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followed	by	more	invasive	treat-
ments	to	salvage	and/or	reconstruct	
the	cartilage	and/or	bone.	Non-
surgical	treatment	also	presents	
challenges	because	it	is	difficult	to	
predict	which	stable	juvenile	OCD	
lesions	will	heal.

For	these	reasons,	the	AAOS	
undertook	to	develop	clinical	prac-
tice	guidelines	on	the	diagnosis	and	
treatment	of	osteochondritis	dis-
secans	of	the	knee.	At	their	meeting	
on	December	4,	2010,	the	AAOS	
Board	of	Directors	approved	the	
new	guideline,	which	includes		
16	recommendations	(Table	1).	

The	strength	of	each	recommen-
dation	is	based	on	the	available	ev-
idence.	Unfortunately,	the	evidence	
was	insufficient	or	conflicting	in	
most	areas,	so	the	work	group	was	
unable	to	make	a	recommendation	
for	or	against	the	intervention.		
Two	of	the	recommendations	re-
ceived	a	weak	recommendation,	
however,	and	four	recommenda-
tions	received	a	consensus		
recommendation.	

The importance of evidence
The	quality	of	the	evidence	is	criti-
cal	in	the	development	of	all	clinical	
practice	guidelines.	The	higher	the	
quality	of	evidence,	the	more	confi-
dence	one	has	in	the	recommenda-
tion.	The	work	group	considered	
only	the	best	available	evidence	in	
the	development	of	this	guideline	
and	recommendations,	following	
a	standard	protocol	used	by	the	
AAOS	to	identify	the	best	evidence.	

High-quality	evidence	was	not	
available	to	support	many	of	the	
treatments	currently	being	used	
for	patients	with	OCD	of	the	
knee.	The	strength	of	the	recom-
mendations	reflects	the	degree	of	
confidence	in	the	recommendation.	
Strong	or	moderate-strength	rec-
ommendations	are	based	on	Level	
III	or	higher	studies	that	include	
comparative,	controlled,	and/or	
randomized	prospective	trials.		

Many	of	the	publications	deal-
ing	with	OCD	of	the	knee	are	level	
IV	evidence	(case	series).	Case	se-
ries	studies	do	not	provide	causally	

valid	relationships.	They	are	de-
scriptive	studies	and	do	not	test	the	
hypothesis	of	treatment	efficacy;	
therefore,	such	studies	are	not	ap-
propriate	to	determine	the	efficacy	
of	a	treatment.	Based	on	the	weak	
available	evidence	from	prospective	
case	series	and,	in	some	cases,	the	
overall	lack	of	any	available	evi-
dence,	the	work	group	was	unable	
to	support	or	oppose	such	common	
treatments	as	activity	restrictions,	
immobilization,	arthroscopic	drill-
ing,	or	cartilage	salvage	techniques	
for	unstable	lesions.	

Both	of	the	weak	recommenda-
tions	are	related	to	imaging	evalua-
tion.	For	patients	with	knee	symp-
toms,	radiographs	of	the	joint	may	
be	obtained	to	identify	the	lesion.	
For	patients	with	radiographically	
apparent	lesions,	magnetic	reso-
nance	imaging	(MRI)	may	be	used	
to	further	characterize	the	OCD	
lesion	or	identify	other	knee		
pathology.

Four	of	the	recommendations	
were	based	on	consensus.	Consen-

sus	recommendations	are	made	in	
the	absence	of	reliable	evidence,	
address	a	vitally	important	aspect	
of	patient	care	that	would	be	cata-
strophic	to	the	patient	if	it	were	
not	addressed,	and	are	based	on	
the	clinical	opinion	of	the	members	
of	the	work	group,	considering		
the	known	harms	and	benefits		
associated	with	the	treatment.	

The	following	are	consensus		
recommendations:
•			In	the	absence	of	reliable	evi-

dence,	it	is	the	opinion	of	the	
work	group	that	symptomatic	
skeletally	immature	patients	
with	salvageable	unstable	or	dis-
placed	OCD	lesions	be	offered	
the	option	of	surgery.	

