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Acute Onset Common Peroneal Nerve Palsy Secondary to Fibular Head
Osteochondroma in an Adolescent: A Case Report

Kevin Jain', Sandeep Patil’, Stavan Amin', K S Akshay', Sanjeev Ghildiyal'

Learning Point of the Article:
Early surgical decompression (<3 months from symptom onset) is critical to prevent permanent nerve damage and ensure
full functional recovery.

Introduction: Common peroneal nerve (CPN) palsy in the pediatric population is rare, particularly in the absence of trauma. Among the
uncommon causes, osteochondroma of the fibular head canlead to compressive neuropathy. Early diagnosis and prompt surgical intervention
are crucial to achieving optimal outcomes.

Case Report: A 9-year-old male child with acute onset of foot drop leading to high stepping gait. Clinical examination revealed complete loss of
left ankle dorsiflexion with no sensoryloss. In comparison to other right knee, there was a smooth rounded prominence felt over the fibular head
and neck. Radiological and electromyography investigations suggested sessile bony swelling possibly osteochondroma of fibular head denting
on Common peroneal nerve (CPN). Early surgical intervention in the form of osteochondroma excision and neurolysis of the CPN offered
complete recovery. We describe the case of a 9-year-old boy who had an osteochondroma of the fibular head resulting in common peroneal
neuropathy and full foot drop. We go over the diagnosis, course of treatment, and body of research on nerve issues in paediatric children
associated with osteochondroma.

Conclusion: Atraumatic common peroneal palsy is rare in adolescent age. Fibular head osteochondroma should always be kept in mind
consideringage group and possible location of pressure nerve palsy which fully recovers with early surgical intervention.
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Introduction compressions such as common peroneal nerve (CPN) [2]. To
The most common benign bone tumor is osteochondroma, date, trauma has been identified as the most common cause of
accounting for 20-50% of all benign bone tumours and 9% of all CPN palsy, with tumours accounting for 6% of cases [3].
bone tumors. It manifests radiologically and clinically as a sessile
or pedunculated outgrowth on the outer surface of the bone [1]. Case Report

Even though they are frequently asymptomatic, osseous A 9-year-old male child presented with a high stepping gait due

left foot drop of acute onset of 10 days (Fig. 1). Patient did not
injure his knee or any external compression in the form of
sleeping over any hard surface in lateral position. On

abnormalities, fractures, compression of nearby arteries or
nerves, or malignant change can all result in symptoms. Less than
1% of all cases of osteochondromas appear with nerve
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Figure 1: Clinical picture of foot drop onleftside.

examination, in comparison to the right knee, there was a
smooth rounded prominence felt over the fibular head and neck
and associated findings of complete loss of left ankle
dorsiflexion with no sensory loss. Blood parameters showed
erythrocyte sedimentation rate and C-reactive protein within
normallimits.

Radiographs were done which revealed a sessile bony growth at
the fibular head with intact cortical regularity (Fig. 2). Magnetic
resonance imaging (MRI) showed presence of cartilage cap
with surrounding oedema with CPN tenting seen due to the
osteochondroma (Fig. 3). Electromyography (EMG)
suggested denervation of left tibialis anterior muscle with
normal sensory conduction pattern.

Figure 4: Intra operative images showing of

peroneal nerve and after neurolysis.

Figure 2: Radiographs showing sessile
osteochondroma of fibular head and neck.

A fter

thorou g h Figure 3: Magnetic resonance imaging coronal and axial
evaluation, sectionsshowingosteochondroma offibularhead.

fibular

osteochondroma is considered the reason for CPN palsy, and
surgical excision of fibular osteochondroma is planned.
Intraoperatively, finings or preop evaluation confirmed fibular
osteochondroma tenting on the CPN is visualized (Fig. 4).
Under spinal anesthesia, the patient is placed supine with a
sandbag placed underneath the affected buttock and a
tourniquet was inflated after exsanguination. An 8 cm linear
incision was taken just posterior to the fibula, along the line of
the biceps femoris tendon and after a superficial surgical
dissection, CPN was visualized. The nerve was
mobilized and it was retracted anteriorly using a
rubber drain tube. Muscles were stripped and
fibula was exposed. En-block tumor excision
was performed. Closure was done in layers
followed by the above knee splint was given in
an ankle neutral position. Excision of
| osteochondroma was done carefully thus
relieving pressure followed by perineural
neurolysis of CPN (Fig. 5). Gross specimen
size was 2.4 cm X 1.5 cm X 1.5cm and
histopathological examination confirmed the
swelling as osteochondroma (Fig. 6) with no
evidence of any malignant transformation. Post
operative x-rays revealed the removal of the
osteochondroma and loss of the bony contour
which could be the possible reason for
compression of CPN (Fig. 7).

