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Abstract 
 

This study included 51 patients with chronic 
wrist pain. For every  patient MRI and intra 
articular contrast injection (MRA) was done. The 
preliminary  results have shown that MRA is more 
sensitive and accurate in detection of tears of the 
triangular fibro cartilage, as well as the major 
inter-carpal ligaments, namely the scapho lunate, 
and luno triquetral and aids in assessment of the 
resultant carpal instability. 
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