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Cartilage repair: A review of Stanmore experience in 
the treatment of osteochondral defects in the knee with 
various surgical techniques

S Vijayan, G Bentley, TWR Briggs, JA Skinner, RWJ Carrington, R Pollock, AM Flanagan

abStract
Articular cartilage damage in the young adult knee, if left untreated, it may proceed to degenerative osteoarthritis and is a serious 
cause of disability and loss of function. Surgical cartilage repair of an osteochondral defect can give the patient significant relief 
from symptoms and preserve the functional life of the joint. Several techniques including bone marrow stimulation, cartilage 
tissue based therapy, cartilage cell seeded therapies and osteotomies have been described in the literature with varying results. 
Established techniques rely mainly on the formation of fibro-cartilage, which has been shown to degenerate over time due to shear 
forces. The implantation of autologous cultured chondrocytes into an osteochondral defect, may replace damaged cartilage with 
hyaline or hyaline-like cartilage. This clinical review assesses current surgical techniques and makes recommendations on the 
most appropriate method of cartilage repair when managing symptomatic osteochondral defects of the knee. We also discuss 
the experience with the technique of autologous chondrocyte implantation at our institution over the past 11 years. 
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introDuction

Primary Osteoarthritis (OA) of the knee increases with 
age throughout the human race and is commonly 
encountered by many clinicians in patients over 

50 years of age. Presenting symptoms include severe 
pain, swelling and clicking of joints and many of these 
patients become candidates for total joint replacement. 
However, observations made in our unit have shown 
the appearance of a large cohort of young patients being 
referred with secondary and early onset primary OA, as 
a result of articular cartilage injury. Often these cases are 
due to misdiagnosis and poor management of predisposing 
conditions (mainly trauma). The debate regarding 
management of this group of patients persists. Established 
surgical methods of management have shown chiefly the 
formation of fibro-cartilage, which has poor resistance to 
shear forces. However, the development of autologous 
chondrocyte implantation (ACI) and its variants has shown 
the production of hyaline or hyaline-like cartilage in the 
treatment of symptomatic articular cartilage injuries, leading 
to improved function in the long-term. Hence we question 
the continued use of previous surgical repair methods. 

Based on current literature, this review will briefly discuss the 
pathology of such injuries in young patients and the various 
surgical methods currently available for the treatment of 
articular cartilage injuries. We also describe the experience 
with the technique of ACI and its variants over the past 11 
years at our institution. 

methoDS

This review is based on our 11-year experience in treating 
patients with symptomatic osteochondral defects, with the 
various surgical methods of articular cartilage repair in a 
centre of excellence (Joint Reconstruction and Cartilage 
Transplantation Unit, Royal National Orthopaedic Hospital, 
Stanmore, United Kingdom). During this time, we have 
conducted several studies and will present our data. We 
have reviewed the current literature and included studies 
that have assessed such methods critically, including the 
clinical outcomes of randomized controlled trials, which 
have been used in the management of articular cartilage 
injury. 

Cartilage injury 
Joints are lined with smooth articular cartilage essential for 
low friction movement and shock absorption. Breakdown 
of this cartilage from trauma or disease is referred to 
as a chondral or if the underlying bone is involved, an 
osteochondral defect (OCD) [Figure 1]. In the knee, such 
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defects can become symptomatic, resulting in severe 
pain and swelling of the joint,1 ultimately leading to the 
exposure of the underlying bone, causing pain, disability 
and eventually early onset OA. The natural intrinsic repair 
of articular cartilage lesions is very limited and highly 
dependent on age, depth, size, location and the nature of 
the injury.2 Consequently, cartilaginous injuries normally 
fail to heal spontaneously and larger lesions can result in 
a symptomatic degeneration of the joint leading to OA.3 
Ageing also results in the reduced ability of chondrocytes 
to secrete matrix proteoglycans and collagen, which 
contributes to the degeneration of articular cartilage.4 
Cartilage repair treatments are now based on trying to re-
create and replace the normal hyaline articular cartilage. 