Figure §: Excision of Osteochondroma with The patient had an uneventful surgery and pOSt'
fibular osteochondroma compressing common d . ;
ecompression of nerve and final closure.

operative rehabilitation protocol initiated along
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/ = 5
Figure 6: Histopathology of the excised sample
showing fibular osteochondroma.
with foot drop orthosis. Patient eventually gained full power S
months after the procedure and was able to perform the
activities of daily living. After 2 years of follow up, he has full
functional and neurological recovery.

Discussion and Review of Literature

In the appendicular skeleton, osteochondroma is the most
common benign developmental tumor. It is distinguished by an
atypical, ectopic endochondral ossification surrounding the
physis. Osteochondromas are either sessile or pedunculated
and in 90% of the cases, they are solitary. The tumor is usually
covered by a 1-3 mm cartilaginous cap, which is composed of
hyaline cartilage, without cellular atypia [4].

The anatomical course of the CPN and its increased number of
fascicles in (the fibular head and neck) area make the nerve
vulnerable to any sort of injury. Although injury secondary to a
fracture, iatrogenic, or application of skeletal traction or a tight
cast are the major causes of peroneal palsy, non-traumatic
lesions can to cause peroneal nerve neuropathy and include
idiopathic peroneal palsy, intrinsic and extrinsic nerve tumours,
extra neural compression by a soft tissue tumour, osseous mass,
synovial cystand ganglion cyst, etc. [4, 5].

Osteochondroma is usually asymptomatic and detected as an
incidental finding on radiography. It is considered the most
common of all bone tumors. Complications related to the
tumor are directly correlated by size and site also it can be
intrinsic, extrinsic, or having a mechanical origin.
Complications of osteochondroma are due to its mass effect on
adjacent tissues which can be further subdivided depending on
the tissue involved. Most peroneal nerve trauma mostly occurs
at the fibular head region, where the CPN has not yet divided
into its deep and superficial peroneal nerve and where most

Figure 7: Post operative radiographs after

Osteochondroma excision.

peroneal nerve lesions occur.
Motor deficits are far more
frequently involved than sensory
ones. Explanation to this lies in the
arrangement of the fascicles inside
of the CPN. The motor fascicles of
CPN run more medially, whereas
the sensorial fascicles are located
laterally. As the exostosis grows
from inside to outside, hence the
compression of the motor fibres
earlier is earlier. Computed
tomography and magnetic
resonance imaging are vital for
concomitantly demonstrating
bony, vascular, and soft tissue
lesions. Vascular lesions can be
diagnosed by angiography or
color-flow Doppler ultrasonography, whereas neural
involvement can be delineated by careful clinical examination
and can be confirmed with MRI and EMG studies. Staging and
planning of the surgical procedure, is therefore of utmost
importance while dealing with proximal fibular tumors [6, 7].
Based on the literature review a study was conducted on
patients who underwent surgical removal of osteochondroma
[8]. Out of 24 patients, 20 patients (83%) had complete
neurological recovery. Incomplete recovery of nerve function
after surgery was associated with the duration of symptoms as a
mean of onset of duration of symptoms was 5 months in
patients who had complete recovery as compared to 26 months
in patients who had incomplete recovery. Ifan osteochondroma
results in entrapment of the peroneal nerve, surgery must be
done within 3 months to avoid a decline in surgical success [9].

Our report highlights the importance of early surgical
intervention to decompress the CPN in the setting of
compressive neuropathy due to osteochondroma to yield a
good functional neurological recovery [10,11].

Conclusion

Atraumatic common peroneal palsy is rare in adolescent age.
Fibular head osteochondroma should always be kept in mind
considering age group and possible location of pressure nerve
palsy which fully recovers with early surgical intervention.

Clinical Message

Atraumatic foot drop in children should prompt evaluation for rare
causes such as fibular head osteochondroma. Early surgical
decompression of the common peroneal nerve within three months
of symptom onsetis essential for complete neurological recovery.
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