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Purpose: The long-term consequences of injuries to the scapholunate joint can severely limit hand
function, and the potential for posttraumatic deformity makes early recognition of these injuries
important. The purpose of this study was to evaluate the motion of the scapholunate joint in normal
wrists through the radial and ulnar deviation using novel dynamic computed tomography (CT) imaging.
Methods: Fifteen participants consented to have their uninjured wrists scanned. A protocol was designed
to ensure adequate time, yet limited exposure, for volunteers. Participants began with the hand in a
relaxed ﬁst position and then proceeded to clench the hand in a full ﬁst and relax. Once relaxed again, the
wrist was maximally ulnarly deviated and then maximally radially deviated in a ﬂuid motion. Dynamic
CT imaging was captured throughout the range of motion.
Results: The scapholunate angle was measured on dynamic wrist images. The mean range of the scapholunate angle that the wrists moved through was 37.2 e45.9 , and the mean midpoint angle was 41.2
± 0.4 . All wrists had small, measurable differences in the scapholunate angle when moving from the
maximum ulnar deviation to the maximal radial deviation. The average maximum angle change through
the range is 11.7, whereas the average minimum angle change was 0.9 .
Conclusions: In this study, scapholunate angle calculations using dynamic wrist CT scans were within the
range of accepted normal for the angle in uninjured wrists. With the increased focus on dynamic imaging
for wrist motion, it may be possible to derive a standardized protocol for mapping the carpal motion that
is clinically applicable and reproducible.
Type of study/level of evidence: Diagnostic IV.
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The scapholunate (SL) joint is one of the most studied aspects of
the human wrist, given its clinical implications when an injury
occurs. The long-term consequences of injuries to the SL joint and
associated soft tissues can be debilitating and severely limit hand
function and quality of life.1e3 Scapholunate interosseous ligament
(SLIL) injuries are the most common cause of wrist instability. If
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unrecognized, there is a high potential for posttraumatic deformity
and osteoarthritic changes to other carpal joints.4e6 Early detection
of SLIL injuries can enable early intervention and possibly prevent
the detrimental sequelae of a missed injury.7
The interaction of bones in the human carpus is complex, and
therefore, the detection of an injury can be difﬁcult. Current
noninvasive work-up for diagnosing an SLIL tear includes static and
stress radiographs, magnetic resonance imaging, and/or computed
tomography (CT) arthrography. The typical evaluation of an injury
is based on SL dissociation and angular changes in the bony relationships on imaging.8e10 The human carpus is complex because
of the interactions of bones and ligaments through several planes of
motion.11,12 Often, injury to the SLIL may only be visible on clenched

https://doi.org/10.1016/j.jhsg.2022.10.001
2589-5141/Copyright © 2022, THE AUTHORS. Published by Elsevier Inc. on behalf of The American Society for Surgery of the Hand. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

2

A.B. Munn et al. / Journal of Hand Surgery Global Online xxx (2022) 1e5

ﬁst views where the joint is loaded. It may take months for changes
to become evident on static x-rays.13 Advances in imaging from
speciﬁc radiographs to CT and magnetic resonance imaging have
allowed for a better understanding of wrist kinematics that may
improve the diagnostic accuracy of wrist ligament pathology.3,14e18
Advanced imaging often gives information regarding ligament
structural integrity but not ligament sufﬁciency, which is problematic in cases of partial ligament tears.5,13,19 Magnetic resonance
imaging also provides excellent characterization of the ligamentous
structures within the carpus but lacks an analysis of wrist kinematics.20 Dynamic CT studies on wrist kinematics and the SL joint
have primarily focused on the movement described as “dart
throwers motion” and have lacked the imaging of carpal motion
through the ulnar and radial deviation. 21,22 Dynamic CT allows a
kinematic assessment of active wrist motion depicting slight positional changes with high temporal and spatial resolution. This
advanced imaging has shown potential in evaluating carpal
instability.16,21,23e25
The purpose of this study was to evaluate the technical feasibility of dynamic CT imaging to analyze the motion of the SL joint in
normal wrists with a clenched ﬁst through the radial and ulnar
deviation. Our goal was to establish a protocol for the measurement
of the normal joint on a novel dynamic CT wrist scan.26 Understanding the appearance of a normal scan would be crucial to
interpreting the imaging of an injured wrist using this new test.
Materials and Methods
Figure 1. Participant wrist positioning in the CT scanned.

