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Abstract

Sciatica is a radiating pain that starts from the buttock to the legs. Any condition that affects the sciatic nerve within its intraspinal
or extraspinal course may cause sciatica. The most common etiology is the lumbar disc herniation; however, bone tumors around
the hip joint are rarely reported. Herein, we report a case of solitary osteochondroma of proximal femur that caused sciatic nerve
entrapment. The diagnosis was delayed due to the low level of suspicion and incorrect diagnostic imaging. Patients with sciat-
ica should be thoroughly evaluated and extraspinal causes including space-occupying lesions along the course of the sciatic nerve
should be kept in mind, particularly when the symptoms do not respond to conservative management in recalcitrant cases with
negative lumbar imaging findings.
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1. Introduction

Sciatica is a symptom rather than a diagnosis, and is
defined as radiating pain along the sciatic nerve distribu-
tion that starts from the buttock to the legs (1). Any pathol-
ogy affecting the sciatic nerve within its intraspinal or ex-
traspinal course may cause nerve compression and result
in sciatica. The most common cause of sciatica is related
to intraspinal pathologies such as lumbar disc herniation
and spinal stenosis. On the other hand, there is a variety
of reasons and pathologies causing compression along the
nerve path after it exits from the spinal canal (Box 1) (2).
Among the causes of extraspinal sciatica, osteochondro-
mas in pelvis or femur have been reported rarely. In a study
evaluating 32 patients presenting with sciatica due to ex-
traspinal tumors, only one patient who had sacral osteo-
chondroma was reported (3). Likewise, Gocmen et al. ex-
amined peripheral nerve problems due to osteochondro-
mas and found only one of the 20 patients with sciatica (4).
Similarly, very few cases of osteochondroma leading to sci-
atica have been reported in the current literature (Table 1).

In patients presenting with sciatica, spinal patholo-
gies are primarily considered and evaluated. Therefore,
extraspinal reasons are often missed. In this report, we
present a case of sciatic nerve entrapment associated with

osteochondroma of the proximal femur. The difficulties in
diagnosis will be discussed in light of the literature.

2. Case Presentation

A 53-year-old man was admitted to our clinic with typi-
cal symptoms of sciatica lasting for one year. Previously, he
was repeatedly assessed in neurosurgery and physical ther-
apy clinics, and was treated with anti-inflammatory and
muscle relaxant medications with a diagnosis of lumbar
disc herniation although his lumbar magnetic resonance
imaging (MRI) findings were negative. His past medical
history was otherwise normal. On the physical examina-
tion, the straight-leg-raising test was positive. There was
hypoesthesia in the sole of the foot and the Achilles tendon
reflex was reduced compared to the contralateral side. Dis-
tal pulses of the foot were palpable.

Because the patient had chronic symptoms, pelvic and
lumbar plain radiographs were initially ordered. The lum-
bar radiographies were normal but pelvic radiographies
demonstrated a pedunculated extramedullary mass aris-
ing from the proximal femur with a typical appearance of
an osteochondroma (Figure 1). Considering the size and
location of the tumor and the age of the patient, chon-
drosarcoma should be excluded. For this reason, further
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Box 1. Causes of Extraspinal Sciatic Neuropathy

Causes

A. Traumatic causes

Intramuscular injection

Acetabular fracture

Hematoma

B. Tumoral causes

Schwannoma

Neurofibromatosis

Neurofibrosarcoma

Endoneural metastasis

Adjacent benign or malignant masses (e.g., angiosarcoma,
osteochondroma, lipoma)

C. Vascular causes

Aneurysm

Arteriovenous malformation and fistulae

D. Infective causes

Abscess (e.g., psoas abscess, pelvic abscess)

Sciatic neuritis

E. Inflammatory causes

Sacroiliitis

Osteoarthritis

F. Other causes

Endometriosis

Piriformis syndrome

Pregnancy

Radiotherapy

Paradoxical hypertrophy

Intraoperative positioning

Heterotrophic ossification

Implant migration

advanced imaging studies were performed. The computed
tomography (CT) showed a bony mass arising from the pos-
terior surface of the proximal femur (Figure 2A-C). Accord-
ing to MRI, the tumor was benign in nature. The thickest
part of the cartilage cap was measured as 2 mm. Moreover,
the compression of the sciatic nerve between the ischium
and tumor was clearly depicted (Figure 3). As a result, sci-
atic nerve compression due to proximal femoral solitary,
osteochondroma was the final diagnosis, and total exci-
sion through the posterior approach was planned.

