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ABSTRACT

Acute finger and thumb injuries of the ligament and
tendons are common. Indeed, a cross-sectional study in
2012 showed that they accounted for 38.4% of all upper
extremity injury visits to the emergency room in the USA.
Understanding the anatomy and mechanical functions

of tendons and ligaments in the digits is crucial for
recognising various types of injuries and their treatment.
Treating an athlete with such conditions comes with the
added pressure of ensuring a timely return to play. This
review will cover the anatomy, diagnoses and management
of select tendinous and ligamentous injuries of the fingers
and thumb seen in athletes.

INTRODUCTION

Acute injuries of the ligaments and tendons
in the fingers are common. Indeed, a cross-
sectional study in 2012 showed that they
accounted for 38.4% of all upper extremity
injury visits to the emergency room in the
USA." Understanding the anatomy and
mechanical functions of tendons and liga-
ments in the digits is crucial for recognising
various types of injuries and their treatment.
Treating an athlete with such conditions
comes with the added pressure of ensuring
a timely return to play. This review will cover
the anatomy, diagnoses and management of
select tendinous and ligamentous injuries of
the fingers and thumb seen in athletes.

TENDON INJURIES

Mallet finger

Mallet finger or ‘baseball finger’ occurs
when the terminal extensor tendon or it’s
attachment at the distal phalanx is injured
(figure 1).* Mallet finger has a mean incidence
of 0.58 per 1000 person-years in patients 18
years of age or older and is most commonly
seen in young men.” * The mechanism of
this injury usually involves an object (eg, a
baseball) that forces an extended distal inter-
phalangeal (DIP) joint into hyperflexion.
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Tendon and ligament injuries of the fingers and
thumb are commonly encountered in athletes; ac-
curate diagnosis begins with the development of a
strong understanding of the anatomy and function of
these tendons and ligaments.

= There is a paucity of randomised controlled trials
comparing management options in tendon and lig-
ament injuries of the finger and thumb in athletes.

WHAT THIS STUDY ADDS

= Evidence from this review indicate that most ath-
letes with acute finger and thumb injuries are able
to return to play immediately without surgical inter-
vention if they are able to tolerate immobilization
with certain exceptions such as flexor digitorum
profundus injuries, flexor pulley ruptures, irreduc-
ible dislocations, unstable joints, or large associated
fractures.

= The distal forearm squeeze test may be useful in
identifying flexor digitorum profundus injuries; we
postulate that squeezing the distal forearm in this
test primarily targets the flexors rather than the ex-
tensors due to greater space (i.e., soft tissue) be-
tween the flexors and the radius/ulna.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= Our literature review showed ongoing lack of high
level of evidence to guide management for the
finger/thumb injuries discussed in this review. For
example, to our knowledge there are no random-
ized trials comparing operative and non-operative
management for central slip injuries. Hopefully, this
review could encourage more research to address
these gaps that might potentially change standard
of care.

Fingers three through five of the dominant
hand are most frequently affected.* ® On
examination, patients typically present with
pain and swelling in the dorsal aspect of the
DIP joint with accompanying extension lag
(impaired or absent active extension of the
joint). If a mallet finger is left untreated,
future function may be impacted due to swan
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Figure 1 Anatomy and pathology of the extensors. (A) The extensor anatomy of the digits is depicted. (B) The dorsal side of
the fourth finger is magnified to show the anatomy in detail. (C) Mallet injuries occur either through the rupture of the extensor
tendon (tendinous mallet injury) or through an avulsion fracture with the tendon remaining intact (bony mallet injury). If a central
slip injury is left untreated, a boutonniere deformity might develop; this results in volar subluxation of the lateral bands leading
to flexion and extension of the PIP and DIP joints (red arrow), respectively. The Elson test may be used to assess for this injury.
To perform the Elson test, the injured digit is flexed at a 90° over the edge of a table, the patient then tries to extend the PIP
joint against resistance. The test is positive when there is an absence of extension force at the PIP joint and fixed extension at
the DIP joint (black arrow). DIP, distal interphalangeal; PIP, proximal interphalangeal.