Incidence of localized cartilage lesions and OA 
In the United Kingdom general practice, 1% of people aged 
over 45 years of age have a current clinical diagnosis of 
knee OA and 5% have a previously-made diagnosis of OA 
in another joint.5 Community-based studies have shown 
radiographic OA of the knee to be common. Recent studies 
show that 6% of adults aged 30 or more have frequent knee 
pain and radiographic OA.6 

Twenty five per cent of all severe ligament and capsular 
knee injuries in young patients (aged 15 to 55 years), 
resulting in swelling of the knee, are associated with articular 
cartilage damage.7,8 One study has shown that of 31,516 
knee arthroscopic procedures, in patients with a mean age 
of 43 years (range 1 year to 92 years), 63% were shown 
to have damage of the cartilage lining the knee when 
assessed by the International Cartilage Repair Society 
(ICRS) knee evaluation criteria.7 A more recent review of 
993 consecutive arthroscopies in patients with a mean age 
of 35 years (range 10 year to 86 years), showed 655 (66%) 

having damage to the cartilage lining their knee.9 One 
long-term follow-up study reported on the natural history 
of minimally-symptomatic articular cartilage lesions in a 
group of 28 young athletes.3 At 14-year follow-up, 57% 
showed radiological evidence of reduction in joint space 
in the affected compartment,3 suggesting that cartilaginous 
lesions left untreated, may cause later symptoms and lead 
to early onset OA of the joint over time. 

Given this information, it has become well-established that 
the number of cartilage repair procedures being performed 
each year is increasing,10 hence OCDs in younger patients 
should not be ignored and treatment should be more active. 
At present, there is no conclusive evidence in the literature to 
demonstrate that any cartilage repair procedure delays the 
onset of OA but symptomatic relief of symptoms occurs in 
70 to 80%. However, there is still much debate as to what 
is the most successful surgical intervention when managing 
OCDs of the knee. 

Bone marrow stimulation techniques 
Abrasion arthroplasty, drilling and micro-fracture are all 
forms of reparative “marrow-stimulating techniques.” Such 
methods aim to pierce the underlying subchondral bone 
of the defect, thereby inducing bleeding at the defect site 
and allowing for the formation of a blood clot. The clot 
contains pluripotent mesenchymal stem cells from the 
bone marrow, which have the potential to differentiate 
into fibrocytes. However, the resultant cartilage formed is 
fibro-cartilaginous with varied amounts of collagen Types 
I, II and III as opposed to the original hyaline articular 
cartilage.11 Fibro-cartilage cannot mimic the unique 
biochemical properties of hyaline articular cartilage, thereby 
failing to prevent further degeneration, leading to eventual 
breakdown of the repair tissue and the return of pain.12 

Abrasion arthroplasty (Debridement) 
Cartilage surrounding symptomatic lesions is usually 
fibrillated and non-functional; hence surgical debridement 
involves the local excision of this entire area of unstable 
cartilage in the hope of new tissue formation from the bony 
base of the debrided lesion. Abrasion arthroplasty was 
described in the treatment of osteoarthritic knees prior to the 
development of total knee replacement13 but recent studies 
have shown conflicting conclusions,14,15 and more recently 
a Cochrane review has confirmed that it is not effective 
in the treatment of OA.16 Symptomatic and functional 
outcome improvement has been shown for five years post-
treatment of medial femoral condylar articular cartilage 
defects, with significant decline afterwards.17 Hence, clinical 
practice involves the use of joint debridement combined 
with reparative techniques including micro-fracture to try 
to improve the surface tissue.18 

Figure 1: Arthroscopic photograph of an osteochondral defect of the 
medial femoral condyle showing exposure of subchondral bone 
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Drilling 
Pridie et al. (1959) described the technique of subchondral 
drilling through exposed eburnated bone to stimulate 
cartilage repair in osteoarthritic knees.19 An animal study 
in 1976 showed that drilling OCDs in adult rabbit knees 
resulted in the formation of cartilage repair tissue, but the 
tissue deteriorated after 12 months.20 Drilling is known to 
cause thermal necrosis of the subchondral bone, as well as 
resulting in an uneven repair surface11 and for these reasons 
is not a favoured method of treatment. 

Micro-Fracture 
Micro-fracture, a modification of drilling, is a single stage 
arthroscopic procedure developed by Steadman et al.21 in 
the 1980s. It involves the debridement of damaged articular 
cartilage down to the underlying subchondral bone-plate 
whilst preserving a stable perpendicular edge of healthy 
cartilage. Then, multiple holes are made in the bone in 
the base of the defect with a sharp awl with slight damage 
of the underlying bone plate. The defect is filled with a 
blood clot, allowing for repair by cells from pluripotential 
bone marrow cells.22 The environment created allows for 
the formation of new fibro-cartilaginous repair tissue.22 
Despite micro-fracture not reproducing hyaline articular 
cartilage, fibro-cartilage repair has been shown to provide 
some symptomatic relief.23 However, the debate as to how 
effective and long-lasting micro-fracture is in patients with 
OCDs remains. 

