This review article aims to provide physicians
with guidelines for sonographic assessment of the collateral ligaments of the MCP
and IP and related injuries. Sonographic features of ligament injuries ranging from
sprains and partial-thickness tears to full-thickness tears are described. Specific
lesions of the ulnar collateral ligament of the thumb MCP joint, such as gamekeep-
er’s thumb, skier’s thumb, and Stener lesions, are also included. In conclusion,
sonography is effective in evaluating the collateral ligaments of the MCP and IP
joints and related injuries and represents a valuable tool for diagnosis.
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H and injuries are commonly encountered in both athletes,
accounting for up to 15% of all sports injuries, and non-
athletes.1,2 Ball handling and contact sports (eg, football,

rugby, and basketball) as well as activities with a high risk of falling
(eg, skiing, skating, biking, and gymnastics) represent risk factors
for injury.3,4 The collateral ligaments of the metacarpophalangeal
(MCP) and interphalangeal (IP) joints are frequently involved,
and the number of chronic lesions reported in the literature high-
lights the large number of cases overlooked at the first visit.5–7

The diagnosis of collateral ligament injuries of the MCP and IP
joints often relies on a physical examination. Imaging is of great help
in challenging cases and in the assessment of injury severity, thus
ensuring the appropriate management.8 The value of imaging is par-
ticularly important if joint stability is compromised, particularly in
athletes, to prevent loss of joint motion and residual deformities.9 As
a time-saving and cost-effective imaging modality that allows for a
comparative, dynamic, and focused examination of small superficial
structures with high resolution, sonography is valuable for assessing
the collateral ligaments in the thumb and fingers.10–12 This review
article aims to provide physicians with simple and systematic guide-
lines for sonographic evaluations of the collateral ligaments of the
MCP and IP joints and related injuries. These guidelines were
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generated from our centers’ experience in combination,
as indicated by the references in the text, with a thor-
ough analysis of the literature since 2000 to the present.
A systematic search of the literature was conducted in
PubMed using the key words “collateral ligament” com-
bined with “hand”, “thumb,” and “finger” and with
“ultrasound,” “imaging,” and “sonography.” The referen-
ces of the identified publications were also checked.
Original studies and review articles in English dealing
with the sonographic description of the collateral liga-
ments of the MCP and IP joints and related injuries
were selected. Case reports and case series were included
according to clinical relevance.

Normal Anatomy and Biomechanics

The MCP joints are synovial condyloid joints that allow
movements in the sagittal and coronal planes: ie, flex-
ion/extension and adduction/abduction, respectively,
and circumduction.13–15 The range of motion at the
MCP joint of the thumb is the most variable in the
human body, and higher stability is required to resist lat-
eral stress during grasping and pinching.16,17 The IP
joints of the thumb and fingers are synovial, uniaxial
hinge joints that allow motion only in the sagittal plane:
ie, flexion and extension.14 Both static and dynamic
structures stabilize the joints of the thumb and fingers.
Static stabilizers include the collateral ligament–volar
plate complex and the pulley system; the deep transverse
metacarpal ligament and the extensor hoods also rein-
force the MCP joint capsule. Intrinsic and extrinsic
muscles and tendons act as dynamic stabilizers.14

The radial collateral ligament (RCL) and the ulnar
collateral ligament (UCL) are the main stabilizers of the
MCP and IP joints (Figure 1). They reinforce and
thicken the fibrous capsule on both sides of each joint.18

Each collateral ligament consists of a proper and an
accessory bundle. The proper collateral ligaments of the
MCP joints insert proximally into the posterior tubercle
and adjacent pit on the side of the metacarpal heads.
Similarly, the proper collateral ligaments of the proximal
interphalangeal (PIP) and distal interphalangeal (DIP)
joints insert proximally into the lateral aspect of the
heads of the proximal and middle phalanges, respec-
tively. The proper collateral ligaments of the MCP, PIP,
and DIP joints extend anterodistally in a slightly oblique
course and insert into the volar aspect of the bases of the
proximal, middle, and distal phalanges, respectively. The

distal insertion is slightly broader than the proximal one.
The accessory collateral ligaments of the MCP, PIP. and
DIP joints are close but more volarly located than the
adjacent proper bundles. They run in a similar fashion as
the proper collateral ligaments and attach distally to the
volar plate.14,19,20 In the thumb, the UCL of the MCP
joint (Figure 1B) is peculiar, as it is covered and
strengthened by the adductor pollicis aponeurosis, which
lies palmar on the ulnar side of the joint and inserts into
the extensor hood.21 The proper and accessory collateral
ligaments function antagonistically. Specifically, the
proper bundles are taut in flexion and limit translational
movements in the coronal plane. The accessory bundles
are taut in extension and prevent frontal deviation.22