Population
Our prospective study obtained research ethics approval from
our institution before the commencement (HREB#2018.073).
Written informed consent was obtained from all individual participants, and the authors had full control of the data and images
analyzed.26
Fifteen volunteers consented to have one of their wrists scanned.
The wrist to be scanned was randomly selected with the ﬂip of a coin.
Eight participants were randomized to have the right wrist scanned
and 7 to the left wrist. All participants denied any previous trauma to
the wrist being scanned. Participants were excluded if they had any
previous wrist surgery, cast immobilization, or symptoms of instability. Instability was deﬁned as having pain, clicking, or popping in
the wrist to be scanned. All 15 volunteers met the inclusion criteria
and had their selected wrist scanned.
Four-dimensional CT image acquisition
The images were acquired using 320 Multidetector CT Scanner
(Aquilion ONE ViSION Edition, software version 7.0; Toshiba Medical Systems Inc). All participants followed the identical sequence of
movements while in the 4-dimensional (4D) CT scanner. This protocol ensured adequate time (10 seconds) for image acquisition yet
limited radiation exposure. The protocol was developed on the CT
scanner computer to ensure that the settings were the same for
each participant. All participants underwent a training session with
the investigator before image acquisition to ensure that they were
familiar with the wrist motion protocol.
All scans were completed without complications.
Participants were provided with appropriate protective equipment and were positioned at the back of the gantry. The selected
wrist was then placed on the table, palmar side down. The area to
be scanned was set at 8 cm to include the distal radioulnar joint and
the entire carpus. The radiocarpal joint was elevated with a folded
towel to the level of the image acquisition sector to avoid wrist
extension with clenching of the ﬁst.2 The forearm was rested on the

imaging table, and the contralateral hand was used to steady the
arm to prevent pronation, supination, or position changes through
the elbow joint (Fig. 1).26 Participants were asked to move their
hand continuously from a relaxed ﬁst position to a clenched ﬁst and
back to a relaxed ﬁst. Once relaxed, the wrist was maximally ulnar
deviated and then maximally radially deviated. All participants
could complete the range of motion in the allotted 10-second interval delineated by the protocol.
Image analysis and postprocessing of wrist 4D CT studies
The images were acquired using the 320 Multidetector CT
Scanner (Aquilion ONE ViSION Edition, software version 7.0;
Toshiba Medical Systems Inc). Four-dimensional CT analysis was
performed using an independent postprocessing workstation
(Vitrea, Vital Images, Inc; Toshiba Medical Sytems) by using the 4D
Ortho application. Measurements were collected by an orthopedic
surgery resident (A.M.).
All volumes of the 4D CT images were analyzed to select the
points used in the SL angle. The investigator manually placed
one line tangential to the proximal and distal convexities of the
scaphoid’s palmar aspect. Once this segment was found to be
adequately aligned on the scaphoid, the investigator scrolled
through all acquisition volumes and found the frame that depicted
the lunate in the proﬁle. A line was drawn from the most distal
palmar point of the lunate to the most distal dorsal point. A second
line was drawn vertically through the line perpendicular to the ﬁrst.
Once an exact 90 angle was obtained in placing the second line,
the ﬁrst line through the lunate was deleted.27
After the markers of each angle were validated, the software
automatically plotted the selected angle markers through all image
positions collected for each wrist. The software calculated and
plotted the angle measurements through each image obtained over
the 10-second protocol interval (Fig. 2). We marked 3 angle measurements for each wrist scan. We found the average angle
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Figure 2. A 4D Orthopedic Analysis application (Toshiba Medical Systems Inc) analysis of the SL angle in a study volunteer. The image depicts 3D, axial, coronal, and sagittal
dynamic CT with graphed SL angle measurements. Some measured lines are present on depicted slices, and B sagittal cut depicting the location of markers and measurement lines
of the SL angle.

measurements for each participant. This was done to increase the
validity of the angle being measured for each scan by reducing the
measurement error for the angles. We plotted the 3 selected
markers in all wrist scans through all directions of motion. We
found the mean range and mean midpoint angle with SDs of the
3 measurement sets for all scans. The collective mean range and
mean midpoint angle for all participants and images with SDs were
then calculated.
Finally, we found the difference in angle size between the
maximal ulnar deviation and the maximal radial deviation of each
wrist in all 3 data sets. The average maximum and minimum angle
changes through the range of motion were then calculated for all
wrist scans.
Results
The movement in the healthy SL joint through a clenched ﬁst
and the radial and ulnar deviation is minimal. In our sample of
normal wrists, there was minimal change in ﬂexion and extension
of the scaphoid and lunate, respectively. In a normal wrist on plain
radiographs, the SL angle is between 30 and 70 . Measurements
outside this range are suggestive of a ligament injury. The SL angle
was measured on the images of all 15 participants and then tracked
through the range of motion described in the protocol. Two wrist
scans were excluded from the analysis because of the inability to
track the SL angle through the full range of motion protocol. The
mean range of the SL angle was calculated as 37.2 e45.9 , and the
mean midpoint angle for each scan was 41.2 ± 0.4 . All wrists had
small but measurable differences in the SL angle when
moving from the maximum ulnar to the maximal radial
deviation. The average maximum angle change through the range
is 11.7, whereas the average minimum angle change was 0.9 .
Discussion
The wrist contains complex sets of articulations, including the
well-studied SL joint. Scapholunate interosseous ligament ruptures