Several clinical studies have shown improvement in 
knee function in 70-90% of patients in the first year post 
treatment.21,23,24-27 Hunziker et al. suggested that micro-
fracture shows clinical improvement for up to five years 
with rapid decline thereafter.28 More recently, Steadman et 
al. suggested that 80% of patients who underwent micro-
fracture rated themselves as having clinical improvement 
seven years post-operatively and he found it most beneficial 
in patients under age 35 years.26 He further advocated its 
use in the treatment of symptomatic OCD in professional 
sportsman and from a total of 25 athletes, 76% returned to 
full sporting activity by the next season. However, this fell 
significantly to 36%, at a mean follow-up of 4.5 years, 29 
supporting the results of Hunziker et al.28 This was further 
supported by Gobbi24 and Mithoefer et al.30 who reported 
significant decline in activity levels in high-level athletes 1-2 
years after micro-fracture. 

Autologous Matrix-induced chondrogenesis (AMIC)
Steinwachs et al.(2008) 31 recently reported the technique 
of AMIC. AMIC involves the joint use of the Chondro-Gide 
(Geistlich Biomaterials, Wolhausen, Germany) Type I / 
III collagen membrane as a scaffold over a defect treated 
by micro-fracture.31 Short-term results are encouraging, 
however, long term follow-up data is needed to substantiate 

preliminary findings.32 

Cartilage tissue-based therapy 
Mosaicplasty (osteochondral autograft transplantation) 
Mosaicplasty was first reported in 1993 by Matsusue et al.33 
Performed via an open operation, various sized cylindrical 
osteochondral plugs (usually mean 4.5 cm2) are taken from 
the periphery of both femoral condyles. These plugs are 
then placed into a pre-prepared OCD in a mosaic fashion 
[Figure 2]. Hangody et al. published a preliminary report 
on the technique in 199734 and further follow-up studies 
on the same series.35,36 In their study, a total of 791 patients 
were treated and on average 86% of patients reported good/
excellent results.35 However, this level of success has not 
been repeated and Bentley et al. showed rapid deterioration 
in all but the very small (0.5 cm2) defects in the short-term.37 

Established limitations of the technique include technical 
difficulty,38 donor site morbidity,34 limited amount of 
donor tissue available, poor lateral tissue integration with 
native tissue, chondrocyte death from osteochondral plug 
impaction and the great difficulty in trying to recreate the 
smooth articular surface of the knee joint when fitting the 
plugs into the OCD. At best, mosaicplasty has been shown 
to produce islands of mature functioning hyaline articular 
cartilage surrounded by Fibro-cartilage filling the margins 
around the plugs, 35 which deteriorates over time leaving an 
intrinsic weakness in the repair system.37 A few good results 
have been reported,39,40 but mosaicplasty is less commonly 
used in current cartilage repair practice and is indicated only 
for very small lesions (< 1cm2). 

Cartilage cell-seeded therapies
Autologous chondrocyte implantation 
Early experimental studies on animals by Bentley et al. 
first demonstrated the culture, storage and successful 

Figure 2: Line diagram illustrating the technique of Mosaicplasty 
(Reprinted with permission of the British Medical Journal) 
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transplantation of articular and epiphysial chondrocytes 
into joint surfaces.41,42 

Autologous chondrocyte implantation (ACI), also referred 
to as autologous chondrocyte transplantation (ACT), was 
pioneered for clinical practice by Brittberg et al. (1994)43 
and has given new hope in the treatment of symptomatic 
OCDs in young patients. It is a two-stage procedure in 
which a portion of a patient’s cartilage is harvested from 
a non weight-bearing portion of the knee arthroscopically. 
These cells are cultured and multiplied over a period of 
four to five weeks, before being implanted back into the 
OCD in the knee under a patch via an open operation.43 
The first generation of ACI involved cells being injected 
beneath a periosteal patch (ACI-P) taken from either the 
tibia or femur,43 with second generation ACI using a collagen 
type I/III patch (ACI-C). An example of this collagen patch 
is Chondro-Gide (Geistlich Biomaterials, Wolhausen, 
Germany) [Figure 3]. Post-operatively, patients undergo an 
intensive eight-week physiotherapy rehabilitation program 
with a view to returning to full day–to-day activities within 
the first year, and are advised not to engage in high impact 
sport until a minimum of one year post-treatment. This 
technique proved to be the first application and coupling 
of bio-medically engineered cells in clinical Orthopedic 
Surgery. The results of ACI by Brittberg et al. at a mean 
follow-up of 39 months, in 23 patients, gave 70% good / 
excellent clinical outcome.43 Krishnan et al. reported from 
Stanmore that the ideal candidate for ACI was young (age 
15 to 50 years), with a low body mass index, moderate 
pre-operative knee function, with symptoms lasting less 
than two years and having had fewer than two previous 
procedures on the affected knee.44 

