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ABSTRACT: Distal radius fractures are the most common fractures seen in adults, accounting for 

17.5% of all adult fractures with an approximate rate of 23.6 to 25.8 per 100,000 per year. Incidences 

in females outnumber incidences in males by a factor of three to two. Average age of occurrence is 

between 57 and 66 years. The purpose of this study was to correlate clinically the rotations of 

forearm with the radiological restoration of radial bow after Traditional Management of bone 

forearm fracture in adults. The Radius bone fixed with Varma Manipulation setting method was 

done. After during the external application of 60 ml of Neeliathy -oil applied. Bamboo splints were 

applied in the lateral and medial position of elbow to shoulder joint. Splints were kept in the lateral 

side and medial side of the elbow joint to carbal joint. Bandaging was done moderately while 

external herbal applications were applied to the fracture area. In our study the Radial bow of the 

injured forearm after Traditional Fracture management was restored to the near normal value and 

the functional outcome was excellent or good in majority of the patients. 
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1.INTRODUCTION 

Diaphysis fractures of the radius and ulna are common among humans. Sri Lanka has a well-

established traditional fracture management system (Kedum Bindum Vedakama) [1]. In Ayurveda, 

Sushruta Samhita describes Bhagna Chikithsa (treatments for fractures) [2]. Distal radius fractures 
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are most commonly seen in adults, accounting to 17.5% of all adult fractures with an approximate 

rate of 23.6 to 25.8 per 100,000 per year [3]. Fracture incidences are higher in females than males. 

Average age of occurrence is between 57 and 66 years [4]. Men who sustain distal radius fractures 

are usually younger, generally in their 40s (vs. 60s in females) [5]. Low energy injury (usually fall 

from standing height) is the usual cause of distal end of radius fracture (66 to 77% of cases) [6]. 

High energy injuries account of 10% in wrist fractures [7]. About 57% to 66% of the fractures are 

extra-articular fractures, 9% to 16% are partial-articular fractures, and 25% to 35% are complete 

articular fractures. Unstable metaphysical fractures are ten times more common than severe articular 

fractures [8]. Older people with osteoporosis who are still active are at an increased risk of getting 

distal radius fractures. The forearm consists of two bones, the radius and the ulna, with the ulna is 

located on the pinky finger side and the radius on your thumb side. Fractures of the forearm can 

occur at different levels [9]; near the wrist, at the farthest (distal) end of the bone, in the middle of 

the forearm or near the elbow and at the top (proximal) end of the bone [10]. They can occur through 

a direct blow (a fall on the forearm or direct impact from an object) or indirect injury. The latter is 

usually secondary to landing on an outstretched arm. The forearm serves an important role in the 

upper extremity function, facilitating positioning of hand in space thus helping to provide upper 

extremity with mobility [11]. The both forearm fractures are commonly encountered in trauma setup. 

Fractures of both forearm are relatively common injuries which can challenge the treating surgeon 

[12]. Mal union and Non-union occur more frequently because of difficulty in reducing and 

maintaining reduction of two parallel bones in presence of supinating and pronating muscles that 

have angulating and rotational influences. Restoration of length, opposition, axial and rotational 

alignment must be achieved if a good range of pronation and supination is to be restored [13]. Radius 

is a bone with complex angle and curve. The lateral curve is also called the radial bow. It is the most 

important curve. The radial bow plays an important role in supination and pronation [14] of the 

forearm where the radius rotates around the fixed ulna. The unique surgical anatomy of forearm 

creates problems in the treatment of fractures of the forearm. These difficult problems are obtaining 

primary osseous union and restoring normal function. A stable, simple and isolated fracture of the 

ulna (secondary to a direct blow) can be treated with a cast for about four to six weeks. Your doctor 

will closely follow your progress with X-rays to assure no displacement of the fracture and proper 

bone healing. During this time, weight lifting and bearing are not permitted. After removal of the 

cast, you will start physical therapy with specific exercises to regain full range of motion of your 

elbow and wrist and rotation of the forearm. Your doctor will increasingly allow you to lift weights 

according to how your fracture is healing. Surgery is performed in most of the forearm cases and 

usually performed through one or two incisions at different levels and sides of the forearm. The 

fractures are reduced and held together with plates and screws. After surgery your forearm will be 
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put in a short splint for comfort and protection. You will not be allowed to lift weight for six weeks 

after surgery. 

2. MATERIALS AND METHODS 

Objective  

The purpose of this study was to correlate clinically, the rotations of forearm with the radiological 

restoration of radial bow after traditional management of bone of forearm fracture in adults.  

Specific Objectives 

To study relation between the range of supination & pronation after, traditional management of bone 

of forearm fracture. 

