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The interosseous membrane of the forearm is a fibrous sheet, spanning the 
interval between the radius and the ulna, that divides the forearm into anterior 
and posterior compartments. It serves as a site of origin of muscles of the 
forearm, and transfers forces from the radius to the ulna.

The annular ligament encircles approximately 80% of the head of the radial 
head and retains it in its anatomical relationship at the proximal radioulnar
joint.
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The forearm bones articulate with the humerus at the humeroulnar and 
radiocapitellar joints. It is at these joints that flexion and extension of the elbow 
occur.

The articulations between the radius and ulna permit pronation and supination. 
These comprise the proximal and distal radioulnar joints.

The radiocarpal articulation allows wrist flexion, extension, and both radial and 
ulnar deviation.
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Supination and pronation is easily confused with medial and lateral rotation but 
the difference is that pronation and supination can occur only when the 
forearm in semiflexed.

• Pronation moves the palm of the hand so that it is facing posteriorly (your 
forearms are pronated when typing on a keyboard).

• Supination moves the palm of the hand so that it is facing anteriorly (your 
hands are supinated when holding a bowl of soup).



6

Supination and pronation is easily confused with medial and lateral rotation but 
the difference is that pronation and supination can occur only when the 
forearm in semiflexed.

• Pronation moves the palm of the hand so that it is facing posteriorly (your 
forearms are pronated when typing on a keyboard).

• Supination moves the palm of the hand so that it is facing anteriorly (your 
hands are supinated when holding a bowl of soup).



7



8

References:

AO Documentation 1980-1996.

Singer BR, McLauchlan GJ, Robinson CM, et al. Epidemiology of fractures 
in 15,000 adults: the influence of age and gender. J Bone Joint Surg Br. 1998 
Mar;80(2):243–248.



9



10



11

Exercise to remember the numbers of the bones, see next slide.

This exercise can be done with the participants.
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Exercise to remember the numbers of the bones:

• Let the participants stand up.

• They cross the arms, pronounce loudly together number and  touch

1. Upper arms 

2. Forearms

3. Femurs

4. Tibias
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Which group?

A. Simple fractures

1. Spiral

2. Oblique (+30°)

3. Oblique (-30°)

B. Wedge fractures

1. Spiral 

2. Bending 

3. Fragmented 

C. Complex fractures

1. Spiral 

2. Segmental

3. Irregular
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Fractures in proximal forearm:

• Cast in supination position to reduce the displacing forces of supinator 
and biceps brachii muscles
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Elastic stable intramedullary nailing (ESIN):

• Remains controversial in adults—no reliable rotation control 

• Excellent results in pediatric forearm diaphyseal fractures
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Courtesy: Volker Braunstein
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Order of fixation: 

• Normally, the simpler of the two fractures will be approached first and 
preliminary fixation is undertaken. 

• If both bones have similar fractures, then the ulna will normally be 
addressed first. 
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Skin incision:

• The standard ulnar approach offers good exposure along the whole ulnar 
shaft. The length of the incision depends on the exposure needed. 

• The skin incision follows the subcutaneous border of the ulna, along a line 
drawn between the tip of the olecranon process and the ulnar styloid 
process. 

• Pearl: If the forearm is markedly swollen, it may not be possible to close the 
skin of the ulnar approach. In these circumstances, it is better to plan the 
skin incision over the adjacent extensor muscle compartment, so an open 
incision will have a muscular bed rather than exposing the implant.
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Introduction 

• The anterior (Henry) approach offers good exposure of the whole length of 
the radius. The length of the incision depends on the extent of exposure 
needed. The Henry approach in the proximal forearm might result in a more 
obvious scar. 

The landmarks for the skin incision are: 

1. Styloid process of the radius         

2. Groove between the brachioradialis muscle and the insertion of the biceps 
brachii tendon
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Temporary immobilization with a well-padded, bulky splint for 10–14 days is 
advised to allow adequate soft-tissue healing. During this period, elevation, 
gentle finger motion, active and passive, together with elbow flexion/extension 
and shoulder motion, can be started. The splint is then removed and active 
assisted range of motion exercises, including gentle forearm rotation, begin.
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Optional
Insert questions to check learning.
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