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Case Report

Large Posterior Proximal Femur Osteochondroma Presenting in
Adulthood - Diagnostic Challenges and Management Strategy: A Case
Report

S K Srinivasa Ram Prakassh', M Mohammed Tavfiq, ] K Giriraj Harshavardhan'

Learning Point of the Article:
Posterior proximal femoral osteochondroma should be considered in patients presenting with chronic buttock pain and unexplained sciatic
symptoms, even in adulthood, as delayed neurological manifestations may occur despite the benign and longstanding nature of the lesion.

Introduction: Osteochondroma is the most common benign bone tumor and is usually asymptomatic. Neurovascular complications are
uncommon, particularly in lesions involving the proximal femur. Sciatic nerve involvement secondary to a posterior proximal femoral
osteochondromais rare and may present with atypical symptoms,leading to delayed diagnosis.

Case Report: A 35-year-old male presented with a 3-year history of progressive right gluteal pain and discomfort associated with intermittent
numbness of the right lower limb, which was aggravated by prolonged sitting. Clinical examination revealed a deep-seated bony swelling in the
gluteal region with sensory deficits in the superficial and deep peroneal nerve distributions. Radiographs and magnetic resonance imaging
demonstrated a large posteriorly projecting proximal femoral osteochondroma measuring 4.8 X 5.5 x 7.4 cm with corticomedullary continuity
and posteromedial displacement of the sciatic nerve. The lesion was excised completely through a posterior approach with careful identification
and protection of the sciatic nerve. Histopathological examination confirmed a benign osteochondroma. Postoperatively, the patient
experienced complete resolution of neurological symptoms and significantimprovement in gluteal pain.

Conclusion: Posterior proximal femoral osteochondromas can remain clinically silent for decades before presenting with symptoms related to
sciatic nerve irritation. The presence of proximal femoral remodeling in this case suggested a longstanding lesion likely present since skeletal
growth. Advanced imaging is essential for diagnosis and surgical planning. Complete excision provides excellent symptomatic relief and
prevents further neurological compromise.
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Introduction

Osteochondroma is the most common benign bone tumor,
accounting for approximately 20-50% of all benign bone
neoplasms [1]. It is characterized by a cartilage-capped bony
projection arising from the external surface of a bone and
demonstrating continuity of both the cortical and medullary

components with the parent bone. These lesions typically
develop during childhood and adolescence and are most
frequently encountered around the metaphyses of long bones,
particularly the distal femur, proximal tibia, and proximal
humerus.

Although osteochondromas are generally asymptomatic and
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Figure 1: Pre-operative radiograph of the right hip demonstrating a large
exophytic osseous lesion arising from the proximal femur, consistent with an
osteochondroma.

discovered incidentally, symptoms may arise secondary to
mechanical irritation, fracture, bursa formation, cosmetic
concerns, or compression of adjacent neurovascular structures.
Osteochondromas involving the proximal femur are relatively
uncommon, and lesions arising from the posterior aspect of the
proximal femur are particularly rare. Due to their anatomical
proximity to the sciatic nerve, such lesions may present with
atypical symptoms, including buttock pain, paresthesia, or
features mimicking lumbar radiculopathy, potentiallyleading to
delaysin diagnosis.

Neurovascular complications associated
with solitary osteochondromas are
infrequently reported in the literature,
with sciatic nerve compression
representing an especially uncommon
manifestation. Recognition of this
presentation is important, as timely
diagnosis and surgical excision can result
in complete symptom resolution while
preventing progressive neurological
dysfunction.

We report the case of a 35-year-old male
who presented with chronic buttock
pain and intermittent neurological
symptoms caused by a posterior

adjacent to the sciatic nerve. The lesion was successtully
managed with complete surgical excision, resulting in
significant symptomaticimprovement.

Case Report

A 35-year-old male presented with complaints of pain and
discomfort in the right gluteal region for the past 3 years. The
symptoms were insidious in onset and gradually progressive,
becoming particularly pronounced while sitting on hard
surfaces and during prolonged periods of sitting. The patient
also reported intermittent numbness involving the right lower
limb, especially after maintaining a seated position for extended
durations. There was no history of antecedent trauma,
constitutional symptoms, weight loss, or similar complaints
elsewherein thebody.

On physical examination, a firm, non-tender, immobile bony
swelling was palpable deep within the right gluteal region. The
overlying skin was normal, and no local warmth or erythema
was noted. Hip range of motion was preserved, although
terminal movements elicited mild discomfort. Neurological
examination revealed diminished sensation in the autonomous
zones of the superficial and deep peroneal nerves. Motor power
was preserved in all muscle groups, and distal pulses were
palpable with no evidence of vascular compromise.