Case Presentation  

A 28 Years old female presented to the Herbal Health Care centre, Kokuvil, Jaffna with history of 

fall on outstretched hand falling. She had complaints of pain over her left forearm. On physical 

examination, her left forearm was grossly deformed and there was swelling over her left forearm. 

Tenderness was present over her left elbow and wrist joints. The range of movement of her left wrist 

and left elbow joint were painfully restricted.  Her plain x-rays revealed distal radius fracture. 

Surgery was performed in most of the forearm cases and usually performed through one or two 

incisions at different levels and sides of the forearm. The fractures treated by holding together with 

plates and screws. After surgery forearm will be put in a short splint for comfort and protection. 

Patient will not be allowed to lift weight for six weeks after surgery. 

Operative procedure  

The radius bone fixed with Varma Manipulation and setting method. After during the external 

application 60 ml of Neeliathy -oil applied. Bamboo splints [15] were applied in the lateral and 

medial position of elbow to shoulder joint. Splints were kept in the lateral side and medial side of 

the elbow joint up to carpal joint. Bandaging was done moderately while external herbal applications 

were applied to the fracture area.  

Post-operative management  

Following above treatment for -15 days 30 ml of Murivu oil with othyam paste applied was applied 

with bamboo splints and patient was asked to perform passive and active exercises. Cissus 

quadrangularis powder 10 gm per day in three divided doses was given with luke warm water for  

30 days.  Then 30 ml of Narayana oil with 30 g paste of Ashwaganda  was applied with bamboo 

splints. Patient was asked to do the active exercises.  After traditional management of affected 

forearm, post-operative x-ray was taken to measure radial bone. Radiological measurement of radial 

bone of the injured and the uninjured side was observed. Patient was assessed clinically after 

traditional fracture management and normalcy observed by supination and pronation without pain.  
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Evaluation 

A Grace and Eversmann [16] criterion was used for evaluation of functional results. An Excellent 

rating consists of union of the fracture and at least 90 % of the normal rotation arc of the forearm.A 

Good rating requires union of the fracture and at least 80% of the normal rotation arc of the 

forearm.An Acceptable result is union of the fracture and at least 60% of the normal rotation arc of 

the forearm[17]. 

 

             

Fig. 1: Before treatment                      

 

               

 

Fig. II: In the treatment 
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Fig. III: After treatment 

3. RESULTS AND DISCUSSION 

Some fracture does not heal even patients get the best surgical or non- surgical treatment. In some 

cases, certain risk factors make it more likely that a bone will fail to heal. When a fracture fails to 

heal (Non union) the reasons for non union include avascular necrosis, the two ends are not apposed, 

infection (osteomylities), improper fixture of the fracture and soft –tissue imposition. The case study 

was done in a young patient and past medical history revealed that she was healthy and devoid of 

any metabolic disorders. The traditional system of medicine in the fracture management is combined 

with Siddha & Ayuveda and native orthopedic preparation that are capable of increased fracture 

healing activity and antimicrobial properties. Hence once applied on the immobilized fracture site, 

these medicinal preparations would enhance the healing of fracture bone and lead to proper reunion 

[19]. In the case study have used herbal oil & herbal paste it reduces swelling surrounding the 

fracture area and blood circulation around the fractured bone was regularized. It reduces the 

formation of hematoma and subsequently resolves into granulation tissue with the typical 

inflammatory cascade. In the case of chronic non union Sodhana (elimination) treatment would 

trigger the granulation tissue formation which subsequently leads to soft callus and finally triggers 

the hard callus formation. Sodana treatment was given for around 8 weeks. Once shaman treatment 

was initiated, a state of balance between osteoclast and osteoblast activities can be seen which 

strengthened the callus. With Tarpana (strengthening) treatment, the homeostasis proceeded with 

bone remolding and lead to final bone formation with complete fracture healing[20]. Studies on 

fracture healing suggest that this unidentified anabolic steroid may act on estrogenic receptors of 

the bone. Efficacy of Cissus quadrangularis on early ossification and remodeling of bones have 

been reported and it has been observed that Cissus quadrangularis acts by stimulation of metabolism 
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and increased uptake of the minerals calcium, sulphur and strontium by the osteoblasts in fracture 

healing.[21]. Cissus quadrangularis contains vitamins and steroids, which are found to have specific 

effect on bone fracture healing. The anabolic steroidal principles from Cissus quadrangularis 

showed a marked influence in the rate of fracture healing by influencing early regeneration of all 

connective tissues involved in the healing and quicker mineralization of callus. Functions of the 

forearm and hand are dependent on the combination of stability and mobility. In the fractures of the 

forearm function depends on the union of fracture and rotations of the forearm. 

4. CONCLUSION 

In the study the radial bone of the injured forearm after traditional fracture management was restored 

to the near normal value and the functional outcome was excellent or good in majority of the patients. 
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