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In this report, we present a case of treatment of fibrous dysplasia (FD) of the proximal femur with the pedicled iliac crest bone graft. An
18-year-old patient presented with hip pain and polyostotic dysplasia with involvement of the proximal femur and a history of pathological
fracture. The patient was operated on using vascularized bone graft from the iliac crest and osteosynthesis with Dynamic Hip Screw
(DHS1). With vascularized bone graft, we found an improvement on X-ray with no reabsorption, and with osteosynthesis, we controlled
the pain and prevented pathological fracture and progression of the deformity. Several other studies where the pedicled iliac crest bone
graft has been successfully used for the management of defects in the proximal femur (osteonecrosis of the femoral head and pseudar-
throsis of the femoral head) can be found in the medical literature. However, the pedicled iliac crest bone graft in a patient with FD of the
proximal femur is unique. VVC 2010 Wiley-Liss, Inc. Microsurgery 31:56–58, 2011.

The objectives of the surgical treatment of fibrous dys-

plasia (FD) are to correct the deformity, prevent patho-

logical fractures, and control the pain.1 Curettage and

graft filling is a traditional technique that has fallen into

disuse, because in most cases the graft is reabsorbed.2

Several other studies where the pedicled iliac crest bone

graft has been successfully used for the management of

defects in the proximal femur (osteonecrosis of the femo-

ral head and pseudarthrosis of the femoral head) can be

found in the English literature.3–5 Moreover, this type of

vascularized graft has already been used as a free graft

for the management of other tumors.6,7 However, the

pedicled iliac crest bone graft in a patient with FD of the

proximal femur is unique.

We describe a case of aggressive FD of the femoral

neck with severe osteolysis treated with vascularized

bone graft from the iliac crest.

CASE REPORT

An 18-year-old male patient complained occasional

pain in the left hip when attended our outpatient clinic.

His body mass index was 31 and had a history of patho-

logical diaphyseal fracture femur at 12 years old. The di-

agnosis of X-ray was FD of the femoral neck. On con-

secutive plain X-ray, progression of the disease was seen

at the level of the femur neck and head with slight varus.

On CT, we found a large radiotransparent zone with

marked thin cortical bone (see Fig. 1).

We decided to treat the lesion with curettage and

repair the bone defect with vascularized corticocancellous

graft from the iliac crest. The deep circumflex iliac ves-

sels were used as the vascular pedicle, and the graft size

was adequate for the defect of �6 cm 3 4 cm. During

the same surgical operation, percutaneous osteosynthesis

was done with Dynamic Hip Screw System (DHS1) to

ensure that the pain was controlled as well as the risk of

fracture and progression to coxa vara. Biopsy confirmed

a diagnosis of FD.

After 2 years of follow-up, the patient is asymptom-

atic, the corticocancellous graft has not been reabsorbed,

and there is X-ray evidence of an increase in bone den-

sity at the level of the neck of the femur (Figs. 2 and 3).

DISCUSSION

The main problem in FD is the development of patho-

logical fractures. These microfractures progress in the hip

to a varus deformity, which in aggressive cases forms the

so-called shepherd’s crook deformity.8 The most serious

deformities lead to involvement of the coxofemoral joint

and the development of coxofemoral arthrosis that may

make it necessary to replace the prosthesis.9 In addition,

the pain is usually caused by microfractures.

There are no strict criteria for predicting the risk of

fracture.10 Treatment should be aimed at strengthening

and straightening the bone. In our case, the patient was

obese and had a history of pathological fracture. On fol-

low-up, during its development, marked osteolysis was

seen with a clear risk of fracture but no deformity.

Simple curettage and graft filling is no longer used

because the graft tends to be reabsorbed and the lesion

reappears.2 The technique using a vascularized iliac crest

graft is described in the medical bibliography for use in
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pseudarthrosis of the femur and bone necrosis of the fem-

oral head.4,5 We believe that this graft may also be useful

in cases of dysplasia of the femoral neck as well as in

other lesions of tumoral origin affecting the proximal

third of the femur. Use of vascularized bone graft (fibula)

for treatment has also been reported11 and can be used as

an alternative because the vascularized fibular graft is

more technical demanded.

The patient did not undergo postoperative MRI or CT

study, but we recognize that this would be the ideal to

assess whether the bone is vascularized.

Osteosynthesis with DHS1 allowed the patient to

safely bear weight earlier, controlled the pain produced

by microfractures, and prevented deformity (coxa vara of

the proximal femur). In advanced cases with obvious de-

formity, corrective osteotomy may be performed. This is

recommended when the cervico-diaphyseal angle of the

proximal femur is less than 1208.
Reconstruction with bone grafts in combination with

a durable osteosynthesis in mechanically demanding loca-

tions, as in the femur, reduces the revision rate in

patients with monoostotic and polyostotic FD.12 No sin-

gle type of internal fixation appears to offer a major

advantage.12,13

Progression of varus deformity and recurrent fracture

occurs at an early age and is common even after puberty

in spite of aggressive orthopedic treatment with this dis-

ease.13 One should not expect the frequency of fractures

to decrease after puberty.14 According to our review, we

not recommend that the internal fixation be systematically

removed.

Although the outcome in our isolated case was good,

randomized controlled studies are necessary to demon-

strate the true validity of vascularized iliac crest graft in

the treatment of FD of the proximal femur without defor-

mity, and long-term follow-up of the patient would be

beneficial.
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Figure 2. (a) One month after operation, and (b) 24 months after

operation.

Figure 3. (a) One month after operation, and (b) 24 months after

operation.

Figure 1. X-ray and CAT at the age of 18 years.
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