neck deformity, chronic extensor lag and DIP joint osteo-
arthritis.®”

When a patient with a suspected mallet injury presents
to the clinic, it is essential to obtain plain X-rays (poste-
rior—anterior and lateral views) since avulsion fractures
are present in about one-third of these cases.” These avul-
sion fractures may leave the tendon intact as seen with
bony mallet injuries, which seem to have better outcomes
with splinting (improved extension lag by 5°) compared
with those tendinous mallet injuries that rupture the
extensor tendon (figure 1).” Operative repair is typically
indicated if plain films identify an avulsion fracture at
the dorsal base of the distal phalanx involving >30% of
the articular surface to prevent volar subluxation and
loss of joint congruency.” '’ In uncomplicated cases when
radiographs are negative for large avulsion fractures and
the DIP joint has full passive extension, splinting of the
DIP joint in a neutral or hyperextended position that
allows proximal interphalangeal (PIP) joint motion for
6-8 weeks is advised.'" Athletes should be warned not to
flex the DIP joint during this period to avoid redamaging
the tendon.'” Thereafter, splinting is weaned to night-
time use for 6 weeks'” and may be achieved in a variety of
ways, including using QuickCast, stack splints or custom-
fabricated thermoplastic splints. Patient compliance
with splinting is essential for a successful outcome,'* and
the type of immobilisation product or method used has

no difference on outcomes.” '® Even in patients with
chronic mallet injuries, the use of custom-made finger
orthosis (for 6 weeks followed by an additional 2 weeks
at nighttime) had comparable efficacy to patients with
acute mallet injuries treated the same way in terms of
extension lag and disability.17 These results should be
interpreted with caution, as they specifically apply to
Doyle-type 1 mallet injuries. Furthermore, the chronic
group exhibited greater baseline disability and showed
less improvement in total active motion compared with
the acute group at the 12-week mark, leaving uncertainty
to the generalisability of these results.

Central slip extensor injury

Central slip injuries involve the rupture or injury of the
central slip of the extensor tendon at the PIP joint and
may be caused by forced hyperflexion of the PIP joint
during active extension, volar dislocation of the middle
phalanx or direct lacerations (figure 1). Ball sports where
the use of the hands is essential such as basketball, base-
ball, American football or volleyball is where this injury
may be seen. Typically, force from a ball applied to the tip
of an extended figure resulting in sudden forced flexion
at the PIP joint will cause a central slip injury, such as
seen in basketball when a player jams their finger while
dribbling, or in volleyball during sets.'®
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Patients with a central slip injury will present with
tenderness in the dorsal side of the PIP joint with impair-
ment of active extension of the PIP joint. However, if the
triangular ligament remains uninjured, the extension
of the PIP joint through the lateral bands could remain
intact, which may lead the clinician astray, especially in
closed central slip injuries. The Elson test (online supple-
mental video 1) should be performed to avoid the pitfall
of missing a central slip injury (figure 1)." There is one
caveat: a fixed extension may not be present at the DIP
joint in patients with concurrent bilateral lateral band
laceration, but a lack of extension force at the PIP joint
should raise suspicion for this type of injury.*’

Early immobilisation is the primary conservative treat-
ment for central slip injuries. Splinting regimens should
involve PIP joint extension for a period of 6 weeks to allow
for healing of the central slip to the middle phalanx,
followed by another 6weeks of nighttime splinting.
Compared with operative management in a cohort of
33 adult patients treated within 6weeks of injury, this
12-week splinting regimen achieved satisfactory results
(>80% of normal flexion at PIP joint and/or ‘summated
flexion’) in 75% of patients undergoing conservative
treatment compared with 35% undergoing operative
management.”’ Operative management is required for
central slip injuries with accompanying PIP joint dorsal
lip fracture fragments with >2mm of displacement,
ventral (palmar) lip fractures involving >50% of the artic-
ular surface, associated volar dislocations with or without
fractures or open laceration of the central slip.” * If a
central slip injury is left untreated, the patient runs a
risk of developing a boutonniere deformity (figure 1).
Splinting should allow for daily DIP joint flexion exer-
cises, which may help prevent and treat boutonniére
deformities by promoting dorsal positioning of the
lateral bands.” Persistent boutonniére deformity may
necessitate repair of the central slip and/or adjusting the
positions of the lateral bands.**

