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- Fractures of the distal radius are common injuries 
that are often treated with surgery

- The “workhorse” approach to the volar distal radius 
for plate placement employs the internervous 
interval between flexor carpi radialis (FCR) and 
brachioradialis. Elevation of pronator quadratus 
(PQ) then exposes the volar radius cortex 

- Flexor carpi radialis brevis (FCRB) is a rare 
anomalous flexor of the wrist. FCRB originates on 
the volar radius, deep to flexor pollicis longus 
(FPL), and has longitudinal muscle fibers that 
differentiate it from PQ

- In two patients, FCRB was identified 
intraoperatively during the volar approach to a 
radius fracture

- Knowledge of anomalous muscles during surgical 
dissection can help surgeons proceed safely and 
efficiently

- Make a longitudinal skin incision over the FCR 
tendon. Mobilize the FCR tendon and incise the 
tendon sheath to enter the volar compartment

- Confirm a suspected FCRB by pulling proximal 
tension on its tendon, which will result in isolated 
wrist flexion

- Develop the interval between FCRB and BR

- Sharply elevate FCRB and PQ from bone in a 
radial to ulnar fashion. Ulnar retraction of these 
muscles protects vital neurovascular structures 
and exposes the fracture site for reduction and 
internal fixation

- Perform open reduction internal fixation (ORIF) 
of the fracture in the usual fashion

- Let the FCRB and PQ rest over the plate 
following ORIF. Repair may be performed, if 
surgeon prefers, but is not necessary

- Place the patient in a post-operative dressing or 
splint per the surgeon’s preferred technique
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Case 1 Case 2

A 33-year-old right-hand-dominant male heavy 
machine operator sustained a metadiaphyseal 
radius fracture in a motorcycle accident 
(Figure 1). Surgery was recommended to 
restore alignment.

Figure 1: Left wrist x-rays demonstrate a 
metadiaphyseal distal radius fracture.

A standard volar approach to the distal radius 
was performed. When the volar forearm 
compartment was entered, an anomalous 
forearm muscle with longitudinal muscle 
fibers were encountered (Figure 2). 

Figure 2: Volar approach to the distal radius 
with the FCR tendon sheath incised. The hand 
(distal) is to the left. The FCR tendon (X) 
appears longer and flatter than normal and has 
an unusually proximal muscle belly. FCRB 
(asterisk) is present distally. 

A 58-year-old right-hand-dominant female 
sustained a distal radius fracture from a fall 
while jogging.  A standard volar approach to the 
distal radius was performed and FCRB was 
encountered (Figure 5). 

Figure 5: The hand (distal) is to the left. When 
tension was applied to the FRCB tendon (freer 
elevator), isolated wrist flexion was observed. 
The asterisk denotes the FCRB muscle belly.

- In two patients, safe exposure and reduction of 
distal radius fractures were performed by 
elevating the muscle with PQ in a radial to ulnar 
fashion

- This approach protects the median nerve and 
preserves its innervation and blood supply from 
the anterior interosseous neurovascular bundle

- Awareness of the anomalous muscles such as 
FCRB can guide surgeons and anatomists during 
dissection of the volar forearm
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Figure 3: Ulnar retraction of FPL reveals the 
broad origin of FCRB (asterisk) on the volar 
surface of the radius (arrow).

Figure 4: Described insertions include the base 
of the second metacarpal (red), base of the 
third metacarpal (blue), and between the 
second and third metacarpal (green). 
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