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Anatomy of DRUJ – Bone (4)

Tolat AR, Stanley JK, Trail IA. A cadaveric study of the anatomy and stability of the distal radioulnar joint in the coronal and transverse planes. J 
Hand SurgEdinb Scotl 1996;21:587–94.
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Anatomy of DRUJ – dynamic stabilizers (2)

• Pronator Quadratus
• Extensor Carpi Ulnaris (ECU)

https://quizlet.com/809365017/pronator-quadratus-diagram/



Anatomy of DRUJ – Static Stabilizers (3)

• Primary Stabilizers
1. TFCC
2. DRUJ capsule

• Secondary Stabilizer
1. Distal Interosseous Membrane (DIOM)
* Distal Oblique Bundle (DOB) – if present



TFCC Components TFCC 
-Dorsal and Palmar radioulnar ligaments 
   (superficial and DEEP)
-Articular disc
-Ulnocarpal ligaments (UT, UL)
- Ulnar collateral ligament
-Meniscus homologue
-ECU subsheath

https://musculoskeletalkey.com/injuries-to-the-triangular-fibrocartilage-complex/
MR Imaging of TFCC Yoshioka et al



Distal Interosseous membrane

Moritomo H. The distal interosseous membrane: current concepts in wristanatomy and biomechanics. J Hand Surg 2012;37:1501–7.
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TFCC tear + 2 mm coronal shift can lead to DRUJ instability

Coronal Shift – radial 
translation of distal radius



Loss of radial height 
(DRUJ instability)

Changes in distal 
oblique bundle 
(DOB) tension can 
lead to DRUJ 
instability



Moritomo H. The distal interosseous membrane: current concepts in wristanatomy and biomechanics. J Hand Surg 2012;37:1501–7.





3 clinical scenarios to open reduce DRUJ

• Case #1: Displaced Sigmoid Notch 
• Case #2A/2B: Open DRUJ dislocation 
• Case #3A-D: Large Ulna styloid fracture with insufficient 

secondary stabilizer (DIOM/DOB)



Case # 1: 67F s/p GLF



Displaced Sigmoid Notch



Intraop (Preop): Unstable DRUJ with increase 
AP shuck and crepitus



Dorsal Tangential View



3 months postop

Full pronosupination 
Stable DRUJ
Flexion and Extension 50 deg



3 clinical scenarios to open reduce DRUJ

• Case #1: Displaced Sigmoid Notch 
• Case #2A/2B: Open DRUJ dislocation 
• Case #3A-3D: Large Ulna styloid fracture with insufficient 

secondary stabilizer (DIOM/DOB)



Case #2A: 29F s/p highway MVC





Open TFCC (bone tunnels) + capsular repair

Procedures:
1. I&D DRUJ dislocation 
2. ORIF Radius 
3. Extricated EDM from DRUJ
4. TFCC primary repair to fovea (keith needles)
5. DRUJ capsule repair

Rehab: 
1. Posterior long arm x 2 weeks
2. Muenster cast x 4 more weeks 



Case #2B - Suture anchor through Fovea – 34M s/p MVC



6 weeks postop



3 clinical scenarios to open reduce DRUJ

• Case #1: Displaced Sigmoid Notch 
• Case #2A/2B: Open DRUJ dislocation 
• Case #3A-3D: Large Ulna styloid fracture with insufficient 

secondary stabilizer (DIOM/DOB)
- No coronal shift
- Radial height restored



Case #3A: 36M s/p 
motorcycle accident

Grade I open distal radius fx

When do I go after the Ulna Styloid?



















Case # 3B: 32F s/p assault + CTS



TFCC injury + coronal shift + CTS



Immediate 
Postop 6 weeks postop



3 months postop – full ROM, no pain 

I&D and HWR

Lost to f/u 3/2020



Case #3C: 36F s/p PVA



Intraop DRUJ unstable



6 weeks postop



3 months postop

Wrist flexion: 80 degrees

Wrist extension 80 degrees

Pronation: full

Supination: full



Case #3D – 2.5 mm Pushlock (40M s/p fall off bike)





TFCC Repair with 2.5 mm Pushlock

https://www.arthrex.com/resources/VID1-00716-EN/open-tfcc-repair



Disclosure

Findings:
1. ROM highest with cast immobilization in supination
2. Grip strength highest with k-wire stabilization 
3. DASH same across all 3 groups 

3 Groups:
1. Cast immobilization in supination 
2. K-wire stabilization 
3. Open TFCC repair 



Summary – Open Stabilization of DRUJ
1. Sigmoid Notch Displacement (look at AXIAL CT scan)

2. Open dislocations
- Capsule
- Look for interposed tendons
- Tension band
- Bone tunnels (Keith needles)
- Suture anchor/2.5 mm pushlock

3.        After DR fixation (no coronal shift) and DRUJ is unstable
- Large styloid attached to TFCC – static tension band (I prefer buried k-wire)
- Small styloid with ulna styloid base present – 2.5 mm pushlock
- Controversial – maybe just splint or K-wire fixation?



Thank You

Nicolas.Lee@ucsf.edu

www.elbow.ucsf.edu

www.peripheralnerve.ucsf.edu
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