Our series also showed 88% of patients with ACI had good 

or excellent results at a mean follow-up of 1.7 years.37 At 
11-year follow-up, a larger series of 51 patients showed 
consistently durable results, highlighting the greatly 
beneficial value of ACI in the treatment of OCD.45 Jones et 
al. also showed that at a 16-year follow-up, more than 80% 
of patients showed improved knee function with minimal 
complications.46 However, joint pathology such as axial 
mal-alignment, meniscal damage, ligamentous instability 
and patellar mal-tracking should be assessed prior to ACI 
in a staged or combined technique, thereby preventing 
an increased stress load being placed on the ACI graft site 
post-implantation. 

The main drawback of ACI is the open surgical procedure 
(arthrotomy) needed to re-implant the cells in Stage 2 of 
the procedure, leading to scarring, muscle wasting and 
risk of reduced mobility. Our own experience and current 
practice favours the use of the Chondro-Gide membrane 
since it has a lower incidence of graft hypertrophy when 
compared with periosteum.37

Matrix-assisted chondrocyte implantation
Matrix-assisted chondrocyte implantation (MACI) 
(Genzyme, Oxford, United Kingdom) is a later surgical 
technique of cartilage repair and is a third generation 
variant of conventional ACI. Instead of injecting cultured 
chondrocytes underneath a periosteal or collagen Type I 
/ III cover, the cells are pre-loaded onto a commercially-
produced porcine collagen patch. At the second stage 
of the operation, the patch is manually cut to cover the 
dimensions of the cartilage defect and held in place with 
tissue glue and, where necessary, sutures. At present there 
is limited data on the mid- to long-term follow-up success 
of such a technique. Behrens et al. published the clinical 
results of 25 patients two years after MACI, which showed 
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Figure 3: Operative photograph at the second stage of ACI (a) showing a large osteochondral defect in the medial femoral condyle. (b) showing 
the Chondro-Gide membrane sutured on the defect (Ch) and the injection of the cultured chondrocytes behind it 
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functional knee scores improving post-operatively when 
compared to pre-operative scores.47 This is contrary to 
studies from our unit (Bartlett et al.48) and Manfredini49 
who both reported no significant differences at two years 
in clinical outcome and knee assessment scores when 
comparing ACI to MACI in the treatment of symptomatic 
OCD of the knee. A recent study from our unit showed 
no clinical difference in results at two to five years with 
possibly better histological appearances after ACI.50 It is 
clear that longer-term comparative studies are needed to 
determine the therapeutic value of MACI when compared 
with other cartilage repair techniques, despite it being 
technically less demanding than conventional ACI.48 

Osteotomies 
Osteotomies are advocated in patients presenting with 
early unicompartmental OA. Tibial osteotomy is the 
technique correcting alignment of the knee either by the 
removal of a segment of bone or by dividing the bone 
and inserting a wedge of bone graft or bone substitute. 
It is advocated in early unicompartmental OA and in the 
correction of mal-alignment of long bones with uneven 
weight-bearing especially at the knee. Several papers 
have been published on the beneficial use of osteotomies 
in combination with cartilage repair techniques.51,52 The 
most commonly used method is a high tibial osteotomy 
(resection of a wedge of the upper segment of the tibia) 
on the longer side or inserting of a wedge of bone (or 
substitute) on the shorter side. This “off-loads” the affected 
compartment and when used in conjunction with cartilage 
repair techniques techniques, has been shown to has been 
shown to help protect the graft site, thereby prolonging the 
longevity of the in-growing cartilage repair tissue. Currently 
no evidence exists that OCDs can heal spontaneously with 
osteotomy alone, therefore in younger patients, cartilage 
repair combined with osteotomy can provide the optimum 
environment needed to produce cartilage healing in the 
treatment of OCDs with femoro-tibial malalignment.

Randomized comparative trials of articular cartilage 
repair techniques
Several randomized clinical trails have tried to provide an 
answer but, unfortunately, have shown conflicting results. 