Flexor digitorum profundus injury

Injury to the flexor digitorum profundus (FDP) or
‘Jersey finger’ occurs when a sudden forced extension
is applied to a flexed DIP joint (eg, finger catches an
opponent’s jersey), resulting in avulsion from its inser-
tion in the distal phalanx (figure 2). The fourth finger
is affected 62% of the time,” which may be explained by
the weaker FDP tendon insertion in the distal phalanx of
the fourth finger compared with the third finger.*® FDP
injury results in an inability to flex the DIP joint with a
tendency to be slightly extended in comparison to other
unaffected digits at a resting position. This injury may
be further assessed by performing the distal forearm
squeeze test (figure 3, online supplemental video 2).%7
Concurrent flexor digitorum superficialis tendon injury
is rare, however, if suspected, an ultrasound may be useful
to diagnose this injury, which may impact management
(eg, surgical planning).*®

Currently in athletes with suspected FDP injury, surgical
treatment is the rule, which includes tendon reinsertion
or repair. This has been challenged by a recent small
retrospective study that suggests non-operative manage-
ment has similar outcomes to surgical repair in patients
presenting with zone I FDP tendon injuries (figure 2).%
However, most of the FDP injuries included in this study
were due to direct laceration in non-athletic events,
potentially limiting its generalisability to athletes. As for
more severe, zone Il or greater, FDP rupture, the tendon
further retracts proximally, damaging the vincula and
potentially resulting in devascularisation of the FDP
tendon (figure 2). Zone II FDP injuries, also called ‘crit-
ical zone injuries’, are particularly associated with digital
artery and nerve damage with poor outcomes if left
untreated.”® Early surgical intervention (7-10days post
injury) is recommended in these instances to prevent
ischaemic degeneration of the flexor tendons.”’ Other
complications may include reduced or loss of pinch
strength due to impaired DIP joint function.* FDP
avulsion fracture deserves a special mention since these
injuries usually get lodged at the annular (A4) pulley
(figure 2) due to the avulsed bony fragment still attached
to an usually intact FDP tendon;'” all FDP avulsion frac-
tures require operative intervention (eg, bone fragment
fixation with a hook plate).*

LIGAMENT INJURIES
Ulnar collateral ligament injury of the thumb
Acute ulnar collateral ligament (UCL) injury of the
thumb is classically seen in skiers (ie, ‘skier’s thumb’ or
‘goalkeeper’s thumb’) with a history of breaking a fall
while holding the ski pole handles. This results in radial
stress to the UCL from forced extreme abduction and
extension of the metacarpophalangeal (MCP) joint
of the thumb (figure 4). However, any valgus stress to
the thumb could potentially injure the UCL, including
throwing sports (eg, javelin) or stick sports (eg, hockey,
lacrosse). Also in baseball, sliding head first with an
outstretched hand with an abducted thumbs towards a
base is a common mechanism for injuring the UCL.*
Patients typically present with pain and swelling in the
UCL or at the base of the thumb with decreased range
of motion of the MCP of thumb.'’ Interestingly, the site
of a thumb UCL tear or rupture tends to occur at the
distal insertion of proximal phalanx. In contrast, the
rupture site for thumb radial collateral ligament (RCL)
injuries often occurs more proximally at the insertion of
the metacarpal head.”® A firm mass palpated around the
ulnar border of the metacarpal head suggests avulsion of
the UCL distally resulting in a Stener lesion (figure 4),
which occurs in greater than 60% of cases.” Ultrasonog-
raphy is helpful in detecting UCL injury of the thumb
and the Stener lesion.” *® Moreover, joint laxity may also
be assessed with a dynamic ultrasound evaluation; plain
films are often normal unless a concurrent avulsion frac-
ture is present,”® which occurs in a third of cases.”” Care
needs to be taken when abducting the thumb during