General Features of Collateral
Ligament Injuries

Injuries to the collateral ligaments of the MCP and IP
joints range from sprains and partial-thickness tears to
complete or full-thickness tears. These lesions are com-
plex and may be associated with joint effusion, avulsion
fractures, bone dislocations, and various degrees of
involvement of the volar plate and extensor tendons.23

Metacarpophalangeal Joint of the Thumb
Among the collateral ligaments of the MCP joints in the
hand, the UCL of the thumb is the most common site

Figure 1. Schemes of the thumb MCP joint. A, On a dorsal view, the
RCL and UCL are depicted on the radial and ulnar joint sides,
respectively, and consist of proper (shown in yellow and indicated by
the white arrow) and accessory (shown in peach and indicated by the
black arrow) bundles. Note their relationship with the adductor pollicis
aponeurosis (Ap, shown as a semitransparent yellow layer) and the
extensor pollicis brevis (EPB) and extensor pollicis longus (EPL)
tendons. Articular cartilage is shown in light blue. B, On a sagittal view
of the ulnar joint side, the volar plate (PP, shown in red) is also shown.
M1 indicates metacarpal; and P1, proximal phalanx.
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of lesions.24 Injuries to the UCL occur when a forced
abduction accompanied by varying degrees of hyperex-
tension is applied to the thumb MCP joint.25 They may
be either acute or chronic. Chronic injuries result from
repeated microtrauma with radial stress, which renders
the UCL lax and nonfunctional. This condition is known
as “gamekeeper’s thumb,” as it was originally described
in Scottish gamekeepers who strangled rabbits by stret-
ching their necks between the thumb and the index fin-
ger.26 More frequently nowadays, UCL injuries present
in the acute setting and result from a sudden hyperab-
duction of the thumb MCP joint. This condition is
termed “skier’s thumb,” as it is typically encountered in
skiers, and it is related to the grip and restraint strap
position while holding the ski poles during a fall.27 Con-
tact sports such as football and rugby can also be impli-
cated.28 Distal injuries account for 90% of cases.29 Three
types of lesions are recognized (Figure 2): (1) an avul-
sion injury at the distal ligament attachment, which may
result in a displaced or nondisplaced fracture of the prox-
imal phalanx base; (2) a midsubstance partial- or full-
thickness tear, in which the ligament stumps remain in
their anatomic position, deep to the adductor pollicis
aponeurosis; and (3) Stener lesions.29 In a Stener lesion,
the UCL ruptures, and its proximal stump is trapped
superficial or proximal to the proximal edge of the intact
adductor pollicis aponeurosis. The interposition of this
aponeurosis between the ligament stumps prevents pri-
mary healing and thus represents an indication for surgi-
cal repair.30 Stener lesions are found in 64% to 87% of
full-thickness tears.27

Radial collateral ligament injuries represent 10% to
40% of collateral ligament injuries of the thumb MCP
joint.31 Simultaneous tears of the RCL and UCL have
also been described.32 Radial collateral ligament injuries
typically result from a forced and sudden adduction of
the thumb MCP joint due to a sports-related trauma,
mostly in ball-handling sports, or falls.33,34 Based on
their location, they are proximal in 55% of cases, mid-
substance in 16% of cases, and distal in 29% of cases.31

Unlike on the ulnar side, the aponeurosis of the abduc-
tor pollicis brevis covers the RCL entirely, thus preclud-
ing any proximal and superficial displacement in the case
of rupture.29

In the acute setting, traumatic injuries of the collat-
eral ligaments present with pain and swelling over the
affected side of the thumb MCP joint. Chronically,
patients have weakness while grasping an object, writing,
or turning a key. The physical examination may reveal a
radiovolar or ulnovolar dislocation of the proximal pha-
lanx in the case of disruption of the UCL and RCL,
respectively. Such joint incongruity is a risk factor for
degenerative arthritis.33,35 Treatment is usually conserva-
tive in the case of nondisplaced injuries and surgical in
displaced ones.25

