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If the Patient Complains Persistent Pain after the Operation,
What Should We Do?

Hyeon Lee, Ki-Sun Sung

Department of Orthopedic Surgery, Samsung Medical Center, SungkyunKwan University School of Medicine, Seoul, Korea

Osteochondral lesions of the talus (OLT) can heal and remain asymptomatic, or they can progress to deep ankle pain on weight bearing
and the formation of subchondral cysts. Treatment varies from nonoperative treatment to open and arthroscopic procedures. Operative
procedures include marrow stimulation techniques (abrasion chondroplasty, multiple drilling, microfracture), osteochondral autografts
or allografts, and autologous chondrocyte implantation. Among these treatments, arthroscopic marrow stimulation techniques have
been the preferred initial surgical treatment for most OLT. Despite these treatments, many patients complain of persistent pain even
after surgery, and many surgeons face the challenge of determining a second line of treatments. This requires a thorough re-evaluation
of the patient’s symptoms as well as radiological measures. If the primary surgical treatment has failed, multiple operative treatments are
available, and relatively more invasive methods can be administered. On the other hand, it is inappropriate to draw a firm conclusion in

which methods are superior.
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Table 1. Characteristics of Osteochondral Lesion of the Talus by Different Location

589

Chracteristic

Medial

Lateral

Frequency
Injury mechanism
Trauma history

More frequent

Less frequent

Location Mid to posterior

Shape of lesion Deep cup shaped
Displacement Less

Degenerative change Rare

Symptom Mild & late onset
Cystic lesion Frequent

Treatment Conservative treatment

Inversion/plantar flexion

Less frequent
Inversion/dorsiflexion
More frequent

Anterior

Thin, wafer shaped
More

Frequent

Severe & early onset
Rare

Early Surgical treatment
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Table 2. Success Percentages (Patients with Good/Excellent Result at
Follow-up after Treatment of an Osteochondral Talar Lesion) of Review

Treatment strategy 2000 2010
Nonoperative treatment: rest 41% 45%
Nonoperative treatment: cast - 58%
Excision 38% 54%
Excision and curettage 76% 78%
Excision, curettage and BMS 86% 84%
Excision, curettage, and autogenous bone graft ~ 85% 69%
Antegrade (transmalleolar) drilling - 32%
Osteochondral transplant/OAT - 88%
Autologous chondrocyt implant/ACI - 76%
Retrograde drilling 81% 88%
Fixation 73% 89%
Total - 76%

Data from the articles of Verhagen at al. (Foot Ankle Clin. 2003;8:233-
42, viii—ix)7> and Zengerink et al. (Knee Surg Sports Traumatol Arthrosc.
2010;18:238-46).®

BMS: bone marrow stimulation, OAT: osteochondral transplantation, ACI:
autologous chondrocyte transplantation, -: not available.
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Figure 1. Insufficient treatment; remaining loose body on posterior of talus
(arrows).
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Bone marrow stimulation (BMS)
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Table 3. Categories of Failure of Treatment of Osteochondral Lesions of the
Talus

Failed initial evaluation and unnecessary treatment
Symptoms similar to preoperative
1. Incomplete removal of bad tissue
2. To shallow microfracture/drilling
3. Too deep drilling
4. Remaining loose fragments
New symptoms after treatment
1. Stiffness and scar tissue
2. Soft tissue Impingement
3. Neuropathic pain

Figure 2. Insufficient treatment such as in-
complete removal of bad tissue (A), too shal-
low drilling (B), too deep drilling (C) (in order)
can be possible causes of failed pain relief.
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Osteochondral transplantation (OAT)
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Table 4. Success Rates of Secondary Treatment of Osteochondral Lesions of the Talus

Type of treatment Success rate (%) (95% ClI) No. of ankles No. of pooled studies Methodological quality
BMS 75 25 2 RCS
Osteochondral autograft transfer 90 73 3 PCS
Osteochondral allograft transfer 55 38 3 RCS
Mosaicplasty (autologous) 65 22 2 PCS
MACI 73 33 4 PCS
ACI 59 22 2 PCS

Data from the article of Lambers at al. (Knee Surg Sports Traumatol Arthrosc. 2018;26:21 58—70).27)
Cl: confidence interval, BMS: bone marrow stimulation; RCS: retrospective case series, PCS: prospective case series, MACI: matrix-associated autologous

chondrocyte implantation, ACI: autologous chondrocyte transplantation.
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