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Abstract: 

 

 Background and Objectives:  

The management of femoral shaft fractures in pediatric age has always been a subject of discussion.  In this study, we 

are ascertaining the functional outcomes following the use of Titanium Elastic Nails  for diaphyseal femoral fractures in 

children. 

 

 Material and Methods:  

This prospective observational study was performed on 23 patients of age 5 to 15 years with diaphyseal femur 

fracture who were operated and fixed with intramedullary TENS in the  Department of Orthopedics, BP Koirala Institute 

of Health and Sciences from May 2020 to April 2021. Patients were evaluated to ascertain the functional outcomes of 

titanium elastic nail fixation in diaphyseal fracture of femur in pediatric age group using Flynn’s scoring criteria. 

 

 

 Result:  

All 23 patients were evaluated for a period of 6 months. Radiological union in all cases were attained in a mean time 

of 14.61 weeks. Average duration of hospital stay was 4.3 days. Limb length discrepancy and malalignment were notable in 

none of the cases. The results were excellent in 21 patients (91.3%), satisfactory in 2  (8.7%) and poor in zero patient(0%) 

at 6 month period. 

 

 Conclusion:  

Based on these results, TENS is a safe, mini-invasive, reliable, rapid and efficacious method for the management of 

diaphyseal femur fractures  in children. 
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I. INTRODUCTION 

 

Femoral shaft fracture is a debilitating injury in 

children[1]. Diaphyseal femur fractures represent 1.7% of all 

fractures in children[2]. The mechanism of injury is usually 

high energy, like a fall or road traffic accident. The fractures 

are commonly located in shaft region, and demands for 

operative management in most cases[3]. Intramedullary 

interlocking nail fixation is the mainstay of treatment in case 

of adult femoral shaft fractures. Likewise, the femoral shaft 

fractures in infants and toddlers are managed by spica casting, 

but the management of femur fractures in children is 

debatable. 
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Current treatment options for paediatric femoral shaft 

fracture include early spica cast application, traction, external 

fixation devices, submuscular plate fixation, elastic titanium 

nails and rigid nails[4]. The main disadvantages with different 

types of traction and plaster cast application are inability of 

the child to resume daily activities and school as a result of 

long period of bed rest and the increased financial burden due 

to long duration of hospital stay. Over a course of time, it has 
been found that the outcome of children with diaphyseal 

femur fracture is not always favorable with conservative 

management[4]. Patients in the paediatric age group (5-15 

years) are more prone to limb length discrepancy, angulation, 

malrotation and malunion who have adopted nonoperative 

interventions [5,6,7]. 

 

Femur fractures in children account for 9.8% of fractures 

seeking operative interventions; up to 76% of these fractures 

lie in shaft region, and 62% of them are fixed with elastic 

titanium nails, while plate fixation is performed in only 10% 
of the cases[9]. Operative management is advisable in femur 

fractures in children of 6-14 years age group, as this provides 

early mobilization, reduced duration of hospital stay, and 

allow early attainment of school and routine activities[10-12]. 

 

Operative management of femur fractures in children 

include external fixator, submuscular plate fixation, rigid and 

elastic intramedullary nail fixation. There are pros and cons of 

every method and there is no technique which can be declared 

ideal and most effective. In comminuted fractures, additional 

aid with external fixator may be needed along with Elastic 

Stable Intramedullary Nailing System (ESIN), while 
compression plating provides stable fixation at the cost of 

extensive soft tissue damage. Elastic nailing is mini invasive 

and better for the fractures of middle two-third of the 

diaphysis[13]. 

 

Surgical management contributes to eliminate social, 

physical and psychological burden to the patient and his 

family[14]. Although external fixators provide good stability 

and early mobilization, they are usually not preferred because 

of the likelihood of pin tract infection and refracture[15]. 

Moreover, weight bearing is usually delayed   and are mostly 
performed in case of open fractures or fractures with severe 

comminution. Antegrade intramedullary nailing is obsolete as 

there is high risk of avascular necrosis with this 

technique[16]. Plate fixation results in extensive soft tissue 

damage, high blood volume depletion, prolonged 

immobilization and is more prone to infection. 

