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CASE REPORT
A 40-year-old female presented to trauma centre after a road traffic 
accident. Allegedly her torso was pushed forward to recoil again 
in sitting position after her still standing car being hit by a heavy 
vehicle from behind simulating dashboard injury. She complained of 
severe excruciating pain in right groin, which was aggravated on all 
movements of right lower limb at hip. A swelling appeared on right 
thigh. She was unable to perform straight leg raising. She had pain 
on palpation on medial aspect of thigh, which increased in intensity 
with internal and external rotation of lower limb.

A hip fracture was suspected, pelvis and ipsilateral hip radiograph 
in orthogonal planes was requested. The radiograph revealed lesser 
trochanter fracture and contralateral undisplaced inferior pubic rami 
fracture. Fracture was apparently fresh with sharp margins without 
any evidence of lysis and periosteal reaction. On plain radiograph, 
any pathological process in situ was actively sought and ruled 
out. Inferior pubic rami fracture was considered as incidental 
association. Obscure intertrochanteric fracture was also ruled out 
[Table/Fig-1,2]. Skeletal survey also did not reveal any apparent 
pathology. Initial and follow-up serum calcium, serum phosphate, 
alkaline phosphatase, parathyroid levels were normal, essentially 
excluded any lytic lesion involving bone. Patient was admitted and 
a derotation boot and bar brace was applied to comfort limb. After 

symptomatic relief, patient was discharged with a boot and bar 
cast for 6 weeks along with intermittent ambulation using walker 
and partial weight bearing. On follow up at 6 weeks, patient was 
symptom free and movements of hip were no longer painful. Boot 
and bar brace was discontinued and ambulation was started with 
tripod stick. Serial follow-up radiographs depicted sclerosis and 
rounding of fracture edges as it was anticipated. It also categorically 
excluded pathological process despite a high degree of anticipation.  
Written informed consent was obtained from the patient authorizing 
treatment, procedure, photographic documentation and use of data 
for research purposes.
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ABSTRACT
Lesser trochanter fractures are rare in adult bones. Few cases have been reported in the literature. When fracture of lesser trochanter is 
met in patients with closed growth plates, it is likely to be precursor of a silent neoplastic process. A case of lesser trochanter fracture in 
middle aged female with traumatic aetiology is presented here, which came out to be non-pathological despite high degree of suspicion 
for contrary. Patient responded positively to conservative line of treatment. Correct evaluation and anticipation of further complication 
take precedence in case rather than rarity.     

[Table/Fig-1]: Radiograph of pelvis showing displaced lesser trochanter avulsion 
without evidence of local pathological bony lesion and contralateral undisplaced 
inferior pubic rami fracture

[Table/Fig-2]: Follow up radiograph of hip at 4 months showing displaced lesser 
trochantric fracture with some sclerosis at fracture margins but without any evidence 
of pathological process like lysis, new bone formation
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DISCUSSION
Lesser trochanter fracture is not a usual presentation of hip fracture 
especially in non-paediatric population [1]. Classically, lesser 
trochanter fractures in adults are associated with antecedent 
neoplastic change and often related to insignificant trauma [2].  Very 
rarely, it may be seen as avulsion of lesser trochanteric apophysis 
in athletic population or very high velocity accidents [3,4]. This 
avulsion theory of fracture is observed chiefly in young population, 
when fusion of lesser trochantric apophysis has not occurred 
[5]. However, number of cases in mature skeleton with lesser 
trochanteric fracture in absence of underlying oncological process is 
extremely low, as it was a scenario in our case. This particular case 
is presented here not due to its rarity, but to stress on importance 
of correct diagnosis, thorough investigation to uncover clandestine 
pathological process.

Literature also suggests lesser trochanteric fracture as part of even 
more complex injury. Fracture line may further propagate to convert 
or reveal a seemingly simple fracture as intertrochanteric fracture. 
Bonshashi and colleagues provided a recent report of isolated 
lesser trochanteric fractures in adults without pathologic process. 
Two of their 3 cases later developed displaced intertrochanteric 
fractures [6].

In adult population with a mature skeleton, avulsion of lesser 
trochantric should be seen as serious event, with a focused vision 
to rule out any primary or secondary neoplastic process [7]. A high 
degree of suspicion should be maintained for a neoplastic change 
on follow up of patient also. A conservative treatment plan for such 
fractures is often successful and it includes comforting patient in 
neutral position and protected weight bearing [8]. Fixation with a 
dynamic hip screw or a intramedullary proximal femoral device can 

be opted if fracture line propagates to intertrochanteric region in 
due course of time.  Our case is an uncommon presentation of hip 
fracture. The fracture was not associated with any hidden pathology 
locally and neither was it part of other injury pattern. A non-operative 
plan was sufficient to heal fracture without any undesirable sequelae 
of fracture. 

Conclusion
The case and literature presented here offers a message for clinical 
practice that lesser trochantric fracture in adults is a rare clinical 
occurrence. When found, high degree of suspicion for clandestine 
neoplastic process or an occult intertrochantric fracture should be 
kept.
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