Metacarpophalangeal Joints of the Fingers
Injuries to the collateral ligaments of the MCP joints
are less common in the fingers than in the thumb. Spe-
cifically, these injuries account for 39% of cases, consid-
ering the fingers as a whole.36 A radially or ulnarly
directed palmar-to-dorsal force typically represents the

Figure 2. Schemes of the types of UCL injuries in the thumb MCP joint. A, Avulsion injury at the distal ligament attachment resulting in a fracture
(arrowhead) of the proximal phalanx base. B, Midsubstance partial-thickness tear (arrowhead). C, Midsubstance full-thickness tear (arrowhead).
In these 3 cases, the ulnar collateral ligament remains in its anatomic position, deep to the adductor pollicis aponeurosis. D, Stener lesion: ie, UCL
rupture in which the proximal ligament stump (arrowhead) is displaced proximal to and superficial to the proximal edge of the adductor pollicis
aponeurosis.
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mechanism of trauma.37 The UCL is most frequently
affected in the index finger, reflecting the protective
role against ulnar stress that the middle finger exerts.
Conversely, RCL injuries occur most commonly in the
ring and little fingers. No side predominance exists in
the middle finger.36,37 Incidentally, a Stener-like lesion
may occur in the finger MCP joints. In these cases, the
collateral ligament ruptures, and its stump is trapped
superficially by an open window of the injured sagittal
band.38,39

Clinical findings include swelling and local pain in
the acute setting and instability while grasping objects.
Misalignment in the coronal plane during finger exten-
sion is usually suggestive of a full-thickness tear.40 Even
though conservative treatment is successful in most
cases, severe joint instability or displacement of the torn
ligament may require surgical repair.38,41

Interphalangeal Joints
The PIP joints represent the most common sites of
ligament injuries in the fingers.19,42 Conversely, DIP
joint dislocations and ligament injuries are relatively

uncommon because of the great anatomic stability of
these joints.43 The collateral ligaments of the thumb
IP joint are also injured infrequently.44,45

Proximal IP joint injuries can be classified in
terms of instability in the coronal plane and instability
in the sagittal plane.46 Instability in the coronal plane
is related to a forced adduction or abduction while the
finger is extended. In this case, collateral ligament
injuries range from sprains and partial-thickness tears
with no or minimal loss of articular stability to com-
plete tears with major joint instability.47,48 Instability
in the sagittal plane is caused by a hyperextension or
compression trauma. A forced hyperextension of the
PIP joint results in a dorsal dislocation of the middle
phalanx and occurs most commonly in ball-handling
sports.48–50 There is no side predominance in terms
of collateral ligament involvement.29 Based on the
Eaton classification, 3 types of lesion are recognized:
(1) hyperextension injury to the volar plate–collateral
ligament complex with no dislocation or fracture; (2)
dorsal subluxation or luxation that is associated with
major trauma to the volar plate–collateral ligament

Figure 3. Collateral ligaments of the PIP of the fingers. A, A longitudinal sonogram over the ulnar joint side depicts the healthy UCL appearing as
an echoic structure. B, The healthy RCL shows similar features on the radial joint side. M Ph indicates middle phalanx; and P Ph, proximal
phalanx.
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complex; and (3) fracture-dislocation of the base of
the middle phalanx. The latter is stable if it involves
less than 40% of the articular surface and leaves the
collateral ligaments attached to the middle phalanx or
unstable if it involves more than 40% of the articular
surface while leaving the collateral ligaments and the
volar plate attached to the fractured fragment.23 Less
frequently, PIP joint instability is due to the longitudi-
nal compression of a semiflexed joint and results in

volar dislocation of the middle phalanx with unilateral
injury to the collateral ligament system.48

Many injuries result in partial disruption of the col-
lateral ligaments and present with local pain, swelling,
and a limited range of motion. Joint stability is main-
tained in these cases. In severe cases, an unstable
fracture-dislocation as well as full-thickness tears of the
ligamentous structures may result in joint instability and
deformities, thus requiring surgical treatment.51,52

Figure 4. Collateral ligaments of the thumb metacarpophalangeal joint. A, On the ulnar joint side, the healthy UCL appears as an echoic structure
that lies underneath the adductor pollicis aponeurosis (arrows). B, The healthy RCL shows a similar echo structure on the radial joint side. C and
D, Dynamic maneuvers and transducer orientation for evaluating the UCL are shown during joint flexion (C) and extension (D). A gel tube is
placed under the wrist to allow free motion of the thumb MCP joint. Asterisk indicates metacarpal lateral tubercle; M, metacarpal; and P Ph,
proximal phalanx.
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Sonographic Examination