are the most common ligament injuries in the wrist.8 This ligament
is among the intrinsic ligaments that provide stability to the carpus,
and its rupture can result in the collapse of the carpal scaffold. This
injury can dramatically limit hand strength and function through
instability.28,29 Injury through the joint can progress to a dorsal
intercalated segmental instability deformity that can lead to an
advanced scapholunate collapse wrist. The malposition of the
scaphoid (ﬂexed) and lunate (extended) in a scapholunate collapse
wrist leads to these progressive degenerative changes.29 Early
recognition and treatment of SLIL rupture may prevent late-stage
wrist arthritis.
Measuring the SL angle and gap on static radiographs is
the primary evaluation method for a SL dissociation injury. A gap of
>3 mm and an angle of >70 is indicative of an SLIL tear. Kelly et al26
previously evaluated the scans of this cohort and found that the SL
gap widened minimally through a range of motion in normal
wrists. In this analysis, we used the same cohort of normal wrists to
evaluate SL angle.
A study by Megerle et al demonstrated that the SL gap was a
more sensitive testing parameter for ligament injury, whereas the
SL angle was a more speciﬁc parameter.30 Of all radiographic
measurements analyzed in the study, the SL angle had the highest
speciﬁcity (0.93).30 In addition, the angle size correlated with the
SLIL tear severity. Another study in 2007 evaluated the diagnostic
accuracy of plain radiographs by comparing the diagnosis of an SLIL
tear by an SL gap and SL angle to the presence of a tear on wrist
arthroscopy. They found that the speciﬁcity of the SL angle in the
diagnosis of a SLIL injury was 85%.8 In a logistic regression model
analyzed in the same cohort, the SL angle was found to aid independently in the diagnosis of a ligament injury on plain radiographs. Both, pathologic SL gap and SL angle on plain radiographs
are the best independent predictors of true ligament injury.8
Despite a strong correlation between radiographic parameters
and wrist pathology, the diagnosis of SLIL tears is still difﬁcult.
Scapholunate interosseous ligament injuries are a spectrum of
diseases, which makes diagnosing the pathology problematic.
Partial rupture can take weeks to months to show malalignment on
plain ﬁlm.30 Full-thickness tears may display static instability,
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which is evident on plain radiographs. However, less severe tears,
as per the Watson and Ballet29 classiﬁcation, can be difﬁcult to
detect. Magnetic resonance imaging improves anatomic evaluation
of wrist ligaments and subtle tears but lacks assessment of the
functional integrity of the structures.22 Diagnostic arthroscopy of
the wrist is the current gold standard for diagnosing static and
dynamic wrist pathology. However, this is an invasive measure that
could be avoided with assessment via dynamic CT.31
Static imaging of the wrist has been the mainstay in diagnosing
ligament injuries, and image quality has improved over time.
Despite this, dynamic instability injuries remain a diagnostic
challenge. Classiﬁcation systems have been established for SL
dissociation: the European Wrist Arthroscopy Society and Geissler
classiﬁcations. These are meant for use during arthroscopy, and
plain radiographs have a poor correlation with the diagnosis of
dynamic instability using these staging methods.32,33 Motion
analysis imaging allows for the visualization of slight positional
changes in the relationship of the carpals during motion.25 This
study examines the motion through clenching of the ﬁst and radial
and ulnar deviation, as opposed to the dart throwers motion, which
has been more widely studied in 4D CT. This may help to understand better the normal kinematics of the carpals in several planes
of motion. Dynamic CT may eventually be used as an advanced
imaging modality for preoperative planning in wrists with known
SLIL pathology. Understanding normal imaging anatomy is imperative before using this dynamic CT for deﬁning pathology.
We have shown that dynamic CT is a user-friendly means of
imaging the motions of the SL joint. This study shows that the setup
for 4D CT is feasible in a clinical setting. The risk to the patient
through radiation exposure is low because of the minimal time to
complete the image acquisition. This dynamic CT could provide a
noninvasive means of identifying the early stages of injury without
subjecting patients to arthroscopy.
The potential for posttraumatic deformity to other carpal joints
makes early recognition of these injuries important. Functional
impairment from the sequelae of ligament injury can potentially be
circumvented by early repair. Primary repair of the ligament is
superior to delayed repair because the healing potential of the
ligament decreases with time.34 Even with an established diagnosis, surgical repair or reconstruction techniques are challenging
and often do not have reliable outcomes for the patient.1,35
The limitations in dynamic CT studies include that the images
are an approximation based on tomographic image data.34 The
landmarks used to measure the angles were selected manually and
subject to measurement error. The already small sample size was
reduced to 13 scans when 2 of the wrist images were excluded. In
these 2 scans, the SL angles were unable to be accurately mapped
through the entire range of motion. The assumption of participants’
wrists being normal was based on their self-reported lack of pain or
history of injury and did not rule out underlying abnormalities. In
addition, speciﬁc software is required for capturing and processing
the images, which is not available at all clinical sites. A larger study
would be required to characterize the normal joint motion fully.
Further 4D CT studies will need to be performed, including patients
with documented or suspected SL instability, to assess whether
these measurements are accurate ways of characterizing SL joint
stability.
In conclusion. dynamic CT assessments of musculoskeletal patients is a rapidly evolving ﬁeld that aims to balance improved
diagnostic techniques while reducing risk to patients. With
increased focus on dynamic imaging for wrist motion, it may be
possible to derive a standardized protocol for mapping the SC angle
that is both user-friendly and reproducible.
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