


Other possible options for this patient’s presentation include lateral plate or intramedullary nail 
fixation with auto/allograft reconstruction, distraction osteogenesis, distal femur replacement, 
or some form of intercalary spacer. Of the listed options, fixation with allograft reconstruction is 
the most common with good survivorship,1 but they have a high complication rate and added 
risk of host rejection.2,3,4,5 Vascularized autograft was not an option due to the size of the defect. 
One of our goals was to preserve the patient’s native knee, so distal femur replacement was not 
a reasonable option as well. Since early mobilization was of utmost importance, distraction osteo-
genesis was not a reasonable option. Intercalary endoprostheses allow for early mobilization and 
eliminate several allograft complications.1 This is imperative in this patient population to decrease 
morbidity and mortality, allowing for post-operative chemotherapy and local radiation early in 
their course without causing unnecessary harm to the construct. Historically, intercalary endo-
prostheses had to be custom-made and posed several difficulties during implantation which are 
similar to the modular first generation intercalary endoprostheses; these include: Neuropraxia via 
intraoperative distraction to implant the construct because each intercalary junction is assembled 
with the nail before they are connected, Lack of independent rotation relative to the proximal and 
distal nails to connect the ends, and Shorter nails in the remaining intramedullary canal caus-
ing increased risk of aseptic loosening.6 Merete® OsteoBridge™ IDSF Fixation System 
is a viable modular intercalary endoprosthesis that allows intraoperative implant and rotational 
adjustments while nails are cemented or locked in the intramedullary canal.7 Further this system 
provides the option to use variable nail diameters and more fitted to the anatomic curvature 
of various long bones. Therefore, the Merete® OsteoBridge™ IDSF Fixation System 
provided a successful outcome for this patient with the added benefit of early weight bearing and 
allowing post-operative chemotherapy +/- radiation without complication, despite the patient not 
requiring it.
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