Mergoum A, et al. BMJ Open Sp Ex Med 2025;11:€002475. doi:10.1136/bmjsem-2025-002475 3


https://dx.doi.org/10.1136/bmjsem-2025-002475
https://dx.doi.org/10.1136/bmjsem-2025-002475
https://dx.doi.org/10.1136/bmjsem-2025-002475

A n A A B 4 o4 A C
{ ] [ i y—f == = - A~ --— - -—-Week 4
A IH i A e s
W bl R ek
IR Y ! V - aza W RN T
£ 1P ; B h ~>V\‘ Sy o
Faldl of | L,
Common / e B “\
digital > ‘ \ v A
alrft%; ré; vFlvexor / /; ‘ ﬁ\ gL - Accessory ’i i
dlgltorgm V72 [ il ,1 \ \;\\ ¥ / collateral 1A
superf;mahs T \—\ b\ : ligament | g)
tendon AEOARAN S
Vincula 1 \ ) \ j,
longa x\\’ ‘;\wi
dll;lifc))(:urm Volar Plate (_l r
\ Y ; profundus gl / 1 ;
tendon } o8
\ [ g
|
Vinculum —1 \ { Broper Al
e k4 collateral NS
Vi S ST ligament
D Grade I: Pulley strain o FAsc o
: Grade II: Either a complete A4 e 7 '}V‘ J‘x“
S 1\\' I rupture, or a partial A2'or A3 J /\’? }f ’
e . , ’S?N?/’ rupture [ \ { ;
g WA NAALE 5 i & 79
=22 A2 | \74 }’\L AT 5 Grade III: Either a complete A2 . Bowstringing 748
< x Ailj\\??"" T gr.v \ : or'’A3 rupture ?f \; ! A
o W o A3 C3 Grade IV: Either multiple pulley ¢ e
C1 ruptures or a single rupture vy }/ /
associated with collateral /
ligament or lumbrical injury 3

Figure 2 Anatomy and pathology of the flexors and collateral ligaments. The function of the FDP and FDS tendons is to flex
the DIP and PIP joints, respectively. The vinculum brevis and longus compromise the vincular system that provides the blood
supply to both these tendons. (B) The flexor anatomy of the digits is shown (the fifth finger dissected deeper with tendons
retracted); FDP injury typically affects the fourth finger (highlighted in red). The zone classification (roman numerals) of flexor
tendon injury is also depicted. (C) The lateral view of the fifth finger portrays the two collateral ligaments and volar plate of the
PIP joint. Dorsal dislocation of the middle phalanx (arrow) often results in damage to both the collateral ligaments and the volar
plate. An example of progressive extension using a dorsal blocking splint to treat a volar plate injury is also shown. (D) The
anatomy of the pulley system of the finger is shown along with Schoffl’s injury grades. The ‘crimp-grip position’ (MCP and DIP
joints in extension while PIP joints in flexion) puts a tremendous force across the pulley system, especially across the A2, A3
and A4 pulleys, which may lead to significant damage complicated by bowstringing. DIP, distal interphalangeal; FDP, flexor
digitorum profundus; FDS, flexor digitorum superficialis; MCP, metacarpophalangeal; PIP, proximal interphalangeal.

examination to prevent further injuring the patient by
inducing a Stener lesion.”