 

The ideal treatment modality for femoral diaphyseal 

fracture in children should act as load sharing internal splint, 

promoting rapid mobilization without compromising length 

and alignment for weeks till the adequate callus formation 

occurs, also should not damage the blood vessels supplying 
the growing physis. Titanium elastic nailing system (TENS) 

has all the properties and internal fixation of diaphyseal 

fracture by TENS is getting more popular and has been more 

preferred alternative to other nonoperative and operative 

treatment methods among the children of 5-16 years. The 

biomechanical principle of TENS depends on its   

symmetrical bracing action provided by the two titanium   

nails bearing against three points inside the metaphysis of 

long bone. It contributes to adequate stability to the fractured 

bone, allowing rapid mobilization and swift integration to the 

daily and routine activities of the patients, with minimum 

complications. 

 

Results from different studies have demonstrated that 

TENS fixation assists in early mobilization, less chances of 
avascular necrosis, minimal damage to physis and less prone 

to re-fracture. Similarly, as a mini invasive technique, TENS 

fixation neither damages periosteum nor disturbs fracture 

hematoma as a result of which there is minimum chances of 

infection and loss of osteogenic tissues. Although the 

literature mentions about these several advantages of TENS 

fixation, it has not been validated in our setting. Hence this 

study was performed to ascertain the clinical and functional 

outcomes, effectiveness and efficacy of TENS fixation in   

diaphyseal femur fractures in children. 

 

II. RESEARCH METHODOLOGY 

 

A prospective observational study was conducted in the 

Department of Orthopaedics, B.P. Koirala Institute of Health 

Sciences, Dharan, Nepal, over a period of 1 year from May 

2020 to April 2021. Ethical clearance was obtained from the 

Institutional Review Committee of BPKIHS, Dharan 

(IRC/1650/019) on 15th May 2020.  

 

       The technique was well explained including 

complications and prognosis and informed consent was 

acquired from each patient’s parent. Children of age 5 to 15 
years with mid shaft fracture of femur were enrolled. Patients 

who refused to give consent or presenting with open fractures 

(Gustilo Anderson grade II and II) or neurovascular 

compromise or pathological fractures or neuromuscular 

disorders were excluded. A thorough history including 

demographic profile, methodology, pertinent clinical and 

radiological information was recorded in preset pro forma. 

Immediate skin traction application was done in Emergency 

Department and patients were scheduled for operative 

intervention after pre-anaesthetic checkup (PAC) clearance. 

Wound was inspected on second postoperative day and 
patient  were discharged and asked for follow up at 2 weeks, 6 

weeks, 3 months and 6 months at Orthopaedic outpatient 

department (OPD). 

 

All the   cases were operated by retrograde titanium 

elastic nailing system. They were fixed with two elastic nails 

of equal diameter – one from lateral entry point and the other 

from medial entry point. Patients were kept in fracture table 

with hip and knee in extension on the affected side and 

opposite hip was flexed, abducted and externally rotated and 

knee flexed.  Entry point was marked 1-2 cm proximal to the 

distal femoral physis under the fluoroscopic guidance. A skin 
incision was made at the marked entry point and a bone awl 

was used to enlarge the Medullary cavity at the same level on 

both sides of the femur shaft.  

 

The diameter of nail was determined as 30-40% of the 

diameter of isthmus which was measured radiologically as the 

narrowest diameter on anteroposterior and lateral X-ray 
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image. Nails of measured size were pre-bent and advanced 

into the medullary cavity. Fracture was reduced using F-tool 

under image guidance and manipulation. The lateral titanium 

nail was driven up to the metaphysis of greater trochanter 

whereas the medial one was advanced up to the neck of femur 

or lesser trochanteric area. Nails were inserted   in such a way 

that both nails cross the fracture site concurrently and 

rotational alignment was maintained. The ends of nail were 
cut flushing with the metaphyseal flare without bending the 

ends. Postoperative X-ray was taken on 1st postoperative day 

and immediate complication was assessed and patients were 

discharged on 2nd postoperative day after wound inspection 

(and if found satisfactory). 

