case report

Solitary osteochondroma of the proximal
femur causing sciatic nerve compression
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Osteochondromas (OC) are the most common benign tumors of the bones. They are most fre-
quently found near the knee joint and are typically asymptomatic. The presence of OC near the hip
joint is rare. In addition, OC is an extremely uncommon cause of sciatica. We present a rare case

of OC of the proximal femur. The patient presented with left hip pain and manifestations of sciatic
nerve compression. Surgical excision was performed. The diagnosis was confirmed postoperatively

by histopathology.
SIMILAR CASES PUBLISHED: 1

steochondromas (OC) are hamartomatous

proliferations of both bone and cartilage that

are thought to arise from trapped growth-
plate cartilage, extend through the cortex, and grow
via endochondral ossification beneath the periosteum.!
This process of OC development may explain the ten-
dency of OC to involve long bones, such as the distal
femur, the proximal tibia, and the proximal humerus.?
Typically, OC arise within the first three decades of life
and affect children and adolescents. The majority of
OC are asymptomatic and are found incidentally.>* The
main purpose of this study is to illustrate a rare cause
of sciatic nerve compression and how this compression
was treated.

CASE

A 25-year-old female not known to have any medical
illness presented to our clinic complaining of left hip
and buttock pain, limitation of left hip joint movement,
numbness and mild tingling in the plantar and dorsal
aspects of the left foot and a palpable mass in the pos-
terior aspect of the left thigh for the prior 6 months.
Examination of the patient revealed an immobile mass
measuring approximately 10 cmx6 cm in the left but-
tock, left hip flexion limited to 60° due to pain, and
weakness of both ankle plantar flexion and dorsiflex-
ion. Radiographs of the left hip revealed a pedunculat-
ed osseous mass measuring approximately 7.5 cmx6
cm attached to the posteromedial aspect of the femo-

ral neck just above the lesser trochanter (Figures 1-3).

The mass was excised through a posterior approach
with the patient in the right lateral decubitus position,
as described by Yu et al.® The sciatic nerve was dissect-
ed and isolated from the OC. An osteotome was used
to excise the tumor (Figure 4). The femoral neck was
examined intraoperatively, and there were no cracks or
defects to be fixed. A histopathological report indicat-
ed that the tumor was an OC with a cartilaginous cap
of less than 1 cm (Figure 5). Postoperatively, the pa-
tient reported improvement in numbness and tingling
sensation in the foot, but continued to experience mild
buttock pain. At 10-month follow-up, the patient had
full resolution of the sensory and motor function of the
sciatic nerve. Radiographs of the hip revealed no evi-
dence of heterotrophic ossification or avascular necro-
sis of the hip Figure 6.

DISCUSSION

Differential diagnosis for sciatic nerve compression in
non-traumatic young adult patients may be divided
into intraspinal and extraspinal categories of anatomi-
cal etiology.® Lumbar disk herniation and spinal steno-
sis are the most common causes of this compression.
Piriformis syndrome is an example of an extraspinal
cause of sciatica.” A pelvic bone tumor such as an OC
is another example of an extraspinal pathology.®> Other
relatively uncommon causes of sciatic nerve compres-
sion include vascular malformations, infectious diseas-
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Figure 3. Magnetic resonance imaging (MRI) of the hip
confirmed that the mass was an OC with a cartilaginous
cap of less than 1 cm. Adjacent soft tissue compression
without extension or malignant degeneration was evident.

Figure 1. Preoperative anteroposterior (AP) radiograph
of the left hip reveals an osteochondroma (OC) projected
over the proximal femur.

Figure 4. Intraoperative photograph notable for the
multifaceted cartilaginous cap of the OC.

Figure 2. Computed tomography (CT) scan, axial cut .
Three-dimensional (3D) CT.

Figure 5. Decalcified haematoxylin-eosin stained
section of the cartilaginous cap that demonstrates the
paucicellular matrix of the cap (bar=1000 microns).
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Figure 6. X-ray at 10-month follow-up revealing no
evidence of AVN or recurrence of the lesion.

es,® hereditary multiple exostoses,® and tumors of the
bone and soft tissue.”"

Typically, spinal causes of sciatic nerve compres-
sion are associated with a history of low back pain and
lifting heavy objects and exacerbated by bending,
axial loading, or sitting. Piriformis syndrome, which oc-
curs due to hypertrophy of the piriformis muscle that
compresses the sciatic nerve, presents with signs and
symptoms of sciatica that are exacerbated by activity,
prolonged sitting, or walking. The diagnosis of pirifor-
mis syndrome is clinical and is a diagnosis of exclu-
sion.” Myositis ossificans, which typically occurs after a
traumatic event or neurological insult, can be differen-
tiated by radiographic characteristics such as mature
circumferential calcification, immature radiolucent cen-
ters, and radiolucent clefts that separate the abnormal
ossification from the cortex of the adjacent bone.™

One of the most important differential diagnoses
that should be excluded is a secondary chondrosar-
coma that arises from a solitary OC, particularly near
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the pelvis. In this study, computed tomography (CT)
and magnetic resonance imaging (MRI) revealed no
cortical destruction and no bone marrow involvement,
respectively. Histologically, the cartilaginous cap was
less than 1 cm. Given these findings, secondary chon-
drosarcoma was unlikely.™

Yu et al® and Turan llica et al™ reported cases of
femoral neck OC involving a 3%9-year-old man and a
34-year-old man, respectively. CT and MRI were used
to determine the size, origin, and extent of each OC
and plan strategies for surgery.’ In these cases, simi-
larly to our described case, the patients demonstrated
signs of sciatic nerve compression, including weakness
of toe and ankle dorsiflexion and a diminished Achilles
tendon reflex. As observed using CT and MRI, the OC
in the currently described case had a sessile structure
and extended broadly outward in the region of the
lesser trochanter.

Despite the similar diagnoses in the case presented
by Yu et al® and our case, the former case was treated
with prophylactic internal fixation, whereas our case
was successfully treated without prophylactic fixation.
Prophylactic fixation of the femoral neck after the ex-
cision of a large OC is not mandatory and depends
on the presence of a defect in the femur neck, such
as a cyst, a fissure, or another defect. Although we
took fixation into consideration during preoperative
planning, we preferred to keep the patient on partial
weight bearing for six weeks and then allow for full
weight bearing.

Based on our case, OC should be considered a
potential, though extremely rare, extraspinal cause of
sciatic nerve compression. An OC can be treated surgi-
cally with good results and high patient satisfaction. In
addition, the use of prophylactic internal fixation is not
mandatory.
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