Through the posterior hip approach, gluteus max-
imus was longitudinally split and dissection was contin-
ued deep to short external rotator muscles. Short external

Figure 1. Anteroposterior pelvis radiograph showing a bony mass around the right
proximal femur

rotators were pushed by the tumor. The piriformis tendon
was found in the superior border of the tumor and was
followed up to reach the sciatic nerve. The tumor was re-
moved from the thickest part of the peduncle with an os-
teotome (Figure 4A-B). A definitive diagnosis of osteochon-
droma was reported after a pathological examination. Im-
mediately after the surgery, partial weight bearing was al-
lowed with crutches. The postoperative period was un-
eventful. At the end of the first month, full weight bearing
was achieved. Sciatica pain was completely disappeared
and neurological findings returned to normal. At the final
follow-up, six months after the operation, the patient had
no complaints and returned to his previously normal life.
The final follow-up pelvic radiographs showed no signs of
recurrence (Figure 5A-D).

3. Discussion

Sciatica is a common condition with a typical pain pat-
tern and is often resulted from intraspinal causes. There-
fore, these causes are considered in the differential diag-
nosis as a priority by the physicians. However, this classical
approach sometimes may cause misdiagnosis and even in-
correct operations with wrong indications. Sim et al. re-
ported 38 patients with primary bone tumors that simu-
lated protruded lumbar disc herniation at the initial pre-
sentation and underwent laminectomy (10).

In general, imaging is usually unnecessary to evalu-
ate sciatica at the initial presentation. Particularly, if the

2 Shafa Ortho J. 2019; 6(1):e88168.

http://shafaorthoj.com


Erkus S et al.

Table 1. Previously Reported Cases with Osteochondroma of the Proximal Femur Causing Sciatic Nerve Entrapment

Author Year Age Sex Treatment Follow-Up Outcome

Yu et al. (5) 2010 39 M Excision 22 months Relief of symptoms

Deo et al. (6) 2013 68 F Excision 12 days Relief of symptoms

Gocmen et al. (4) 2014 25 M Excision 2 years Relief of symptoms

Mondal et al. (7) 2014 26 F Excision 18 months Relief of symptoms

Aldashash and Elraie (8) 2017 25 F Excision 10 months Relief of symptoms

Akinyemi et al. (9) 2017 26 F Excision 3 months Minimal residual pain (reduced to 2/10)

Current case 2018 53 M Excision 6 months Relief of symptoms

Figure 2. A, Coronal; and B, axial CT examination showing a pedunculated bony mass originating from the posterior cortex of the proximal femur; C, the sciatic nerve path
and the relationship with mass are drawn and depicted in the illustration on the 3D CT.

symptoms are acute or early-onset, diagnostic imaging
may not be indicated at this stage (1). Nevertheless, some
conditions suggesting extraspinal causes, such as an ag-
gravated, localized, worsened pain, non-responsive to con-
servative treatment for 6 - 8 weeks, the imaging should be
performed. The tumoral lesions causing sciatica-like pain
might also be located in the pelvis. Thus, anteroposterior

pelvis radiographies should also be included as part of the
initial screening process.

Based on the past medical history of our patient, we
suspected an extraspinal etiology of sciatica. The normal
lumbar radiographs and MRI, duration of symptoms, and
persistent symptoms despite treatment were significant
clinical clues. Fortunately, the tumor was a benign bone
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Figure 3. On T1 weighted axial pelvic MRI, it is clearly seen that the sciatic nerve was
trapped between ischium and the osteochondroma

Figure 4. A, Intraoperative appearance of the mass; B, the mass was 15 cm in longi-
tudinal length

tumor, osteochondroma, which could be diagnosed with
a simple plain radiograph. Although osteochondroma is
usually asymptomatic, a variety of symptoms and compli-
cations can be seen depending on the size and location of
these tumors. The most common presentation of these tu-
mors is their pressure effect or entrapment on the neigh-
boring anatomic structures. In addition, if the cap of the
tumor is over 1 cm, it comes to mind that a malignant trans-

Figure 5. Hip radiograph (A, anterior-posterior; and B, lateral) six months after the
operation

formation leading to pain might be initiated in contrast
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to its benign nature. The definitive treatment for osteo-
chondromas is the “en bloc” excision. In the case of nerve
entrapment, simple excision usually provides the relief of
symptoms (3, 4). Similarly, in our patient, complete recov-
ery was achieved with the excision of the osteochondroma.

In conclusion, besides intraspinal causes, extraspinal
causes should also be kept in mind in the differential diag-
nosis of sciatica, particularly in patients with chronic, re-
calcitrant sciatica. This case underlines that patients with
sciatica must be evaluated carefully, exactly, and meticu-
lously. In case of suspicion, diagnostic imaging should be
performed to include pelvis and along the course of sciat-
ica. Posteriorly located osteochondromas in the proximal
femur, if reach a sufficient size, may lead to sciatica. The
simple excision of the tumor is a definitive treatment for
these patients.
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