 

Patients were followed up in OPD in 2 weeks, 6 weeks, 

3 and 6 months and X-rays were done to assess the 

radiological outcome at every follow up apart from first visit 

at 2 weeks. The wound was inspected and sutures were 

removed  at the end of 2 weeks. Postoperative physiotherapy 
and mobilization was initiated by trained physiotherapist on 

individual basis and patients were encouraged for gradual 

weight bearing depending upon the fracture stability, degree 

of reduction achieved and rate of fracture union.  

 

The main aim of the study was to ascertain the 

functional outcomes of titanium elastic nail fixation in 

diaphyseal fracture of femur in children using Flynn’s scoring 

criteria. 

 

Table 1 Flynn’s  Scoring  Criteria 

Parameter 
Functional Outcomes 

Excellent Satisfactory Poor 

Limb Length 

Discrepancy 
<1cm <1-2 cm >2cm 

Malalignment <5 Degrees 
<5-10 

Degrees 

>10 

Degrees 

Pain Absent Absent Significant 

Complications Absent 
Minor and 

resolved 

Major with long 

lasting morbidity 

 

The sample size estimation was based on a previous 

study[24] which reported the excellent outcome of TENS 

fixation  82.5% and with a permissible error of 20% and 

considering 10% loss to follow up, sample size was caclulated 

as 23 using one sample proportion technique.  

 

Data were entered in Microsoft Excel 2013 and 

converted into a Statistical Package for social sciences (SPSS 

11.3) for statistical analysis. Proportion, percentage, mean, 

standard deviation was calculated. Tabular presentation was 

also made. 
 

III. RESULT 

 

Initially 30 patients were considered for eligibility in this 

study. Out of 30 patients, 7 patients were not meeting the 

inclusion criteria (2 had re-fracture, 3 had Gustilo Grade II 

open fractures and 2 had pathological fracture) and they were 

excluded. A total of 23 patients were included and underwent 

TENS fixation and follow up was conducted for 6month time 

duration and subsequently analyzed. 

In this study, the number of male and female patients 

were 15 (65.2%) and 8 (34.8%) respectively. Most of the 

patients lied in the age group 5-10 years accounting 18 

(78.3%) whereas there were only 5 (21.7%) in the age group 

11- 15 years, the mean age being 9.13±1.66 yrs. Most of the 

patients presented with injury to the right thigh, which was 15 

(65.2%) whereas only 8 (34.8%) patients had injury to left 

thigh. 
 The time taken to present after injury was 1.48±0.665 

days, injury to surgery time was 3.13±0.920 days while 

duration of hospital stay was 4.30±0.7.03 days. The average 

duration of surgery was found to be 62.70±7.778 min. 

Intraoperative blood loss was found to be 38.48±10.383ml. 

The average VAS score for pain in the immediate post-

operative period was 4.13±1.058. 

 

Out of total cases, 21 (91.3%) patients did not develop 

any complications, 1 (4.35%) patient developed superficial 

infection while there was 1 (4.35%) case of bursitis. The case 
of superficial infection required a course of oral antibiotics 

but didn’t require debridement or admission. The case of 

bursitis required symptomatic treatment. 

 

Fracture was united in 18 (78.3%) patients by 12 weeks 

while it was observed by 24 weeks in another 5 (21.7%) 

patients. The average duration of fracture union was 

14.61±4.061 weeks. Twenty patients had full range of motion 

(0-140 degree) while 3 cases had mild restriction of flexion 

(0-120 degree) but none had moderate or severe restriction 

during knee flexion at final follow up at 6 months. 