Sonographic Technique and Normal Findings
The collateral ligaments of the MCP and IP joints can
be assessed with high-frequency linear array transducers,
typically 12 to 24 MHz. The use of a small transducer,
such as a “hockey stick” type, can solve problems over
access for the ultrasonic beam and improve visualization
of the collateral ligaments of the MCP joints in the fin-
gers. The patient sits opposite the operator with the
hand lying on the examination table. Large amounts of
gel or a water bath can be useful for evaluating the collat-
eral ligaments. Bone landmarks are crucial for correct
positioning of the transducer and include the proximal
and distal ligament insertion sites. A comparative exami-
nation of the unaffected contralateral side can serve as a
control.53,54

Collateral ligaments appear as thick fibrillar or
echoic bands (Figures 3 and 4). They are primarily
visualized along their longitudinal axis, in the coronal
plane, whereas a short-axis examination is helpful to con-
firm imaging findings.55 The ultrasonic beam should be
directed as perpendicular as possible to the examined
structure to minimize anisotropy, an artifactual decrease
in echogenicity that may mimic a pathologic change.56

The slightly hypoechoic appearance of the normal collat-
eral ligaments may be due to this artifact and may be
related to the oblique course of their fibers.57 Differentia-
tion between the proper and accessory collateral liga-
ments is not feasible with sonography, as they merge
with each other.29

Dynamic maneuvers can be applied to stress the
MCP and IP joints (Figure 4). This action enables the
collateral ligaments to be straightened, and it is helpful
for distinguishing between partial-thickness and com-
plete tears in doubtful cases. At the level of the MCP
joints, the collateral ligaments can be depicted under dif-
ferent degrees of tensioning during flexion and extension
movements. Radial (ie, valgus) and ulnar (ie, varus)
stresses allow for the best depiction of UCL and RCL
injuries, respectively, by causing joint space widening
and increasing the gap between the ligament stumps.29

These maneuvers should, however, be performed gently
and under sonographic control, thus exerting minimal
stress on the joint and avoiding conversion of a nondis-
placed injury into a displaced one.45 The dynamic assess-
ment of displaced ruptures of the UCL of the thumb
MCP joint is described later in the text. The collateral

ligaments of the IP joints are examined by asking the
patient to keep the involved digit in extension while flex-
ing the other digits.53,58

Sonographic Features of Collateral Ligament Injuries
Sonography is valuable for detecting the injured collat-
eral ligament as well as associated findings, such as joint
effusion, bone misalignment, and any avulsion fracture
at the insertion sites.59 Table 1 summarizes the main
sonographic features of collateral ligament injuries of the
MCP and IP joints. Specific lesions of the UCL of the
thumb MCP joint are described in Table 2.

In the acute setting, sonographic features of collat-
eral ligament injuries of the MCP and IP joints may vary
according to severity. In the case of a sprain (Figures 5
and 6), the involved ligament is focally enlarged and
hypoechoic because of hemorrhage and edema, with

Table 1. Sonographic Features of Injuries to the Collateral
Ligaments of the MCP and Interphalangeal Joints

Injury Sonographic Features

Acute sprain Focal hypoechoic thickening
No loss of ligament continuity

Acute partial-
thickness
tear

Focal hypoechoic thickening
Partial disruption of ligament continuity
Hematoma between the torn fibers
Surrounding soft tissue hyperemia

on Doppler imaging
Acute full-

thickness
tear

Complete disruption of ligament continuity
Retraction of the ligament stumps
Hematoma between the torn fibers
Joint space widening under dynamic stress
Surrounding soft tissue hyperemia

on Doppler imaging
Chronic sprain Thickening

Elongation
Calcifications
Absence of hyperemia on Doppler imaging

Table 2. Sonographic Features of Specific Lesions of the UCL of
the Thumb MCP Joint

Lesion Sonographic Features

Skier’s thumb Full-thickness tear
Stener lesion Full-thickness tear

Proximal or superficial displacement in
relation to the adductor pollicis aponeurosis

