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Introduction 

   Orthopaedic surgeons have long been fascinated with fractures of the 

femur, the largest and strongest bone in the body.  

   In healthy adults this bone will not fracture without considerable 

violence, making femoral fractures major injuries that are commonly the 

result of high-energy trauma, often associated with other complex injuries 

and forming part of a life-threatening injury pattern. 

  Accordingly, femoral fractures have become the index bony injury in 

fracture research associated with severe polytrauma and the subject of 

extensive work relating the management of fractures to the care of the 

whole patient.
 1
 

   Femoral fractures should be considered in two ways: first, according to 

the general physiologic effects of severe injury and the wider effects of 

their treatment, and second, with regard to their anatomic patterns and 

relevant biomechanical management issues.
 2
 

    There are many methods for the treatment of femur shaft fractures. The 

surgeon must be aware of the indications, advantages and disadvantages 

of each treatment option and decide the appropriate treatment method for 

each patient individually. 
2
   

   Fracture type, location, presence of comminution or not, patient age, 

and lifestyle expectation are important factors when selecting the 

treatment method.
 2
  

  The initial mechanical concept of osteosynthesis of long bone fractures 

aimed at perfect anatomic reduction and stable fixation. Primary bone 

healing without external callus formation was the target. 
3 

 However, in comminuted fractures, anatomic reduction requires 

extensive soft tissue stripping and subsequent damage to the blood supply 

at the fracture site.
 3
 

   After observing the better results with closed intramedullary nailing 

(IMN) in comminuted fractures, priority changed from a mechanical to 

biological basis.
 3
 