 
All cases had limb length discrepancy of <1 cm and < 5 

degree of malalignment. Among the 23 patients analyzed at 3 

and 6 months, the functional outcome evaluated by Flynn’s 

Scoring system was excellent in 20(86.95%) patients, 

satisfactory in 2 (8.7%) patients and poor outcome in 1 (4.3%) 

case at 3 months whereas 21 (91.3%) cases had excellent 

outcome and 2 (8.7%) cases had satisfactory outcome and 

none of the cases had poor outcome at 6 months period. 

 

Table 2 Functional  Outcomes  Using  Flynn’s  Scoring  

Criteria 

Functional 

Outcome 

Time Duration 

At 3 months At 6 months 

Excellent 20 (86.95%) 21 (91.3%) 

Satisfactory 2 (8.70%) 2 (8.7%) 

Poor 1 (4.35%) 0 

 

IV.       DISCUSSION 

 
While pediatric femur fractures are frequently seen in 

our hospital's emergency room, there are no established 

guidelines or protocols for their management, despite 

significant research in this area[36]. Femur fractures in 

children under 5 years are often effectively managed with 

conservative treatment using spica casting[37]. Femur 

fractures in children older than 15 years are usually managed 

with interlocking intramedullary nails, leading to few 

complications[38]. The management of femur fractures in 

children aged 5 to 15 years remains a topic of debate. For 
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children in this age group, with weight below 50 kg and with 

length-stable fractures, closed reduction and elastic  titanium 

nail fixation are generally considered as more desirable 

management modality[39]. 

 

In our study there was a male predominance; 15 (65.2%) 

cases were male patients. The predominance of males may be 

because of their greater engagement in outdoor activities like 
playing, climbing tree and contact sports in comparison to 

their female counterparts. In the study by Jolley A et al.[40] 

there was male predominance (32 in number) as compared to 

female (28 in number).  

 

Similarly, most of the patients were of 5-10 years, with 

the mean age being 9.13 years (S.D. 1.66 years). In the study 

by Olivo et al.[41], the average age was 8.4±2.3 years for 

cases treated with TENS. Majority of the patients presented 

with injury to the right thigh, the dominant side. The affected 

side was right in 15 (65.2%) patients whereas 8 (34.8%) cases 
were affected on left side. In the study by Arora K K et al.[7]  

right side was injured in 52 % of cases, 44% had injury on left 

side and 4% had bilateral injury.  

 

Similarly, the most frequent cause of injury was a fall 

from height, accounting for 11 patients (47.8%) and 7 

(30.4%) patients with fall on ground. In the remaining 5 

(21.7%) patients, RTA was the cause of the injury. In the 

study by Jolley A et al.[40] the most common cause of injury 

was road traffic accidents (RTA), following which were fall 

from height and sports injuries. Amongst the 234 patients 

evaluated by Flynn JM et al.[1], the most common cause of 
injury was road traffic accidents (RTA) (58.1%) followed by 

fall on ground (19.6%) and only 28.8% cases presented with 

fall from height.  

 

Moreover, the average time from injury to surgery was 

3.13 days (S.D.0.92 days). Arora K K et al.[7] observed in 

their study that eighty percent of patients underwent surgery 

within 2 days of injury, 12% were operated on between 3 to 5 

days, and 8% presented after 5 days, with surgery performed 

on the 7th day. 

 
In this present study, the average time of hospital stay 

was 4.30 days (S.D. 0.703 days). Vishwanath et al.[4] 

observed the mean hospital stay was 8.8 days while the 

average duration of hospital stay was 8.1 days in the study 

performed by Bhuyan BK et al[24]. The mean duration of 

surgery (time from skin incision to closure) was 62.70 

minutes (S.D. 7.778 minutes). The time period of surgery in 

the study conducted by Reddy et al.[42] was 83.0 minutes.  

 

The average blood loss was 38.48±10.383 ml and the 

number of patients requiring blood transfusion was nil. The 

result was similar to the study of Reddy et al.[42] in which the 
average blood loss was 45.3±6.58 ml.  