Gamekeeper’s
thumb

Thickening and elongation due
to chronic overuse

No loss of ligament continuity
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loss of the fibrillar echo texture. Ligament continuity is
maintained in the presence of a sprain.60,61 In the case of
a partial-thickness tear (Figures 7–9), there is a focal
hypoechoic thickening of the involved ligament with
partial disruption of ligament continuity. Sonographic
features of full-thickness tears (Figures 10–18) include
complete disruption of ligament continuity and various
degrees of retraction of the ligament stumps. In both
partial-thickness and complete tears, additional findings
include a hematoma between the torn fibers and sur-
rounding soft tissue hyperemia reflecting local inflam-
mation on Doppler imaging.53 An avulsion fracture
(Figures 6, 17, 19, and 20) may coexist with a ligament
injury and appears as a hyperechoic fragment detached

from the cortical bone.62 Fractures may also involve the
sesamoid bones (Figure 21).63

In chronic lesions (Figure 22), the ligament appears
thickened because of fibrosis.64 This appearance consti-
tutes a gamekeeper’s thumb (Figure 23), in which the
UCL is enlarged and elongated with no discontinuity of
its fibers.60 Ligament calcifications may occur as a result
of previous trauma and appear hyperechoic with poste-
rior acoustic shadowing over the joint line.53

Nondisplaced Versus Displaced Injury of the Ulnar
Collateral Ligament of the Thumb MCP Joint
In the case of a complete nondisplaced tear (Figures
12–14), the UCL may be retracted, but it remains
underneath the adductor pollicis aponeurosis, which
appears as a very thin echoic band (Figure 4A).61 In a
Stener lesion (Figures 15–18), the UCL of the thumb
MCP joint is completely torn and displaced. Specifically,
the proximal ligament stump is dislocated proximal to or
superficial to the adductor pollicis aponeurosis and
appears as a round-to-oval heterogeneously hypoechoic
mass proximal to the MCP joint.57,65 The adductor
pollicis aponeurosis points directly to the bulk of the
retracted stump. This appearance is defined as the
“yo-yo on a string” sign. The distal ligament stump is
smaller than the proximal one and usually negligi-
ble.66–71 The normal adductor pollicis aponeurosis can
be best appreciated under dynamic examination. Specifi-
cally, flexion and extension movements of the IP joint of
the thumb induce passive gliding of the extensor pollicis
longus tendon and, as a consequence, proximal or distal
gliding of the aponeurosis that inserts into the extensor

Figure 5. Acute sprain of the RCL of the proximal IP joint of the ring
finger. On a longitudinal sonogram, the RCL is characterized by
interstitial hypoechoic defects with no fiber disruption, suggestive of a
sprain. M Ph indicates middle phalanx; and P Ph, proximal phalanx.

Figure 6. Acute sprain of the RCL of the proximal IP joint of the ring finger. A longitudinal sonogram shows a sprain of the RCL, which appears
thickened and hypoechoic. An avulsion fracture (arrow) is shown at the distal ligament attachment. M Ph indicates middle phalanx; and P Ph,
proximal phalanx.

F10-F18
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hood. If a Stener lesion occurs, the adductor pollicis
aponeurosis clashes with the proximal ligament stump
or folds within its fibers under dynamic evaluation
(Figure 18).29,72

Discussion

Based on a systematic review of the literature from 2000
to the present and taking advantage of our centers’

experience, this study sheds light on key sonographic
features of injuries to the collateral ligaments of the
MCP and IP joints, thus representing a valuable guide
for diagnosis and treatment planning. Table 1 summa-
rizes the main findings suggestive of collateral ligament
injuries that can be identified on sonography. Table 2
specifies some specific lesions of the UCL of the thumb
MCP joint. Clarification is needed regarding the latter
lesions. Although some authors currently use the term

Figure 7. Partial-thickness tear of the RCL of the proximal IP joint of the index finger. A longitudinal sonogram shows the focally hypoechoic
appearance of the RCL with partial disruption of ligament continuity (arrow). The superficial fibers of the ligament are swollen but intact, indicating
a partial-thickness tear. M Ph indicates middle phalanx; and P Ph, proximal phalanx.

Figure 8. Partial-thickness tear of the UCL of the thumb MCP joint.
A, On a longitudinal sonogram, the UCL is focally hypoechoic with
partial fiber disruption close to its distal insertion, indicating a partial-
thickness tear (arrowhead). B, On Doppler imaging, hyperemia is
shown close to the site of tearing. M indicates metacarpal; and P Ph,
proximal phalanx.