Plain radiographs (Fig. 1) of the pelvis and right hip
demonstrated a large exophytic osseous lesion arising from the
proximal femur. Magnetic resonance imaging (MRI) was
subsequently performed for further characterization. MRI (Fig.
2 and 3) revealed a large bony exostosis arising from the greater
trochanter of the right femur and projecting posteriorly. The
lesion demonstrated continuity of both the cortex and

Figure 2: T1- and T2-weighted coronal magnetic resonance imaging sections demonstrating a posteriorly

proximal femoral osteochondroma projecting osteochondroma with corticomedullary continuity arising from the proximal femur.

Journal of Orthopaedic Case Reports | Volume 16 | Issue 7 | July 2026 | Page 280-285



Prakassh SKSR, etal

www.jocr.co.in

demonstrated a cartilage cap ranging from 0.2 to 0.8 cm
in thickness. Microscopic examination showed lobules
of mature hyaline cartilage containing chondrocytes
within lacunae and areas of endochondral ossification
transitioning into mature trabecular bone. No evidence
of cytological atypia, increased mitotic activity, or
necrosis was identified. Examination of the transition
zone specimen revealed no residual lesion. These
findings were consistent with a benign osteochondroma
without evidence of malignant transformation.

The post-operative period was uneventful. At 1 month
follow-up, the patient reported significant improvement
in gluteal pain and complete resolution of the
intermittent numbness experienced preoperatively.

Figure 3: Axial magnetic resonance imaging demonstrating the posteriorly projecting Clinical examination revealed no neurological deficits,

osteochondroma causing posteromedial displacement of the sciatic nerve.

medullary cavity with the proximal femur, consistent with an
osteochondroma. It measured approximately 4.8 x 5.5 x 7.4 cm
and had irregular margins without evidence of associated
fracture or soft-tissue extension. The lesion was seen abutting
the gluteus maximus muscle and closely related to the sciatic
nerve, resulting in posteromedial displacement of the nerve. A
thin cartilage cap measuring approximately 2 mm in thickness
was identified on MRI, appearing hypointense on T1-weighted
images and hyperintense on T2-weighted images. No
radiological features suggestive of malignant transformation
were observed. The hip joint was otherwise unremarkable.

In view of the patient’s persistent symptoms and the close
relationship of the lesion to the sciatic nerve, surgical excision
and biopsy was planned. Under general anesthesia, the patient
was positioned in the lateral decubitus position, and a posterior
approach to the proximal femur was utilized. A posteriorly
curved lateral longitudinal incision was made centered over the
tip of the greater trochanter. Skin, subcutaneous tissue, fascia,
and gluteus maximus were incised to expose the mass. Exostosis
was visualized as alarge bony mass, which was irregular in shape
with a stalk attached to the proximal femur posterior to the
greater trochanter, covered by a pseudo-capsule.

Due to its intimate relationship with the sciatic nerve (Fig. 4),
meticulous dissection was performed to identify and protect
the nerve throughout the procedure. The sciatic nerve was
visualized and identified proximal and posterior to the mass but
not isolated and tagged. Exostosis was removed in toto,
osteotomizing the base adjacent to normal bone. The specimen
was sent for histopathological examination.

Gross examination (Fig. S) revealed a polypoidal
osseocartilaginouslesion measuring 9.5 x 7 x 4.5 cm with a stalk
measuring approximately 1 cm in length. The cut surface

and there was no evidence oflocal recurrence.

Discussion

The proximal femur represents an uncommon site for
osteochondroma compared with the more typical locations
around the knee [2]. Furthermore, lesions arising from the
posterior aspect of the proximal femur are particularly unusual
because of their deep anatomicallocation and close relationship
to important neurovascular structures [3,4,5]. As a result,
patients may present with vague symptoms such as gluteal pain,
sitting intolerance, restricted hip motion, or neurological

Figure 4: Intraoperative exposure of the posterior proximal femoral
osteochondroma through a posterior approach demonstrating identification
and protection of the sciatic nerve before lesion excision.
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Figure S: Gross specimen following complete excision measuring
approximately 9.5 cm in the largest dimension.

complaints that can mimic lumbar spine pathology and delay
diagnosis. The present case is notable because of the lesion’s
location, size, and relationship to the sciatic nerve.

Neurological manifestations secondary to osteochondromas
are uncommon. When they occur, symptoms are generally
attributable to chronic compression, displacement, or irritation
of adjacent neural structures [6]. Nerve involvement has been
most frequently described around the knee, particularly
affecting the common peroneal nerve in association with
proximal fibular osteochondromas [7]. In contrast, sciatic
nerve involvement is rarely reported because posterior
proximal femoral osteochondromas themselves are
uncommon. Previous case reports have
demonstrated that such lesions may produce
symptoms ranging from buttock pain and
paresthesia to established sciatic neuropathy,
depending on the severity and duration of neural
involvement [3,4,8]. In the present case, the
predominantly sensory and positional nature of
the symptoms suggests intermittent mechanical
irritation of the sciatic nerve rather than advanced
neural compromise, which may explain the
complete post-operative resolution of symptoms.

