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IntroduCTION

Osteochondritis dissecans is a rare acquired con-
dition that affects the subchondral bone and is ma-
nifested as a pathological spectrum. Its etiology is 
unknown. Thus, we present a case that affected a 
basketball player. 

CASE REPORT

The patient was a 17-year-old white male who was 
an amateur basketball player. He came to the knee 
outpatient clinic of the Sports Traumatology Center 
(CETE) of the Department of Orthopedics and Trau-
matology (DOT), Federal University of São Paulo 
(UNIFESP) with a complaint of pain in both knees 
for around one month.

The pain began insidiously in both knees, without any 
history of trauma. It improved with non-steroidal anti-
inflammatory drugs and worsened after exercise practice.

On physical examination, he presented pain in the 
anterior part of both knees, edema +/4+ and crepi-
tation. He reported pain on palpation of the medial 
condyle and was bilaterally positive for Wilson’s sign.

The patient underwent AP, lateral and tunnel 
view radiographs, and two lesions were observed on 
the lateral part of the femoral condyle, bilaterally. 
Bilateral magnetic resonance imaging (MRI) was 
requested, which revealed an osteochondral fragment 
of approximately 2.5 x 2.0 cm in both knees (Figure 1). 
According to the MRI classification for osteochondritis, 
the lesions were classified as stage V.

The patient underwent bilateral arthroscopic 
surgery. The fragments were viewed arthroscopically 
and were surgically prepared, along with their 
respective beds, and were fixed using two Herbert 
screws. The osteosynthesis was verified using 
intraoperative radioscopy. The two knees underwent 
surgery in the same operation: firstly the left knee 
and then the right knee.

The patient was discharge from hospital one day after 
the surgery, without immobilization, and the stitches 
were removed 14 days later. Physiotherapy started on 
the third postoperative day, but no weight-bearing was 
allowed for six weeks, after which it was progressively 
introduced. Sixteen weeks after the operation, the pa-
tient started to return to sport (Figure 2).
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Abstract
The authors report a case of bilateral osteochondritis disse-
cans in a 17-year-old basketball player who was diagnosed 

and treated as shown in the literature.
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DiscussION

Osteochondritis dissecans (OCD) is an acquired 
condition that affects the subchondral bone and is ma-
nifested as a pathological spectrum(1). It starts with 
softening of the cartilage, and this may progress to 
cleavage, partial separation and eventually there may 
be total osteochondral separation with formation of 
free bodies(1). The etiology of OCD is unknown, but 
repetitive microtrauma is frequently reported.

OCD is subdivided into juvenile and adult forms. It 
is classified based on its anatomical location, surgical 
appearance, scintigraphic findings, MRI findings and 
patient age. The juvenile form has a better prognosis 
that the adult form(2,3).

The clinical presentation of this pathological 
condition is nonspecific. Since the majority of pa-
tients present a stable lesion, pain in the anterior 
part of the knee, correlated with physical activity, is 
the main complaint. Patients may or may not com-
plain about instability and they may present antalgic 

Figure 1 – Preoperative magnetic resonance imaging.

Figure 2 – Postoperative radiographs.
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gait(4). With palpation, there is generally an area of 
more intense pain in the lateral part of the distal 
medial femoral condyle. Wilson’s sign may or may 
not be present. Patients generally present edema and 
crepitation in the knee(5).

Imaging studies have the aim of characterizing the 
lesion, monitoring its healing and determining the 
prognosis for conservative treatment(6). Regarding ra-
diographic evaluations, the tunnel view has particular 
importance because OCD lesions are typically loca-
ted in the lateral portion of the distal medial femoral 
condyle. MRI is useful for determining the size of the 
lesion, status of the cartilage and viability of the sub-
chondral bone. Scintigraphy may provide information 
about the biological capacity for the lesion to heal.

In relation to treatment, it has to be borne in mind 
that conservative treatment is preferred for skeletally 
immature patients, while surgical treatment should be 
considered for patients with unstable lesions or for cases 
in which conservative treatment is unsuccessful(1-4).

Operative treatment includes a variety of techni-
ques, such as: arthroscopic drilling, mosaicplasty, 
arthroplasty through abrasion, microfracturing, os-
teochondral grafts, autologous implantation of chon-
drocytes and fixation of fragments (using cannula-
ted Herbert screws, Kirschner wires and bone pegs, 
among others)(7).

In the light of all the above points, we reported a 
case of OCD in a basketball player who was diagno-
sed and treated in accordance with the literature(1-4).
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