 

Furthermore, the mean duration of fracture union was 

14.61±4.061 weeks. In the study by Reddy et al.[42], they 

found the radiological union in 11.3±1.22 weeks. The mean 

duration of union was 8.3 weeks in the study by Memeo et 

al.[30] while it was 11.1  and 8.7 weeks in the study 

performed by Vishwanath et al.[4] and Saikia et al.[28] 

respectively. 

 

In our study, significant limb length inequality was not 

noted. All cases of limb length inequality were ≤ 1cm. In the 

study by Ho CA et al.[32], 7.6% of the cases had limb length 

discrepancy > 1cm at 6 months while only 2.19% cases had 

persistent limb length discrepancy > 2cm. Also, clinically 
significant malalignment in any plane was not found in 

patients treated with TENS fixation. Malalignment was <5 

degree in all the patients. In the study by Sarkar S et al.[26]  

varus angulation was found in 4 (5.71%) patients with TENS 

fixation. Ligier JN et al.[43] reported 11% patients with  

malalignment who were operated with TENS fixation.  

 

Regarding postoperative complication, there was no 

complication in 21 (91.3%) patients while there was 1 

(4.35%) case of superficial infection and skin irritation each. 

In a study by Bhuyan BK et al.[24], there were 2 cases of 
superficial infection and 7 cases of skin irritation. Superficial 

infection was noted in 4 (1.7%) and 2 (10.5%) cases in the 

study by Flynn JM et al.[1] and Bar-on et al.[33] respectively. 

Similarly, 20 (86%) patients had full range of motion (0-140 

degree of flexion). Three cases had mild restriction of flexion 

(0-120 degree). In the study by Arora KK et al.[7] eighty 

percent of patients achieved a full range of knee movement, 

while 20% experienced mild restriction in movement. The 

patients presenting with moderate or severe restriction of 

movements was nil in our study.  

 

This study showed excellent result in 21 (91.3%) cases 
whereas satisfactory result in 2 (8.7%) patients. None of the 

cases had poor outcome. In a study conducted in 40 patients 

by Bhuyan BK et al.[24], an excellent outcome was observed 

in 33 patients (82.5%), while 7 patients (17.5%) had a 

satisfactory result. Similarly, Memeo et al.[30] reported the 

patients having excellent, satisfactory and poor result as 82% 

,14% and 4% respectively. 

 

The lower incidence of surgical wound complications, 

reduced operative time, minimal blood loss, and quicker 

recovery with titanium nails in treating pediatric femur 
fractures, as observed in our study, aligns with findings from 

other similar studies and case series. This supports titanium 

elastic nailing as the preferred method for fixing femur 

fractures in children aged 5 to 15 years. Another treatment 

option for elastic intramedullary nailing for pediatric femur 

fractures is fixation with compression plates. While 

compression plates offer greater fracture stability, they are 

associated with enormous risk of implant failure[44]. 

Compression plating is also associated with higher rates of 

infection, significant soft tissue dissection, disturbance to 

fracture hematoma and a greater risk of delayed fracture 

healing[45]. Moreover, it also results into higher chances of 
stiffness around the knee joint. 

 

To focus on the limitation of our study ,it was a study 

with a less sample size conducted in a single institution and 

follow-up was done for a smaller period of time due to which 

complications like knee stiffness and malalignment were 

difficult to be assessed appropriately. So, a prolonged study 
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period with a greater number of participants is suggested for a 

more comprehensive assessment and improved management 

of complications. 

 

V. CONCLUSION 

 

On the basis of  these findings, it can be ascertained that 

the Titanium Elastic Nailing System (TENS) is an excellent 
approach for treating pediatric femoral diaphyseal fractures. It 

confers elastic mobility  which aids in quick fracture healing 

and provides stability, making it well suited for early 

mobilization, with less complications and better results in 

comparion to other treatment methods. As it favors early 

weight-bearing, faster union and negligible hindrance to bone 

growth, intramedullary TENS fixation can be seen as a more 

physiological management strategy. TENS fixation is a 

simple, consistent, minimally invasive, effective and physeal-

protective technique for the ultimate management of femoral 

diaphyseal fractures in pediatric age group . 
 