Figure 9. Partial-thickness tear of the UCL of the thumb MCP joint.
A, A longitudinal sonogram depicts a focal hypoechoic defect
(asterisk) of the UCL with partial disruption of its fibers, indicating a
partial-thickness tear. B, On Doppler imaging, hyperemia is shown
close to the site of tearing. M indicates metacarpal; and P Ph, proxi-
mal phalanx.

Draghi et al—Sonography of Collateral Ligament Injuries in the Hand

8 J Ultrasound Med 2018; 00:00–00

Draghi et al—Sonography of Collateral Ligament Injuries in the Hand

2124 J Ultrasound Med 2018; 37:2117–2133



“gamekeeper’s thumb” to describe both acute and
chronic injuries to the UCL,64 throughout this article,
we have advocated the original description provided by
Campbell26 and reserved this term for chronic lesions
while referring to acute injuries as “skier’s thumb”.

Treatment of collateral ligament injuries of the
MCP and IP joints can be either conservative or surgi-
cal depending on a series of factors. These include
patient-related factors, eg, occupational demands, as
well as injury-related factors such as the location,
grade, concomitant bone or soft tissue abnormalities,
and timing of presentation.25 The key information for
establishing injury severity is the degree of displace-
ment. Since the collateral ligaments are capsular liga-
ments, sprains and partial-thickness tears as well as
minimally displaced full-thickness tears are often
treated conservatively with favorable results.67 Liga-
ment displacement occurs in Stener lesions and
Stener-like lesions at the level of the thumb and finger
MCP joints, respectively. It is related to soft tissue
interposition between two stumps of a ruptured liga-
ment or between an avulsed ligament and its attach-
ment site. In a Stener lesion, the UCL is dislocated
superficial or proximal to the proximal edge of the
intact adductor pollicis aponeurosis.30 In Stener-like
lesions, a torn sagittal band creates a window for the
injured collateral ligament to herniate and become
trapped superficially.38 These complications prevent
primary healing and require surgical repair.30,38 Exten-
sive injuries involving not only the collateral ligament
system but also the dorsal capsule, the extensor
hood, or the volar plate may also require surgical

Figure 10. Full-thickness tear of the UCL of the proximal IP joint of
the middle finger. On a longitudinal sonogram, the UCL is swollen and
retracted and appears as a hypoechoic pseudomass, indicating a full-
thickness tear. M Ph indicates middle phalanx; and P Ph, proximal
phalanx.

Figure 11. Full-thickness tear of the RCL of the thumb MCP joint. On
a longitudinal sonogram, the RCL is swollen and retracted and
appears as a hypoechoic pseudomass, indicating a full-thickness
tear. M indicates metacarpal; and P Ph, proximal phalanx.

Figure 12. Full-thickness tear of the UCL of the thumb MCP joint. On a longitudinal sonogram, the UCL is swollen and retracted and appears as a
hypoechoic pseudomass, indicating a full-thickness tear. This tear is a nondisplaced rupture, as the ligament remains underneath the adductor
pollicis aponeurosis (arrows). M indicates metacarpal; and P Ph, proximal phalanx.
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Figure 13. Full-thickness tear of the UCL of the thumb MCP joint
(long-standing). A, At rest, a longitudinal sonogram shows complete
fiber interruption of the UCL with moderate retraction of the ligament
stumps, indicating a full-thickness tear. B, During valgus stress, sub-
stantial joint space widening (dashed double-headed arrow) and
radial subluxation (curved arrow) of the proximal phalanx are shown.
M indicates metacarpal; and P Ph, proximal phalanx.

Figure 14. Rerupture of the UCL of the thumb MCP joint. A, At rest, a
longitudinal sonogram shows a midsubstance full-thickness tear of
the UCL with moderate retraction (dashed double-headed arrow) of
the ligament stumps. Suture threads (arrowheads) at the distal liga-
ment insertion indicate previous surgery. B, During valgus stress, an
increase in the distance between the ligament stumps and radial sub-
luxation (curved arrow) of the proximal phalanx is shown. M indicates
metacarpal; and P Ph, proximal phalanx.

Figure 15. Stener lesion. On a longitudinal sonogram over the ulnar
aspect of the thumb MCP joint, the UCL appears ruptured and
retracted, and its proximal stump is displaced proximal to and
superficial to the adductor pollicis aponeurosis (arrowheads). M
indicates metacarpal; and P Ph, proximal phalanx.