Maintaining a high level of suspicion for UCL injuries is
crucial to prevent the development of a weak pinch grip,
which is an essential function of the thumb’s UCL.* To
identify an unstable joint, valgus stress is applied to the
MCP joint. Of note, a nerve block (eg, ultrasound-guided
median and radial nerve block with 1% lidocaine (2-5mL
for each nerve)) injected 3-5min prior to the physical
exam may be needed to reduce pain. If the application of
valgus stress reveals joint laxity compared with the unin-
jured thumb, laxity without a fixed endpoint, or laxity
>30°, this suggests a complete UCL tear (table 1), requiring

surgical intervention to reattach the ligament to the bone
(figure 4). Additionally, surgical correction is indicated for
a Stener lesion because the adductor aponeurosis prevents
ulnar ligament contact with the bony insertion (figure 4),
which is essential for healing. Otherwise, laxity of <30°
is suggestive of a partial tear and may be treated with a
thumb-spica cast or splint for 4-6 weeks followed by thumb
rehabilitation exercises.”’ In a recent meta-analysis,"
no difference in clinical outcomes was noted between
different surgical techniques (eg, bone anchor reinsertion,
suture fixation, Kirschner-wire fixation of avulsion fracture
or combination of techniques), suggesting that the ideal
procedure is reliant on surgeon preference.
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Figure 3 Distal forearm squeeze test. This test is performed
by squeezing the distal forearm while isolating the DIP joint
of the suspected injured finger; a lack of flexion at the DIP
joint (curved black arrow) is considered a positive test. The
flexors are favoured in the squeeze test because there is a
greater gap (straight black arrow) between the flexors and
the arm bones—ie, radius and ulna—than the extensors and
the arm bones. DIP, distal interphalangeal.

RCL injury of the thumb
RCL injury of the thumb occurs 10 times less often than
UCL injury of the thumb.*® Mechanism of RCL inju-
ries is due to sudden forced adduction of the thumb.”
Common mechanisms include a fall into an abducted
thumb or a ball strike at the radial side of the thumb.
This injury may occur concomitantly with UCL ligament
injury, especially in NFL Football players where a retro-
spective study showed simultaneous combined UCL and
RCL tears occurred in 25% of all thumb injuries.*” This
injury could also be seen in ball sports such as basket-
ball*® and volleyball. Patients may have weakness of the
pinch grip and point tenderness at the proximal origin of
the ligament at the radial side on physical examination.
Ultrasonography and MRI may be necessary if diagnosis
is in doubt because this injury is often missed.**
Management of this injury is similar to UCL injury of the
thumb, such as a thumb-spica cast or splint for 4-6 weeks

followed by thumb rehabilitation exercises for grade I-
II injuries (table 1). Operative management is especially
considered for Grade III RCL (complete ligament tear)
injuries since they are more prone to complications (eg,
joint instability, arthritis), most likely due to incompetent
healing.*

Collateral ligament injury of the fingers

Compared with collateral ligament injuries involving the
thumb, collateral ligament injuries in the lesser digits
are uncommon (figure 2)* and are a result of partial or
complete tears, most often involving the PIP joints due
to forced valgus or varus stress at these joints. The UCLs
from the third to the fifth fingers are most vulnerable to
these injuries.*” *® Collateral ligament injury to the MCP
joint of the lesser fingers are less common with a predi-
lection to the RCL.* Athletes tend to report a history of
a jammed finger’ with pain in the ulnar or radial side of
the affected ligament and decreased range of motion.®
Laxity of the affected joint may be noted in comparison to
unaffected joints. Plain films may show associated compli-
cations (eg, avulsion fracture, dislocation); However,
ultrasonography and MRI are more useful in identifying
ligament injuries, with the understanding that MRI accu-
rately detects PIP collateral ligament injuries only 39% of
the time.”

Collateral ligament injuries can be classified into three
grades (table 1) with surgical intervention warranted
for grade III injuries or complete collateral ligament
rupture.” °* A stable joint with no large fractures or grade
I injuries may be treated with splinting and/or buddy
taping— taping the injured finger to its adjacent pref-
erably larger finger—for 4-6 weeks.” Timely treatment
with buddy taping in patients with PIP joint collateral
ligament injury appears to have the most influence in
preventing poor functional outcomes (eg, limited range
of motion) in the long term.”*

Volar plate injury

Injury to the volar plate may be caused by finger joint
hyperextension or dorsal dislocations (figure 2). This
type of injury is commonly seen in netball, basketball and
cricket. A scenario that may cause this type of injury is
when an athlete blocks a shot or a pass in a basketball
game. This injury has a predilection for the PIP joint
(the most commonly dislocated joint),” which is espe-
cially prone to dorsal dislocations as the central slip is
weaker than the volar plate.'” Patients will present with
volar pain at the affected joint and may also have pain
on the lateral sides of the injured joint since concurrent
collateral ligament injuries are common. Ultrasonog-
raphy helps identify volar plate injuries and might avoid
the need for an MRL."

