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Abstract

Knee osteochondral lesions can be debilitating. Multiple 
procedures have been used to manage these defects. 
Osteochondral autograft transplantation is one such 
option. Reported complications include donor-site mor-
bidity, failed osteointegration, size mismatch, and incon-
gruency. In this article, we report a case of graft incon-
gruency of the medial femoral condyle that resulted in a 
full-thickness “kissing lesion” groove on the opposing 
medial tibial plateau. In an osteochondral autograft 
transplantation procedure, proper surgical technique is 
paramount to prevent placement of a proud autograft 
and avoid the difficult complication of associated tibial 
chondral defects.

Isolated osteochondral defects in a symptomatic 
knee can be difficult to manage. Patients report knee 
pain with sports or walking, or difficulties in simple 
activities of daily living. Many types of treatments 

have been devised and implemented, with some modali-
ties having better success than others. Management of 
both the articular cartilage and the subchondral defect 
is considered the mainstay of treatment. One such thera-
peutic option is an osteochondral autogenous transfer 
through an open or arthroscopic approach. The proce-
dure is often successful in supporting and resurfacing the 
osteochondral lesion in either a single- or multiple-plug 
mosaic pattern. However, use of ipsilateral (and contra-
lateral) knee osteochondral plugs is not without compli-
cations. Donor sites heal with fibrocartilage instead of 
normal hyaline cartilage.1 Donor-site morbidity has been 
reported for pain related to fibrocartilage overgrowth or 
a lack of any fibrocartilage healing, with repeat surgery 
required to manage these donor-site complications.2

Not only can there be complications with donor-site 
morbidity, but recipient-site morbidity is possible as 
well. Complications reported in the literature include 
failure of osteointegration, size mismatch, and recipi-
ent-site incongruity.3-5 To our knowledge, there are no 
reports of recipient-site “kissing lesion” from incongru-
ous osteochondral plugs.

In this article, we report a case of a prominently 
placed osteochondral autograft plug resulting in a 
medial tibial plateau kissing lesion. The patient pro-
vided written informed consent for print and electronic 
publication of this case report. 

Case RepoRt
A 23-year-old white woman presented with a 3-year history 
of left medial knee pain, locking, and catching that devel-
oped after 2 left knee surgical procedures. After left knee 
debridement of an unstable osteochondritis dissecans defect 
of the medial femoral condyle 9 years earlier, she underwent 
an osteochondral autograft transplantation procedure, with 
the donor site being the distal aspect of the trochlear 
groove. At presentation, her pain was most noticeable with 
walking stairs, kneeling, and squatting. She noted issues 
with locking and catching. Clinical examination revealed a 
left knee effusion as well as pain and crepitation along the 
medial joint line to valgus stressing at 30° of knee flexion. 
Repeat radiographs showed a prominent and obliquely 
oriented osteochondral transfer graft plug of the medial 
femoral condyle (Figure 1). Long-leg standing radiographs 
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Figure 1. Preoperative anteroposterior radiograph of left knee 
shows bony irregularity at distal medial femoral condyle.
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showed moderate varus alignment with a mechanical axis 
passing through the middle of the medial compartment 
of the left knee. Magnetic resonance imaging (MRI) of 
the involved knee showed a 2-mm step-off/prominence at 
the recipient site on the medial femoral condyle caused 
by incongruence of the osteochondral autograft trans-
plantation plug (Figure 2). Given the debilitating pain, 
mechanical symptoms, and MRI findings, arthroscopy 
was performed to evaluate the patient’s candidacy for 
proximal tibial osteotomy and a possible osteochon-
dral allograft. During surgery, the lateral aspect of  the 
notch (donor site) showed dense overgrowth of  fibrous 
tissue that engaged the inferior pole of  the patella past 
90° of  flexion. Evaluation of  the medial compartment 
revealed a 2- to 3-mm bony prominence of  the recipi-
ent autograft (Figure 3). The anterior aspect of  the 
autograft had some cartilage delamination. The medial 
tibial plateau had a full-thickness kissing lesion in a 
linear groove, from posterior to anterior, correspond-
ing to the prominence of  the autograft (Figure 4). 
When the knee was taken through a range of  motion 
in flexion and extension, the tibial plateau lesion from 
anterior to posterior engaged the proud osteochondral 
graft recipient site.

DisCussion
We have described a common problem in a young person’s 
knee—an osteochondral defect. Our patient underwent 

a common articular cartilage resurfacing procedure—an 
autogenous osteochondral autograft transfer procedure—
to provide pain relief and to potentially slow progression 
of cartilage loss. However, this patient’s case was unique 
because we recognized, and documented, iatrogenic pro-
gression of articular cartilage damage of the adjacent 
medial tibial plateau caused by prominence of the osteo-
chondral autograft plug on the corresponding medial 
femoral condyle.

Osteochondral autograft procedures are commonly 
used to manage chondral or osteochondral defects of 
the knee. Transfer involves using cylindrical grafts of 
various sizes from areas of decreased weight-bearing 

Figure 3. Proud osteoarticular autograft transplant recipient site 
and medial tibial plateau “kissing lesion” before debridement 
(left knee).

Figure 2. Preoperative coronal T1-weighted magnetic resonance 
imaging shows prominence of osteochondral graft in distal left 
knee medial femoral condyle. Note adjacent tibial plateau chon-
dral surface.

Figure 4. Osteoarticular autograft transplant recipient site and 
medial tibial plateau “kissing lesion” after debridement (left knee).
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and transferring them to areas of osteochondral defect. 
These plugs are press-fit into the defect congruent to 
the stable, surrounding hyaline cartilage. One techni-
cal difficulty in arthroscopic osteochondral autograft 
transplantation is obtaining a perpendicular graft. This 
means the cartilage cap is oriented perpendicular to 
the longitudinal axis of the osteochondral plug. Proper 
graft harvest can minimize the potential for recipient 
mismatch or incongruity. Recent literature points to 
equivalent outcomes when an osteochondral autograft 
transfer system (OATS) is used to harvest and insert 
the cartilage through either a mini–open incision or an 
arthroscopic surgery.6,7 

Osteochondral autograft transplantation has been 
reported in the literature for the management of 
osteochondritis dissecans and osteochondral lesions. 
Investigators conducting multiple long-term studies have 
reported on the clinical outcomes of this procedure.8,9 Its 
success has been reported to depend on the appropriate 
matching of the lesion with donor-site plugs. Appropriate 
placement of plugs into the donor site is crucial for align-
ing the plugs with the native cartilage. Lastly, appropriate 
postoperative rehabilitation is needed to permit osteointe-
gration of the osteochondral plugs.10 Studies have shown 
that, when patients are properly selected, up to 92% of 
them have good to excellent functional outcomes.8

Complications of this procedure have been reported 
and theorized to include donor-site pain, size mismatch, 
incongruity, and osteointegration failure. To our knowl-
edge, there are no reports on proud, osteochondral 
autograft plugs producing a symptomatic kissing lesion 
groove on the opposing tibial plateau surface. Our 
patient also had fibrocartilage overgrowth at the donor 
site from the lateral intercondylar notch.

The literature supports use of osteochondral autograft 
transplantation for full-thickness articular cartilage or 
osteochondral lesions in the knee. When this technique 
is performed appropriately and correctly, most patients 
have symptomatic improvement and return to full activi-
ties. As documented in this report, however, when the 
autograft transplant is left proud in the knee, concomi-
tant injury can be seen at the corresponding level of the 
corresponding tibial plateau.
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