REFERENCES 

 

[1]. Flynn JM, Skaggs D, Sponseller PD, Ganley TJ, Kay 

RM, Leitch KK. The operative management of pediatric 

fractures of the lower extremity. JBJS. 2002 Dec 

1;84(12):2288-300. 

[2]. McCartney D, Hinton A, Heinrich SD. Operative 

stabilization of pediatric femur fractures. The 

Orthopedic clinics of North America. 1994 

Oct;25(4):635-50. 

[3]. Loder RT, Feinberg JR. Epidemiology and mechanisms 
of femur fractures in children. Journal of Pediatric 

Orthopaedics. 2006 Sep 1;26(5):561-6. 

[4]. Vishwanath C, Satheesh GS. Surgical outcome of 

fracture shaft femur in children using flexible 

intramedullary nailing. International Journal of 

Orthopaedics. 2017;3(3):1137-51. 

[5]. Momberger N, Stevens P, Smith J, Santora S, Scott S, 

Anderson J. Intramedullary nailing of femoral fractures 

in adolescents. Journal of Pediatric Orthopaedics. 2000 

Jul 1;20(4):482-4. 

[6]. Lee SS, Mahar AT, Newton PO. Ender nail fixation of 
pediatric femur fractures: a biomechanical analysis. 

Journal of Pediatric Orthopaedics. 2001 Jul 1;21(4):442-

5. 

[7]. Arora KK, Singh S, Chaudhary P, Kapila R, Sharma R, 

Singh M. Evaluation of surgical fixation of paediatric 

diaphyseal long bone fractures in lower limb with 

elastic stable intramedullary nailing (Esin). International 

Journal of Orthopaedics. 2017;3(4):501-4. 

[8]. Hunter JB. The principles of elastic stable 

intramedullary nailing in children. Injury. 2005 

Feb;36:A20. 

[9]. Ward WT, Rihn JA. The impact of trauma in an urban 
pediatric orthopaedic practice. JBJS. 2006 Dec 

1;88(12):2759-64. 

[10]. Karn MA, Ragiel CA. The psychologic effects of 

immobilization on the pediatric orthopaedic patient. 

Orthopaedic nursing. 1986 Nov 1;5(6):12-6. 

 

[11]. Hughes BF, Sponseller PD, Thompson JD. Pediatric 

femur fractures: effects of spica cast treatment on family 

and community. Journal of pediatric orthopedics. 1995 

Jul 1;15(4):457-60. 

[12]. Kirby RM, Winquist RA, Hansen Jr ST. Femoral shaft 

fractures in adolescents: a comparison between traction 

plus cast treatment and closed intramedullary nailing. 

Journal of Pediatric Orthopaedics. 1981 Oct 1;1(2):193-
8. 

[13]. Scherl SA, Miller L, Lively N, Russinoff S, Sullivan 

CM, Tornetta III P. Accidental and nonaccidental femur 

fractures in children. Clinical Orthopaedics and Related 

Research (1976-2007). 2000 Jul 1;376:96-105. 

[14]. Carey TP, Galpin RD. Flexible intramedullary nail 

fixation of pediatric femoral fractures. Clinical 

Orthopaedics and Related Research®. 1996 Nov 

1;332:110-8. 

[15]. Aronson J, Tursky EA. External fixation of femur 

fractures in children. Journal of Pediatric Orthopaedics. 
1992 Mar 1;12(2):157-63. 

[16]. Beaty JH, Austin SM, Warner WC, Canale ST, Nichols 

L. Interlocking Intramedullary nailing of femoral-shaft  

fractures in  adolescents: preliminary results and 

complications. Journal of pediatric orthopedics. 1994 

Mar  1;14(2):178-83. 

[17]. Kocher MS, Sink EL, Blasier DR, Luhmann SJ, 

Mehlman CT, Scher DM, Matheney T, Sanders JO, 

Watters III WC, Goldberg MJ, Keith MW. Treatment of 

pediatric diaphyseal femur fractures. JAAOS-Journal of 

the American Academy of Orthopaedic Surgeons. 2009 

Nov 1;17(11):718-25. 
[18]. Hinton RY, Lincoln A, Crockett MM, Sponseller P, 

Smith G. Fractures of the femoral shaft in children. 

