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Fig. 1. (A) Scapholunate angle is normally 30-60 degrees. (B) If scapholunate interosseous ligament is ruptured or scaphoid is frac-
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tured, Scapholunate angle is increased (DISI deformity). (C) If lunotriquetral interosseous ligament is ruptured or

Scapholunate angle is decreased (V1S deformity).
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Fig. 2. (A), (B) If scaphoid is absent during writ motion, lunate is rotated and capitate is subluxation. (C) However, scaphoid is locat-
ed between proximal row and distal row, therefore and is stabilized carpa bones (Connecting rod).
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Fig. 6. (A) A schematic axial representation of the ECU subsheath (black arrow) and overlying extensor retinaculum (white arrow).
(B) A schematic axial representation of ECU subsheath rupture. The tendon is subluxated.
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=ABSTRACT =

Normal Anatomy of the Wrist Joint

Hong Je Kang, M.D.

Department of Orthopedic Surgery, School of Medicine, Wonkwang University,
Institute of Wonkwang Medical Science, lksan, Korea

The wrist joint was consisted with various bones, ligaments, and muscles. The wrist joint is difficult
to understand, because of its complicated anatomical structure. The wrist joint is not one space but
three joints; radiocarpal joint between distal radioulnar and proximal carpal bone, midcarpal joint
between proximal and distal carpal bone, and distal radioulnar joint between distal radius and ulnar
head. Normally each joint is separated from each other. Exact understanding about normal anatomy of
the wrist joint is necessary for treatment of disease and injury in wrist joint. In this reviews, we will
see normal anatomy of the wrist joint.
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