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INTEROSSEOUS MEMBRANE (IOM) ANATOMY

e STRETCHED ON 10 CM BETWEEN RADIAL AND ULNAR INTEROSSEOUS CRESTS.

* THE IOM IS DIVIDED IN THREE PARTS:
PROXIMAL , CENTRAL AND DISTAL

* VASCULARIZATION: COMMON INTEROSSEOUS ARTERY DIVIDED IN ANTERIOR AND
POSTERIOR INTEROSSEOUS ARTERIES.

* INNERVATION: ANTERIOR AND POSTERIOR INTEROSSEUS NERVES.
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MIDDLE PORTION

CENTRAL BAND : THE
THICKEST AND STRONGEST
PORTION. INSERTS ON THE
RADIUS INTEROSSEOUS
CREST AND ENDS ON THE
ULNAR DIAPHYSIS.

ACCESSORY BAND : NOT
CONSTANT. SAME
DIRECTION AS THE CENTRAL
BAND.
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e OBLIQUE DISTAL
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LOAD DISTRIBUTION

» LOAD DISTRIBUTION

- 80% OF AXIAL LOAD ARE TRANSMITTED FROM WRIST TO RADIO-CARPIAL JOINT
AND 20% TO THE ULNO-CARPIAL JOINT.

- LOAD RECEIVED BY ELBOW IS DIFFERENT : 60-70% TO THE HUMERO-RADIAL
JOINT AND 30-40% TO THE HUMERO-ULNAR JOINT.

- INTEROSSEOUS MEMBRANE ALLOWS AN HOMOGENEIZATION OF LOAD IN
FOREARM UNIT.

Soubeyrand et al (2007). Chirurgie de la main, 26, 255-277.
Markolf, K. L.et al . (2000).. The Journal of hand surgery, 25(4), 674-682.




STADE 1

LOCK CONCEPT

e PROXIMAL LOCK:

PROXIMAL RADIO-ULNAR JOINT : RADIAL HEAD,
ULNA RADIAL NOTCH, ANNULAR LIGAMENT
AND DENUCE LIGAMENT.

 MIDDLE LOCK: INTEROSSEOUS MEMBRANE

* DISTAL LOCK:

DISTAL RADIO-ULNAR JOINT: ULNAR HEAD,
RADIO ULNAR NOTCH, TFCC

THE LOSS OF TWO LOCKS CANNOT BE OFFSET.

RUMoy

=
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Kapandiji A. Chir Main 1998;17(4):348-61.




PURPOSE

e TO EVALUATE FEASABILITY OF INTEROSSEUS FOREARM MEMBRANE EVALUATION IN
MANAGEMENT OF AN ACUTE FOREARM TRAUMA.

EXPLORATION TECHNICS

McGinley et al (2006). Forearm interosseous membrane trauma: MRI diagnostic criteria

. MR' GOLD STANDARD and injury patterns. Skeletal radiology, 35(5), 275-281.

Fester, E et al (2002). The efficacy of magnetic resonance imaging and
® US ultrasound in detecting disruptions of the forearm interosseous membrane: a
cadaver study. The Journal of hand surgery, 27(3), 418-424.



TECHNIC : NEUTRAL ROTATION OF
THE ARM. THE PROBE MUST BE
PLACED ON THE DORSAL SIDE OF
THE FOREARM TO DELIVER AXIAL
SLIDES
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Soubeyrand, M et al(2006). The “muscular hernia sign”: an
original ultrasonographic sign to detect lesions of the forearm’s

interosseous membrane. Surgical and Radiologic Anatomy,
28(4), 372-378.
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THE BODY, THE POSITION AUST BE PAINLESS FOR THE
PATIENT.

McGinley et al (2006). Forearm interosseous membrane trauma: MRI diagnostic criteria and injury
patterns. Skeletal radiology, 35(5), 275-281.



DIAGNOSTIC CRITERIA

ONLY CADAVER STUDIES IN THE
LITERATURE

- « Henry » surgical approach
avoids muscular injury.

We performed surgical
wounds on forearm cadavers.




DIAGNOSTIC CRITERIA

Surgical wound on a cadaver forearm MRI 3T
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Surgical wound on cadaver forearm



EXAMPLE

Monteggia fracture, right-handed, 45 years old, manual worker.
Must search for a membrane wound and more specifically for a
central band wound.

Important for surgical approach and immobilsation.
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Distal radio-ulnar joint disjonction. 40 years old physiotherapist.
MRI performed 5 hours after the trauma.




COHORT Fromm december 2015 to november 2016
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* FEW PATIENTS INCLUDED IN OUR STUDY BUT TO OUR KNOWLEDGE THE LARGEST COHORT
EXISTING.

e DIFFICULTY TO PERFORM AN MRI| AT THE ACUTE PHASE.
e NO SURGICAL CORRELATION
e NO SURGICAL REFERENCE TECHNIC TO TREAT THE TEAR



#1 CONCLUSION

 TEAR WELL VISUALIZED IN MRI
BUT MRI IS HARD TO PERFORM
AT THE ACUTE PHASE




#2 CONCLUSION

* INTEROSSEOUS MEMBRANE IS
EASILY VISUALIZED WITH US
PARTICULARLY IN OPERATING
ROOM AFTER LOCO REGIONAL
AXILLARY ANESTHESIA.




#3 CONCLUSION

e DIAGNOSIS OF TRAUMATIC
INHISNOMNSOIINEBINN VI I @]\
SEEMS TO BE USEFUL AT THE
ACUTE PHASE
PARTICULARLY FOR YOUNG
MANUAL WORKERS.
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