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(Osteochondral Lesion of the Talus)
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Table 1. & % 2| o) A 3l= AZ9 A4S ¥l §4

Medial Lateral
‘Frequency more frequent less frequent
Injury mechanism inversion/plantarflexion inversion/dorsiflexion
Trauma history less frequent more frequent
Location | mid to posterior anterior
Shape of lesion deep cup shaped thin, wafer shaped
Displacement less more
Degenerative change rare frequent
Symptom mild & late onset severe & early onset
Cystic lesion ~ frequent rare
Treatment conservative treatment early surgical treatment
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(D Debrldement Subchondral drilling, Abrasion, Microfracture, and Curettage

-%FL go] A = BEAY AEde F¢ 2}‘%&—0] ’—‘41_7l~3-’1*1 3| E-o] vlg- w2t o]
em, JHE £42 ARE NBT AAAE 2H37] 94 3947 228 s Fasi FHo)
g HoluA A 9] softening2 Kol ALt drillingo] A8 § 1on, Wl frayingo)

— 35—



|| 2006'A (St Y QI AT XO|SH3] HI15KE FH&t=U3

2P B+ QHa g ol B glo] curettaged] H-g-Fo] €,
Debridement®} microfractureZ F Aol Algsl= A2 ’d-n-'“ AZ 9 A F ZF3] AL F == W
22, Flick 579 AFolME 2189 Aol 79%M $47, 21%X F38) A AT BF
A7+ I, Angelmann 522 2099 f2|€ FHE 21]715}-1—— thi] HFE A3 GRoA F2
AN}E AUt ¥ 3ot R
Second-look arthroscopys @4 EHo] B xo] gl AE &old 4 gjon Mf AFL A4
ol BsiA ARl A& XAt R -e 3 FAE A U e ST Ao HyEHT
t}(Fig. 3).

oﬁL

SRR

AFAI.

28 AW

L

Fig. 3. B¢t A% A2 S @11]3}7 2%: awl-g— 0]%3]-0:1 U])q] =

@ Osteochondral autogenous grafts |
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(® Osteochondral Allografts |
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Table 2. Indications for surgical technique

Techniques Indication |

Debridement, subchondral - Lesion less than 1.5 cm? with frayed cartllage lesion (stable or not)
drilling, abrasion - Primary surgery
microfracture, curettage - Patients less than 50 years of age(better results)

Mosaicplasty - - Lesion 1.5 cm?-3 cm?® with frayed cartilage, necrotic bone, and fibrous

tissue underneath
- Failure of previous surgery
- Patients less than 50 years of age
+ No arthritis or instability or "kissing" lesions
- No axial defect (if present, it must be previously corrected)

Autologous chondrocyte - Lesions of any size with frayed cartilage, necrotic bone,
transplantation and fibrous tissue underneath
- Failure of previous surgery
- Patients less than 50 years of age
- No arthritis or instability or "kissing" lesions
- No axial defect (if present, it must be previously corrected)
- In case of a deeper lesion of more than 0.5 cm, cancellous bone is
used for filling the cavity

Osteochondral allograft - Extensive degenerative lesion, large kissing lesion
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Table 3. Surgical techniques: advantages and disadvantages

Technique Advantages Disadvantages
Debridement, One-step procedure The defect is filled by fibrocartilage,
subchondral drilling having poor mechanical qualities
abrasion compared to hyaline cartilage
microfracture Fast recovery Risk of degerioration of results
over time |
Low morbidity(possibility to perform
surgery arthroscopically)
Return to sport activity after 4 months
(Good results in more than 70%
Autologous One-step procedure Donor site pathology
osteochondral graft Fast recovery Uneven surface, tidemark irregularity

or mosaicplasty

Return to sport activity after 4 months

due to different thickness of
cartilage transplant
Fibrous tissue between osteochondral

plugs

Hyaline cartilage on plugs Risk of fractures in poor shoulder
lestons
Good results more than 80% Limited surface can be covered
ACT Unlimited surface can be covered Two operations are necessary
Less donor site pathology High cost
Low morbidity (Today possible to Technically difficult
perform surgery arthroscopically, FAB  (Genzyme technique)
technique, etc.) |
Hyaline cartilage regenerated with
smooth surface
Perfect fit of the defect leaving no Long duration of recovery
dead spaces
Good results more than 90% Return to sport activity after 1year
Osteochondral Unlimited surface can be repaired Limited chondrocyte viability
allograft Immunogenicity challenges

Vast availability of any size of grafts
One-step procedure |
Possibility of reconstruction of talar
anatomy regardless of the
osteochondral defects associated
with large and detached fragments
Good results more than 65%

Long duration of recovery
Return to sport activity after 1year
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Table 4. Algorithmic treatment in cases of breached cartilage

Size of Treatment Used For Treatment Used For
Lesion - Patients 50 Years Old "~ Patients Older than
(em?) | ~ Younger | | 50 Years
15 - Arthroscopy :
Debridement, subchondral drilling,
abrasion, microfractrues, - | Arthroscopy
and curettage Debridement,subchondral drilling,
Axthroscopy: abrasion, microfractrues,
Debridement, subchondral drilling, ~ and curettage

- abrasion, microfractrues,
and curettage

| Mosaicplasty and ACT
20 Mosaicplasty and ACT \ |
30 ACT and bone graft o Arthrodesis or total

joint replacement

Note: In case of intact cartilage, a retrograde drilling should be attempted.
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