Patient presented with symptoms only for the past
3 years, which was surprising considering that the
maximal increase in the size of the exostoses
occurs during the adolescent growth spurt.
However, the patient was clear that the swelling
and pain was present only for the past 3 years,
which was difficult to explain.

The most noteworthy feature of this case was the remodeling
and apparent enlargement of the proximal femoral neck region
observed on radiographic evaluation (Fig 6). Such bony
remodeling is unlikely to occur over a short duration and
strongly suggests that the lesion had been present for many
years, likely originating during skeletal growth in keeping with
the natural history of osteochondroma. Despite this probable
long-standing presence, the patient remained asymptomatic
until approximately 3 years before presentation. This
observation illustrates that osteochondromas may remain
clinically silent for decades before becoming symptomatic. In
the present case, symptom onset was more likely related to
progressive mechanicalirritation of the surrounding soft tissues
and sciatic nerve rather than recent acceleration of tumor
growth. MRI demonstrated a thin cartilage cap measuring only
2 mm, while gross pathological examination revealed a cartilage
cap ranging from 2 to 8 mm in thickness. The absence of
aggressive radiological features further supports the diagnosis
of a benign, long-standing lesion rather than malignant
transformation [9,10]. This case, therefore, demonstrates that
new-onset symptoms in adulthood do not necessarily indicate
malignant change and may instead result from the gradual
development of mechanical or neurological effects caused by a
previously asymptomatic lesion. Histopathological findings
further supported the benign and long-standing nature of the
lesion. The presence of mature hyaline cartilage undergoing
orderly endochondral ossification into trabecular bone,
together with the absence of cytological atypia, increased
mitotic activity, or necrosis, was consistent with a slowly
evolving osteochondroma. These findings correlated well with
the radiographic evidence of proximal femoral remodeling and
support the hypothesis that the lesion had likely been present

Figure 6: Post-operative radiographs demonstrating the bony remodeling involving the
proximal femoral neckregion, suggesting the longstanding nature of the lesion.
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for many years before becoming symptomatic.

Despite measuring more than 9.5 cm in maximal dimension, the
lesion did not involve the hip joint, and the patient retained a
near-normal range of hip motion. This finding highlights the
ability of extra-articular osteochondromas arising from the
proximal femur to attain considerable size before producing
clinically significant symptoms, particularly when located
posteriorly, where expansion can occur without immediate
restriction ofjoint function.

Surgical excision [11,12] remains the treatment of choice for
symptomatic osteochondromas, lesions associated with
neurovascular compromise, and cases in which malignant
transformation cannot be confidently excluded [6,13]. Pre-
operative MRI findings were especially valuable in the present
case because they identified displacement of the sciatic nerve
and facilitated appropriate surgical planning. Complete
removal of the exostosis at its base is important to minimize
recurrence while preserving surrounding neurovascular
structures [ 13]. We used a posterior approach for excision of the
mass, keeping in mind the risk of avascular necrosis of the
femoral head, which the patient was warned about. Dissection
waskept as close as possible to the bony base of tumor to reduce
the risk of damage to ascending branch of the medial circumflex
artery. Another option would have been a safe surgical
dislocation and excision, but accessing this mass through a safe
surgical dislocation would still require dissection distal and
posterior to the lesser trochanter negating the benefits of this
approach.

Conclusion

This case highlights an uncommon presentation of a large
posterior proximal femoral osteochondroma causing chronic
buttock pain and sciatic nerve displacement in an adult patient.
The presence of proximal femoral remodeling suggested a
lesion that had likely existed since childhood but remained
asymptomatic for decades before producing neurological
symptoms. The favorable clinical outcome observed in this case
supports previous reports demonstrating excellent
symptomatic relief following excision of osteochondromas
responsible for neuralirritation or compression. Recognition of
this entity is important, as careful clinical evaluation and
advanced imaging can facilitate timely diagnosis, distinguish
benign mechanical compression from malignant
transformation, and enable successful surgical management
with excellent functional outcomes.

Clinical Message

Posterior proximal femoral osteochondromas may remain
asymptomatic for decades and present in adulthood with atypical
symptoms such as chronic buttock pain or intermittent sciatic nerve
irritation. Careful radiological evaluation, particularly MRI, is
essential to identify neural involvement and plan safe surgical
excision. Complete excision of symptomatic lesions provides
excellent clinical outcomes and prevents progressive neurological
compromise.
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