•			In	the	absence	of	reliable	evi-
dence,	it	is	the	opinion	of	the	
work	group	that	symptomatic	
skeletally	mature	patients	with	
salvageable	unstable	or	displaced	
OCD	lesions	be	offered	the	op-
tion	of	surgery.	
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	 Table	1:	The	diagnosis	and	treatment	of	osteochondritis	dissecans	clinical	practice	guideline	recommendations

Recommendation	 Strength	of		
	 recommendation

  1.    In a patient with knee symptoms (pain, swelling, locking, catching, popping, giving way) and/or signs (tenderness, effusion,  Weak 
loss of motion, crepitus), radiographs (including anteroposterior, lateral, sunrise/Merchant, and tunnel views) are an option.

  2.   We are unable to recommend for or against radiographs on the contralateral asymptomatic knee in patients with confirmed Inconclusive  
osteochondritis dissecans of one knee.

  3.   In a patient with a known OCD lesion on radiograph, a magnetic resonance image (MRI) of the knee is an option to characterize  Weak  
the OCD lesion or when concomitant knee pathology such as meniscal pathology, anterior cruciate ligament injury,  
or articular cartilage injury is suspected. 

  4.   We are unable to recommend for or against non-surgical treatment (casting, bracing, splinting, unloader brace, electrical or ultrasound  Inconclusive  
bone stimulators, or activity restriction alone) for asymptomatic skeletally immature patients with OCD. 

  5.   We are unable to recommend for or against a specific non-surgical treatment (casting, bracing, splinting, unloader brace, electrical  Inconclusive  
or ultrasound bone stimulators, or activity restriction alone) for symptomatic skeletally immature patients with OCD. 

  6.   We are unable to recommend for or against arthroscopic drilling in symptomatic skeletally immature patients with a stable lesion(s)  Inconclusive 
who failed to heal with nonsurgical treatment for at least 3 months. 

  7.   In the absence of reliable evidence, it is the opinion of the work group that symptomatic skeletally immature patients with salvageable  Consensus 
unstable or displaced OCD lesions be offered the option of surgery. 

  8.   We are unable to recommend for or against a specific cartilage repair technique in symptomatic skeletally immature patients  Inconclusive 
with unsalvageable fragment. 

  9.    We are unable to recommend for or against repeat MRI for asymptomatic skeletally mature patients.  Inconclusive 

10.   We are unable to recommend for or against treating asymptomatic skeletally mature patients with OCD progression  Inconclusive 
(as identified by X-ray or MRI) like symptomatic patients.

11.    In the absence of reliable evidence, it is the opinion of the work group that symptomatic skeletally mature patients with salvageable  Consensus 
unstable or displaced OCD lesions be offered the option of surgery. 

12.   We are unable to recommend for or against a specific cartilage repair technique in symptomatic skeletally mature patients with  Inconclusive 
an unsalvageable OCD lesions. 

13.   In the absence of reliable evidence, it is the opinion of the work group that patients who remain symptomatic after treatment for OCD  Consensus  
have a history and physical examination, radiographs and/or MRI to assess healing. 

14.  We are unable to recommend for or against physical therapy for patients with OCD treated nonoperataively Inconclusive 

15.   In the absence of reliable evidence, it is the opinion of the work group that patients who have received surgical treatment of OCD  Consensus  
be offered postoperative physical therapy. 

16.   We are unable to recommend for or against counseling patients about whether activity modification and weight control prevents onset  Inconclusive  
and progression of OCD to osteoarthritis (osteoarthrosis). 

This summary does not contain rationales that explain how and why these recommendations were developed nor does it contain the evidence supporting these recom-
mendations. All readers of this summary are strongly urged to consult the full guideline and evidence report for this information. We are confident that those who read 
the full guideline and evidence report will also see that the recommendations were developed using systematic evidence-based processes designed to combat bias, 
enhance transparency, and promote reproducibility. This summary of recommendations is not intended to stand alone.
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