Figure 16. Stener lesion. On a longitudinal sonogram over the ulnar
aspect of the thumb MCP joint, the UCL appears ruptured and
retracted, and its proximal stump is displaced proximal to and
superficial to the adductor pollicis aponeurosis (arrowheads). M
indicates metacarpal; and P Ph, proximal phalanx.

Figure 17. Stener lesion concomitant with an avulsion fracture of the
thumb proximal phalanx. A longitudinal sonogram over the ulnar
aspect of the thumb MCP joint shows two bone fragments (asterisks)
avulsed from the proximal phalanx base with interposition of the
adductor pollicis aponeurosis (arrowheads). This case was surgically
confirmed. M indicates metacarpal; and P Ph, proximal phalanx.
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management.73 In chronic lesions, surgical treatment
may be considered in symptomatic patients in the ab-
sence of joint arthritis.16

Most collateral ligament injuries after trauma can be
correctly diagnosed on the basis of anamnesis and a
physical examination.74 The clinical examination, how-
ever, may be inaccurate in the assessment of injury sever-
ity, specifically in the identification of displaced tears and
concomitant abnormalities.29 Thus, imaging serves as a
valuable adjunct for appropriate diagnosis and treatment
planning. In clinical practice, plain radiography is rou-
tinely used in the evaluation of hand injuries to rule out
bone abnormalities, such as fractures and joint misalign-
ment. Stress radiographs may reveal joint instability,
even though some controversy exists regarding the risk
of converting a nonsurgical injury into a surgical one.75

Sonography and magnetic resonance imaging are much
better suited than radiography to assessing soft tissue
lesions. Several studies evaluating the use of sonography
and magnetic resonance imaging have supported an
improvement in the diagnosis of displaced ruptures of
the collateral ligaments, but a consensus for one superior

Figure 18. Dynamic sonographic assessment of a Stener lesion.
A, At rest, on a longitudinal sonogram over the ulnar aspect of the
thumb MCP joint, the UCL appears retracted and hypoechoic, and its
proximal stump is displaced superficial to the adductor pollicis
aponeurosis (arrows). B, During thumb flexion, the adductor pollicis
aponeurosis glides and impacts with the proximal stump of the ulnar
collateral ligament, indicating a Stener lesion. M indicates metacarpal;
and P Ph, proximal phalanx.

Figure 19. Avulsion fracture of the thumb metacarpal head. A
longitudinal sonogram over the radial aspect of the thumb MCP joint
depicts an avulsion fracture (arrowheads) of the metacarpal head at
the proximal insertion of the RCL. M indicates metacarpal; and P Ph,
proximal phalanx.

Figure 20. Avulsion fracture of the thumb proximal phalanx. A, At
rest, a longitudinal sonogram over the ulnar aspect of the thumb MCP
joint depicts an avulsion fracture (asterisk) of the proximal phalanx
base at the distal attachment of the UCL. B, During valgus stress, the
distance (dashed double-headed arrow) between the proximal pha-
lanx and the avulsed bone fragment increases as this fragment is
attached to the UCL. Radial subluxation (curved arrow) of the proxi-
mal phalanx is also shown. M indicates metacarpal; and P Ph, proxi-
mal phalanx.
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Figure 21. Fracture of the thumb radial sesamoid with a concomitant UCL tear of the MCP joint (not shown). A, A longitudinal sonogram over the
palmar aspect of the metacarpal head (M) depicts a cortical avulsion from the sesamoid bones (asterisks). B, On Doppler imaging, surrounding
soft tissue hyperemia is shown. C, Axial CT confirms the fracture of the radial sesamoid (asterisks). A normal ulnar sesamoid (USes) is also shown.

Figure 22. Chronic sprain of the UCL of the proximal IP joint of the index finger. A longitudinal sonogram shows the UCL, which is thickened and
elongated with microcalcifications, indicating a chronic lesion. A nondisplaced fracture (arrows) of the proximal phalanx (P Ph) head is also shown.