Untreated chronic volar plate injuries may result in
a pseudoboutonniére deformity due to scarred tissue
contracting the PIP joint into flexion. This condi-
tion exclusively affects the fourth and fifth fingers and
should be distinguished from a boutonniére deformity.”®
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Figure 4 Ulnar collateral ligament injury of the thumb. (A) Ulnar collateral ligament (UCL) may be damaged from forced
abduction (red arrow). (B) Stener lesions occur when the UCL is displaced outside the adductor aponeurosis. This leads to
UCL entrapment and reduced likelihood of healing with conservative management. (C) To determine the degree of laxity, the
metacarpophalangeal (MCP) joint is stabilised while applying a valgus stress.

Unstable joints, irreducible dislocations or a large
associated avulsion fracture are likely to need surgical
intervention. Otherwise, a dorsal blocking aluminium
splint angling the PIP joint at 30° flexion (figure 2) with
weekly increases in the extension angle by 8-10° until full
extension is achieved, with buddy taping used thereafter
is recommended.® However, a recent study”’ showed that
figure-of-8 orthoses with limitation to extension by 15-20°
had similar outcomes for stable PIP volar plate injuries
when compared with dorsal blocking splints. Unlike the
figure-of-8 orthosis, dorsal blocking splints had to be
serially extended by 10° weekly (starting at 30° flexion),
possibly making the figure-of-8 orthosis a more attractive
option for volar plate injuries due to ease of use.

Flexor pulley injuries

The pulley system of the finger is responsible for main-
taining close proximity of the flexor tendon to the
phalanges, which is necessary for the proper function
of the finger flexors."” This system is composed from

annular (A1-Ab) and cruciate (C1-C4) pulleys (figure 2).
Rock climbing and bouldering require a unique gripping
motion (ie, ‘crimp-grip position’) that directs significant
amount of force across the pulley systems increasing risk
of injury (figure 2).”® However, martial artists practising
Kendo™ and baseball pitchers® may also develop pulley
injuries with Al and A4 pulleys being most vulnerable,
respectively. Patients typically present with local tender-
ness and oedema over the injured pulley(s) in the volar
side.®’ Physical exam may reveal pain or discomfort with
resisted flexion and gripping motion of the affected
finger. Plain X-rays are recommended to rule out frac-
tures. However, an MRI is the gold standard to identify
and assess the severity of these injuries (strain vs complete
rupture). Due to ease of access and relatively low cost,
ultrasound may be an alternative method to MRI in iden-
tifying pulley injuries if the operator is skilled enough.®
The Schoffl classification system® is useful in deter-
mining injury severity of flexor pulley injuries to help

Table 1 Classification of collateral ligament injuries*

Grade Description

Treatment

I Tenderness over the injured collateral ligament without

significant laxity
Il Partial tears; laxity is present with a firm endpoint

Buddy taping (lesser fingers) or thumb spica for 4
weeks at minimum?® %

+lmmobilisation for 6 weeks*®

1} Complete tears; laxity is present without a defined endpoint Refer to a hand surgeon for potential surgical repair

or Stener lesion

*This grading system is used for both the lesser digits and thumb collateral ligament injuries.
TThis includes a thumb spica, or full-finger extension cast or orthosis for the lesser fingers.