Incidence, mechanisms, and sociodemographic risk 

factors. JBJS. 1999 Apr 1;81(4):500-7. 

[19]. Egol KA, Koval KJ, Zuckerman JD. Handbook of 

fractures. Lippincott Williams & Wilkins; 2006. 

[20]. Schwend RM, Werth C, Johnston A. Femur shaft 

fractures in toddlers and young children: rarely from 

child abuse. Journal of Pediatric Orthopaedics. 2000 Jul 

1;20(4):475-81. 

[21]. Hedlund R, Lindgren U. The incidence of femoral shaft 
fractures in children and adolescents. Journal of 

Pediatric Orthopaedics. 1986 Jan 1;6(1):47-56. 

[22]. Bandil D, Bandil MG. Assessment of Results of 

Treatment of Paediatric  Femoral  Diaphyseal Fractures 

with Titanium Elastic  Nails.  International Journal of 

Contemporary Medicine Surgery and Radiology. 

2018;3:111-3. 

[23]. Baig MS, Thutari N, Kodandapani K, Vadlamani KV, 

Tilak M. Comprehensive study of management of 

diaphyseal fractures of long bones in children by 

titanium elastic nailing system. Journal of Evolution of 

Medical and Dental Sciences. 2019 Apr 1;8(13):969-74. 
[24]. Bhuyan BK, Singh SM. Titanium elastic nailing in 

pediatric femoral diaphyseal fractures in the age group 

of 5–16 years–A short term study. Journal of clinical 

orthopaedics and trauma. 2014 Dec 1;5(4):203-10. 

 

 

https://doi.org/10.5281/zenodo.14737956
http://www.ijisrt.com/


Volume 10, Issue 1, January – 2025                              International Journal of Innovative Science and Research Technology 

ISSN No:-2456-2165                                                                                                            https://doi.org/10.5281/zenodo.14737956 

 

 

IJISRT25JAN821                                                                www.ijisrt.com                     939 

[25]. Garner MR, Bhat SB, Khujanazarov I, Flynn JM, 

Spiegel D. Fixation of length-stable femoral shaft 

fractures in heavier children: flexible nails vs rigid 

locked nails. Journal of Pediatric Orthopaedics. 2011 Jan 

1;31(1):11- 6. 

[26]. Sarkar S, Bandyopadhyay R, Mukherjee A. Titanium 

Elastic Nail- Complications in the Treatment of 

Paediatric Diaphyseal Fracture of Femur. The Open 
Orthopaedics Journal. 2013;7:12. 

[27]. El-Adl G, Mostafa MF, Khalil MA, Enan A. Titanium 

elastic nail fixation for paediatric femoral and tibial 

fractures. Acta Orthopaedica Belgica. 2009 Aug 

1;75(4):512. 

[28]. Saikia K, Bhuyan S, Bhattacharya T, Saikia S: Titanium 

elastic nailing in femoral diaphyseal fractures of children 

in 6-16 years of age. Indian J Orthop. 2007 

Oct;41(4):381-5 

[29]. Siddiqui AA, Abousamra O, Compton E, Meisel E, 

Illingworth KD. Titanium elastic nails are a safe and 
effective treatment for length unstable pediatric femur 

fractures. Journal of Pediatric Orthopaedics. 2020 Aug 

7;40(7):e560-5. 

[30]. Memeo A, Panuccio E, D’Amato RD, Colombo M, 

Boero S, Andreacchio A, Origo C, Pedretti L. 

Retrospective, multicenter evaluation of complications 

in the treatment of diaphyseal femur fractures in 

pediatric patients. Injury. 2019 Feb 7. 

[31]. Greisberg J, Bliss MJ, Eberson CP, Solga P. Social and 

economic benefits of flexible intramedullary nails in the 

treatment of pediatric femoral shaft fractures. 