Figure 23. Gamekeeper’s thumb. A longitudinal sonogram over the ulnar aspect of the thumb MCP joint shows diffuse thickening of the UCL
with no tear. M indicates metacarpal; and P Ph, proximal phalanx.
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diagnostic tool does not currently exist.76 Several authors
have focused their attention on sonographic evaluation
of UCL injuries of the thumb MCP joint.66–70 High
accuracy values have been reported in the differentiation
of displaced and nondisplaced tears, with some variabil-
ity that at least partially reflects the different equipment

technologies available over the years. This factor finds
support in a recent retrospective assessment of cases
confirmed at surgery, which demonstrated excellent
diagnostic performance of sonography in the differentia-
tion of displaced and nondisplaced ruptures with 100%
sensitivity, specificity, positive predictive value, negative
predictive value, and accuracy.57 In this respect, some
pitfalls need to be addressed. First, the transducer posi-
tion and anatomic plane must be properly identified to
image the collateral ligaments correctly. Specifically, the
smooth concavities at the proximal and distal ligament
insertion sites can be used as anatomic landmarks. The
second pitfall relates to the site of displacement of the
UCL. Specifically, its proximal stump may be located
either proximal to or superficial to the proximal edge of
the adductor pollicis aponeurosis.57 The third pitfall con-
cerns a concomitant injury of the adductor pollicis apo-
neurosis (Figure 24), which appears thickened and
hypoechoic on sonography and can be mistaken as
some intact fibers of the UCL.77 Dynamic assessment of

Figure 24. Operated adductor pollicis aponeurosis with normal
collateral ligaments. On a longitudinal sonogram obtained over the
ulnar aspect of the thumb MCP joint, the adductor pollicis
aponeurosis (arrows) appears thickened and inhomogeneously
hypoechoic because of previous surgery. Some suture threads
(arrowheads) are shown in the context of the aponeurosis. The
underlying UCL is healthy and shows a normal fibrillar pattern. M
indicates metacarpal; and P Ph, proximal phalanx.

Figure 25. Avulsion fracture of the middle phalanx of the middle
finger with normal collateral ligaments (not shown). A, A longitudinal
sonogram shows an avulsion fracture (arrow) of the middle phalanx
base, at the insertion site of the central terminal slip of the extensor
tendon. B, Plain radiography confirms the presence of a bone
fragment (arrow) avulsed from the middle phalanx base. M Ph
indicates middle phalanx; and P Ph, proximal phalanx.

Figure 26. Avulsion injury of the volar plate of the proximal IP joint of
the middle finger. A, A longitudinal sonogram over the palmar joint
aspect reveals an avulsion and proximal migration (dashed curved
arrow) of the volar plate (white arrow). This condition results in a
reduction in the distance between the flexor tendons (arrowheads)
and the proximal phalanx head (asterisk) and dorsal subluxation
(dashed straight arrow) of the middle phalanx. B, Normal volar plate
of the contralateral side for comparison. The normal volar plate
appears as an echoic structure lying palmar to the proximal phalanx
head, underneath the flexor tendons. M Ph indicates middle phalanx;
and P Ph, proximal phalanx.
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the adductor pollicis aponeurosis under sonographic
guidance may help clarify the situation in this case.

Sonography may reveal a series of concomitant find-
ings as well as disorders in the vicinity of the MCP and IP
joints that may clinically resemble injuries to the collateral
ligaments. Bone fractures and joint effusion may be associ-
ated with collateral ligament lesions or exist as isolated
entities (Figure 25). A bone fracture can be identified on
plain radiography, but its location does not predict joint
stability.78 Thus, stress testing is mandatory for defining
proper management, and sonography may safely guide
dynamic assessment of joint stability. Sonography may
depict a joint effusion that is not obvious on clinical
grounds. Specifically, it has been shown to be more accu-
rate than both a physical examination and radiographs in
identifying intrasynovial fluid.79,80 In complex lesions,
volar plate ruptures (Figures 26 and 27) may coexist with
collateral ligament injuries and can be detectable on
sonography.53 Finally, several pathologic conditions of the
thumb and fingers should be considered in the differential

diagnosis of collateral ligament injuries. They mainly
include tendon and muscle disorders,81,82 vascular inju-
ries,83 and arthropathies.84,85

In conclusion, injuries to the collateral ligaments of
the MCP and IP joints require prompt evaluation to
ensure proper management and prevent loss of joint
motion and permanent disability. Sonography is an effi-
cient and effective imaging modality that aids physicians
in the diagnosis and assessment of injury severity, specifi-
cally allowing for differentiation of surgical and nonsurgi-
cal lesions. A series of concomitant findings as well as
several disorders resembling a collateral ligament injury
may also be shown.
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