
LUCL

The lateral collateral ligament consists of the lateral ulnar collateral ligament
(LUCL), the radial collateral ligament (RCL), the accessory lateral collateral
ligament and the annular ligament.  The LUCL is a primary ligamentous stabilizer
to varus stress and tightens during flexion. The radial collateral ligament
stabilizes the the humeroulnar articulation and is shown to be more isometric.
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The lateral ligamentous complex consists of three components: lateral ulnar
collateral ligament (LUCL), radial collateral ligament (RCL) and the accessory
lateral collateral ligament.  The LUCL is the primary lateral stabilizer and
originates on the lateral epicondyle inserting on the supinator crest of the ulna.



The fan-shaped RCL originates from the lateral epicondyle and coalesces with
the annular ligament.  Functionally, the RCL assists in stabilizing the humeroulnar
articulation.  The accessory lateral collateral ligament assists in varus
stabilization and connects the tubercle of the supinator crest and the annular
ligament.  Often grouped with the lateral ligamentous complex is the annular
ligament that originates and inserts anteriorly and posteriorly to the ulnar radial
notch.
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The annular ligament provides radial head stabilization throughout the
pronation-supination motion.   The LUCL has been considered the primary
stabilizer with disruption playing a crucial role in the development of
posterolateral rotatory instability (PLRI).
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However, these cadaver based biomechanical findings have been called into
question by other studies wherein the LUCL was sectioned without causing PLRI.
One study noted that sequential sectioning of the LUCL did not impart laxity as
long as the RCL remained intact.
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Several cadaveric biomechanical studies found the LUCL to be isometric with its
length changing little during elbow flexion around an axis of rotation that passed
through the center of the capitellum.
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An in vivo study suggests that the LUCL is not isometric, but rather is relatively
loose in elbow extension and becomes tight with elbow flexion as its path
courses around the osseous protrusion of the lateral condyle. The RCL does not
have to contend with the lateral epicondyle, and remains isometric making it
perhaps a primary stabilizer for the elbow.
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Although the relative merits of both ligaments remain without consensus, it is the
LUCL that is successfully reconstructed to treat posterolateral rotatory instability
of the elbow.
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