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Abstract: We report in this work our experience of an inter-tibio-fibular graft 

(ITFG) performed to treat a tight aseptic pseudarthrosis of the lower quarter of 

the right leg in a 57-year-old patient with chronic smoking. This technique was 

beneficial to us and allowed us to have a satisfactory consolidation and a good 

result after a follow-up of 2 years. 
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INTRODUCTION 

Fractures of the lower quarter of the leg are often complicated by septic 

or aseptic pseudarthrosis, and chronic smoking is a contributing factor. The 

treatment is surgical, whose stake is to achieve a consolidation of the fracture 

without axis defect or length defect. GITP is an ideal treatment, but it can only be 

performed if the vascular state of the affected leg allows is good, involving a 

mastery of the technique and these complications. 

 

CASE REPORT 

This is a 57-year-old patient with chronic smoking operated for fracture 

of fracture to the lower quarter of the leg with fracture of the head of the fibula by 

intramedullary nailing with double locking proximal and distal dynamic type with 

closed focus, but whose evolution had shown a delay in consolidation at 6 months 

of follow-up and then a lack of consolidation of the fracture site at 10 months of 

evolution with clinically persistent pain and mobility of the fracture site. 

 

The paraclinical assessment included a 

standard radiograph that showed a consolidation delay 

on the face and profile (Figure 1), a CT scan that 

confirms the absence of callus and Bone Bridge, and a 

biological assessment excluding any sepsis. 

 

Therefore, the diagnosis of tight aseptic 

pseudarthrosis was retained. Therefore a CT scan was 

performed for evaluation of the vascular state of the 

affected limb, and lastly, there is no problem of 

permeability of the main arteries. 

 

 Surgical treatment with ITFG technique has 

been advocated. 

 

The instalation:(Figure 3) 

 Ventrale decubitus 

 Pneumatic tourniquet at the root of the thigh 

 Facing the fracture site and preparing the posterior 

superior iliac crest 

 

 

 

 

Avotivation of the pseudarthrosis focus 

 First postero-external way of the leg passing 

through the muscular interstice between the long 

hallux prominent forwards and the soleus muscle 

behind (Figure 4) 

 Decorporation of the tibial and fibular cortical over 

a length of 8 cm (Figure 5) 

 Autograph graft taken from postero-superior iliac 

crest, an 8 cm fragment was taken (Figure 6) 

 

Implementation of the graft 

 Use of a Mehari davierr in the interosseous space 

for well exposure (Figure 7) 

 Interposition of the graft in space (Figure 8) 

 Fixing with two pins (Figure 9) 

 

 Consolidation of the graft was obtained at 4 

month. The final control X-ray shows the bone bridge 

(Figure 10) 

 

The decline at 2 years shows a patient satisfied 

with the treatment with a mobile and functional indolent 

leg. 
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Fig-1: X-Ray shows Pseudarthrosis of the leg 

 

 
Fig-2: The installation 

 

 
Fig-4: Surgical approach 

 

 
Fig-5: Decorporation of the tibial and peroneal cortical over a length of 8 cm 
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Fig-6: Autograph graft taken from posterior superior iliac crest 

 

 
Fig-7: Meharidavier in the space 

 

 
Fig-8: Interposition of the graft in space 

 

 
Fig-9: Fixing with two pins 
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Fig-10: X-Ray after 8 months 

 

DISCUSSION 
ITFG has been used since the 1960s for the 

treatment of pseudarthrosis of the leg, septic and 

aseptic, as well as its loss of substance. It consists of 

creating a tibio-fibular synostosis on both sides of the 

fracture site allowing bone continuity of the leg playing 

the role of bypass of pseudarthrosis [1]. 

 

The challenge with this technique is to obtain a 

stable, indolent and functional leg without axis or length 

defects. It consists of interposing the allograft or, more 

often, the autograft, taking antero-inferior or postero-

superior iliac crest, in the interosseous space between 

two sharpened portions of the tibia and fibula over a 

distance stretching 3 to 4 cm above and below the 

pseudoarthrosis focal point [2]. 

 

The interposed graft can be held in place 

simply by the biomechanical pressure exerted by the 

tibia and fibula or, if the fragment does not repal the 

interosseous space, provisional osteosynthesis by pins 

taking the fibula, the graft and the tibia can be achieved 

until at least obtaining a fibrous callus [3]. 

 

As for the stabilization of the focal point of 

pseudathrosis or the loss of substance it will be 

imperatively assured by an internal osteosynthesis of 

the type of nailing or else by external fixator in the 

event of sepsis associated [4]. 

 

The GITP almost constantly leads to the 

consolidation of the nonunion center: 98% for 

EVRARD more than 90% for VIDAL and COLL [5]. 

However, VIDAL reports a fairly high number of 

failures (13 out of 47 GITP cases) related to, according 

to him, technical errors due to the variety of operators. 

Moreover, failures of ITFG can be successfully 

resumed by iterative ITFG [6]. In severe bone loss, an 

anterior diaphyseal graft [7] is of great interest. The use 

of the opposite fibula [5] has been proposed in some 

cases.  

 

 

 

CONCLUSION 

Our study confirms the interest of GITP as an 

intervention of choice in the treatment of pseudarthrosis 

of the leg, because of the constancy of its success on the 

consolidation and to a lesser degree on the infection. It 

remains in the surgical arsenal of the surgeon, the least 

expensive intervention. It can significantly shorten the 

duration of hospitalization and disability, if it is 

performed early, before the often complete scarring of 

skin lesions. 
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