Orthopedics. 2002 Oct 1;25(10):1067-70. 
[32]. Ho CA, Skaggs DL, Tang CW, Kay RM. Use of flexible 

intramedullary nails in pediatric femur fractures. Journal 

of Pediatric Orthopaedics. 2006 Jul 1;26(4):497-504. 

[33]. Bar-on E, Sagiv S. and Porat S. ‘External fixation or 

flexible intramedullary nailing for femoral shaft 

fractures in children’. J Bone Joint Surg (Br) 1997; 79-

B: 975-8. 

[34]. Heinrich SD, Drvaric DM, Darr K, MacEwen GD. The 

operative stabilization of pediatric diaphyseal femur 

fractures with flexible intramedullary nails: a 

prospective analysis.Journal of Pediatric Orthopaedics. 
1994 Jul 1;14(4):501-7. 

[35]. Salem KH, Keppler P. Limb geometry after elastic 

stable nailing for pediatric femoral fractures. JBJS. 2010 

Jun 1;92(6):1409-17. 

[36]. Kocher MS, Sink EL, Blasier RD, Luhmann SJ, 

Mehlman CT, Scher DM, Matheney T, Sanders JO, 

Watters III WC, Goldberg MJ, Keith MW. American 

Academy of Orthopaedic Surgeons clinical practice 

guideline on treatment of pediatric diaphyseal femur 

fracture. JBJS. 2010 Jul 21;92(8):1790-2. 

[37]. Rasool MN, Govender S, Naidoo KS. Treatment of 

femoral shaft fractures in children by early spica casting. 
South African Medical Journal. 1989;76(8). 

[38]. Raney EM, Ogden JA, Grogan DP. Premature greater 

trochanteric epiphysiodesis secondary to intramedullary 

femoral rodding. Journal of pediatric orthopedics. 

1993;13(4):516-20. 

 

[39]. Fein LH, Pankovich AM, Spero CM, Baruch HM. 

Closed flexible intramedullary nailing of adolescent 

femoral shaft fractures. Journal of orthopaedic trauma. 

1989;3(2):133-41. 

[40]. Jolly A, Patil NV, Bansal R, Pattanshetti V. 

Comparative study of the outcome of pediatric femur 

diaphyseal fractures treated with titanium elastic nails 

vs. compression plates. Int J Res Orthop. 2017 
Jan;3(1):80-5. 

[41]. Olivo CA, Ibargüengoytia JA, Cavazos FV, Salazar JF, 

Moreno JA. Diaphyseal Femur Fractures in Children: 

A Preliminary Study Comparing the use of Elastic 

Stable Intramedullary Nailing (ESIN) Versus Locking 

Compression Plates (LCP). J Musculoskelet Disord 

Treat. 2017;3:029. 

[42]. Reddy R, Reddy S, Uniyal P, Reddy R. Comparative 

study between titanium elastic nailing (TENS) and 

dynamic compression plating (DCP) in the treatment of 

femoral diaphyseal fractures in chidlren.J Evid Based 
Med. 2015 Jul;2(32)4822-4835. 

[43]. Ligier JN, Metaizeau JP, Prévot J, Lascombes P. Elastic 

stable intramedullary nailing of femoral shaft fractures 

in children. The Journal of Bone and Joint Surgery. 

British volume. 1988 Jan;70(1):74-7. 

[44]. Becker T, Weigl D, Mercado E, Katz K, Bar-On E. 

Fractures and refractures after femoral locking 

compression plate fixation in children and adolescents. 

Journal of Pediatric Orthopaedics. 2012 Oct 1;32(7):e40-

6. 

[45]. Caird MS, Mueller KA, Puryear A, Farley FA. 

Compression plating of pediatric femoral shaft fractures. 
Journal of Pediatric Orthopaedics. 2003 Jul 1;23(4):448-

52. 

 

https://doi.org/10.5281/zenodo.14737956
http://www.ijisrt.com/

