r e v b r a s o r t o p . 2 0 1 3;4 8(6):578–580

www.rbo.org.br

Case Report

Osteochondritis dissecans in bilateral lateral femoral
condyle in knees夽
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The osteochondritis dissecans (OCD) is a disease of unknown cause that classically affects
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the knee lateral border of the medial femoral condyle. We present a rare case of OCD in
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bilateral lateral femoral condyle.
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Osteocondrite dissecante em côndilo femural lateral bilateral nos joelhos
r e s u m o
Palavras-chave:

A osteocondrite dissecante (OCD) é uma patologia de causa desconhecida, que classica-

Osteocondrite dissecante

mente acomete no joelho a borda lateral do côndilo femural medial. Apresentamos um raro

Joelho

caso de OCD no côndilo femural lateral bilateral.
© 2013 Sociedade Brasileira de Ortopedia e Traumatologia. Publicado por Elsevier Editora
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Ltda. Todos os direitos reservados.

Case report
The patient was a 28-year-old white female nurse of sedentary habits who presented a complaint of sudden pain in
her left knee around 20 days earlier, without any history
of trauma. The condition improved with non-steroidal antiinﬂammatory drugs and worsened after physical exertion. She
also reported that she had had a similar condition in her right
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knee three years earlier, but the right knee was asymptomatic
at this time.
On physical examination, she presented bilateral genu
valgum with crepitation on ﬂexion–extension and pain on
anterolateral palpation in both knees. The pain was more
intense in the left knee, which also presented effusion (+/4+).
Radiographs in AP, lateral and tunnel views were produced
on the patient, and also bilateral magnetic resonance imaging (MRI). This revealed unstable osteochondral fragments
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Figure 1 – Preoperative MRI on the left knee.

measuring 30 mm × 20 mm in the lateral femoral condyle in
the left knee and 30 mm × 28 mm in the right knee. According to the Insall classiﬁcation for MRI on osteochondritis,1 the
lesions were classiﬁed as stage V on the left side and stage IV
on the right side (Figs. 1 and 2).
We implemented surgical treatment initially on the left
knee. The patient underwent arthroscopy with joint inspection, in which we observed a chondral lesion of around
30 mm × 20 mm in the lateral femoral condyle of the left knee,
with a loose chondral fragment in the joint. This fragment did
not present vitality and was of ivory appearance, and in situ
ﬁxation was contraindicated. We then performed arthrotomy,
with exposure of the lateral condyle of the femur. We decided
to perform mosaicplasty, using an autologous osteochondral
graft. This was obtained by removing three osteochondral
plugs from the lateral face of the trochlea of the lateral femoral
condyle (donor zone), using trephines with an 8 mm Artrex®
guide (Fig. 3), in order to ﬁll the injured area (recipient zone).
The patient was discharged from hospital one day after the

579

Figure 3 – Postoperative MRI on the left knee.

surgery, without immobilization, but she continued to use
crutches for 45 days, without weight-bearing, and with passive
range-of-motion exercises. Her condition evolved satisfactorily, without pain or limitations.
One year after the surgery on the left knee, the patient
started to complain of pain and joint locking in the right knee.
She then underwent surgical treatment with arthroscopy,
which showed the lesion in the lateral femoral condyle
and the presence of a free intra-articular body measuring
around 30 mm × 30 mm. We performed lateral arthrotomy,
with removal of the loose fragment, and mosaicplasty on the
lateral femoral condyle, in which three osteochondral plugs
were removed from the donor zone on the lateral face of the
trochlea, in the same way as done in the procedure on the left
knee. However, this time, the plugs were of diameter 10 mm
and we used trephines with a Johnson & Johnson® guide. We
then used the same postoperative protocol, with satisfactory
evolution (Fig. 4).
One year and six months has now passed since the operation on the left knee, and six months since the operation on
the right knee, and the patient does not have any complaints
or limitations.

Discussion

Figure 2 – Preoperative MRI on the right knee.

Osteochondritis dissecans (OCD) is a pathological condition
of unknown cause that occurs in the subchondral bone.2,3 It
presents in a juvenile form, when the growth plate is open,
or in an adult form, when it is present in the mature skeleton. The latter generally requires surgical treatment and has
worse prognosis. Clinically, it presents several forms of manifestation.
It classically affects the lateral border of the medial femoral
condyle.2 Bilateral occurrence and cases in the lateral femoral
condyle have been little reported in the literature.4
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In this manner, we have reported a rare bilateral case
of osteochondritis dissecans of the lateral femoral condyle,
which was treated by means of the mosaicplasty technique
with good clinical results.
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Figure 4 – Postoperative MRI on the right knee.
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