6 Mergoum A, et al. BMJ Open Sp Ex Med 2025;11:€002475. doi:10.1136/bmjsem-2025-002475



guide management decisions (figure 2). Grade I-III
injuries are often treated conservatively with rest, phys-
ical therapy, non-steroidal anti-inflammatory drugs and
different taping methods (eg, H-taping) or a protective

splint (eg, external pulley ring splint). For these inju-
ries, initial immobilisation is usually necessary except for
grade I injuries. Grade IV injuries often require opera-
tive intervention (repair or reconstruction), however,

Table 2 Return to play timelines

Type of Injury

Recommendations

Complications/comments

Mallet finger

Central slip extensor injury

Flexor digitorum profundus
injury

Ulnar or radial collateral
ligament injury of the thumb

Volar plate injury

Collateral ligament injury of the
lesser digits

Pulley injury

May return to play if able to compete with a
splint

May return to play if able to compete with a
splint*

» Requires surgery (preferably within a
week, no later than 3 weeks)t for tendon
to heal with anticipated return to play
between 10 and 12 weeks post-operation
in sports requiring gripping and grasping
manoeuvres’

» In non-grasping sports, an earlier return
to play may be achieved with a fist-type
cast®®

» Partial tears: athlete may return to play if
able to tolerate immobilisation with thumb
spica splint (4—-6 weeks). Patient may
return to play without splinting when full

range of motion and strength returns in the

affected thumb without inducing pain.®

» Complete tears: operative intervention is
often needed initially, but otherwise return
to play is similar to partial tears

» Stable joints: may return to play with
buddy taping®

» Unstable joints: may return to play with
dorsal blocking splints or figure-of-8
orthoses with extension limitation for a
minimum of 4 weekst

» Stable PIP joints: may return to play if
protected with buddy taping

» Unstable PIP joints: add a hinged ligament
splint to buddy taping for return to play

» Grade I: light sport activity in 2-6 weeks;
full sports activity after 6 weeks

» Grade Il: 10-14 days of immobilisation,
light sport activity at 6-8 weeks; full sports
activity after 8-10 week

» Grade Ill: immobilisation with light sports
activity at 8-12 weeks; full sports activity
after 3 months post injury

» Grade IV: requires operative intervention
with return to play at around 6 months
post-operation®

Patients should be warned about flexing the
DIP joint during the 6-8 week splinting period
because this treatment must be restarted
every time flexion occurs

Boutonniére deformity may develop as soon
as 2-3 weeks post-injury if left untreated®

Athletes are at risk of re-rupturing tendon
if return to full grasping play occurs before
10-12 weeks®

It is important not to miss a Stener lesion
since it may lead to chronic complications—
joint instability, thumb pain and
osteoarthritis®®

Untreated volar plate injuries may lead
to contractures and pseudoboutonniere
deformity™®

Skin injuries such maceration or necrosis
have been documented by surgeons,”"
especially with buddy taping of the PIP joint

H-taping after return to full play is often
done/continued for an additional 3 months in
grade I-lll injuries, and at least 12 months for
grade IV injuries®®

*There are various game time protection methods (eg, figure-8 taping or digital sleeves) for athletes that allow an unhampered feel of the

ball.”

TAfter 3 weeks, the development of muscle fibrosis and tendon contraction eliminates the option of primary tendon surgical repair.
tPatients who had undergone surgical intervention for volar injuries may require up to 16 weeks of splinting during play.®
DIP, distal interphalangeal; PIP, proximal interphalangeal.
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clinically apparent bowstringing or longer than antici-
pated healing time in grade III injuries may also require
operative treatment.

Return to play

Numerous factors influence the timing of an athlete’s
return to their sport (table 2). For instance, athletes
playing sports that require less use of the hands (eg, foot-
ball) are more likely to tolerate a splint than others (eg,
basketball). Overall, improvement in range of motion is
crucial before return to play. Therefore, certified hand
therapists and trainers need to be involved with the
rehabilitation process. Buddy taping and splinting can
be recommended to athletes for better protection when
they resume their sport'®> A multidisciplinary approach
that considers factors such as the competition level,
hand dominance, athletes’ expectations and the type of
sport and position played will determine when an athlete
can return to play, with the ultimate goal of preventing
permanent sequelae that may negatively affect perfor-
mance or even threaten an athlete’s career.

X Nicholas Larson @NicholasJLarson
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