ACI vs. mosaicplasty 
One prospective study by Horas et al. comparing the 
two-year outcomes of 40 patients randomized to either 
moasicplasty or ACI for articular cartilage lesions of 
the femoral condyle found no significant difference in 
either method, with both providing symptomatic relief 
for patients.39 Bentley et al reported, a total of 100 
patients, with a mean age of 31.3 years (range 16-49), 
an average defect size of 4.66cm2 and a long history 

of a symptomatic OCD or chondral defect of the knee 
suitable for cartilage repair, which were randomized to 
either ACI or mosaicplasty.37 Of the total, 42 patients 
were randomized to mosaicplasty compared with 58 to 
ACI. Mean follow-up at 19 months (range 12-26) showed 
that 69% of the mosaicplasty patients had good/excellent 
results compared with 88% of the ACI group by assessment 
with the Modified Cincinatti53 and Stanmore scores.54 
One-year check arthroscopy showed that histological 
results were much inferior with mosaicplasty patients; 
34% demonstrated excellent or good repair compared 
with 82% of those randomized to ACI.37 We are in the 
process of following up these patients over an average 
10-year period and preliminary results have shown a 
significant deterioration in those patients randomized to 
mosaicplasty and excellent to good long-term outcome of 
those randomized to ACI. Hence, we question the use of 
mosaicplasty in the treatment of OCDs of the knee in the 
short- and long- term. 

ACI vs. micro-fracture 
A trial conducted in Norway between ACI (40 patients) 
and micro-fracture (40 patients) for symptomatic lesions 
of varied size (2-10cm2) of the femoral condyles reported 
similar outcomes in both groups after five years.55 
However, the incidence of failure in the ACI group was 
less in patients whose histology was superior at a one-
year biopsy.55 

A Cochrane review published in 2006 by Wasiak and 
Villaneuva et al.56 reviewed several randomized trials 
including those of Bentley et al.37 Horas et al.39 and 
Knutsen et al.24 It came to the conclusion that at the present 
time there is no significant evidence that shows ACI to be 
better than any other method of cartilage repair. They 
concluded that larger numbers of randomized controlled 
trials, with longer periods of clinical follow-up is needed to 
resolve the current debate as to what is the most effective 
method of cartilage repair of OCD of the knee. 

MACI vs. micro-fracture
Basad et al. recently reported on the two-year clinical 
outcome of a group of patients involved in a randomized 
trail comparing MACI and micro-fracture.57 A total of 
60 patients were involved, of which 40 received MACI 
and 20 micro-fracture for symptomatic, post-traumatic, 
single, isolated chondral defects of varied size (4-10cm2). 
He reported that MACI was far superior to micro-fracture 
in the treatment of articular defects of the knee over 
two years. He considered that MACI was superior to 
earlier cartilage cell-seeded therapies, as it was surgically 
less-demanding and invasive and therefore resulted in a 
reduced operative time.57 
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Characterized chondrocyte implantation vs. Micro-
fracture
Recently, different methods of cartilage repair have been 
developed.  Characterized chondrocyte implantation (CCI) 
was reported by Saris et al. and involves a cell-surface 
marker profile allowing for the prediction of the likelihood 
to form hyaline-like cartilage in vivo.58 Saris et al. compared 
this technique of cell expansion and implantation with 
micro-fracture, finding superior histological results with 
similar clinical outcome scores at 3 years of CCI.58 Longer-
term follow-up is needed to assess its true potential. This 
method has not been compared with standard ACI.

Cohort studies 
Several cohort, non-randomized studies have suggested 
that ACI59 or MACI60 give 80% of excellent or good results 
clinically for up to 9-10 years. However, these studies were 
not controlled, and whilst useful are not conclusive despite 
their results. 

DiScuSSion

The best method of treating OCDs of the knee by cartilage 
cell repair is a topic of much debate. Treatment of such 
defects depends mainly on the size and location of the defect 
as well as the patients’ age. Many clinicians have come to 
the conclusion that marrow-stimulation techniques such 
as micro-fracture and debridement should be reserved for 
smaller and well-contained lesions (<1cm diameter). They 
suggest that micro-fracture can be undertaken as a first-line 
procedure in patients with OCD as it can be performed at 
the time of initial diagnostic arthroscopic assessment and 
does not compromise future cartilage repair surgery that 
may be needed. However, most studies have demonstrated 
that micro-fracture does not offer a long-term solution to 
OCDs of the knee,24,28,29,30 with the fibro-cartilaginous repair 
tissue generated deteriorating within two to five years. This 
is in contrast to larger lesions (> 1cm diameter), which are 
best treated with ACI and MACI, the technique of choice 
at our institute. Moreover, a recent study of 321 patients 
by Minas et al. confirmed that patients undergoing ACI 
secondary to previously-failed micro-fracture were three 
times more likely to fail with possible subchondral bone 
damage, than those patients treated with primary ACI.61 
This implies that micro-fracture can have harmful effects 
on the subchondral bone-hypertrophy and cyst formation 
which will prejudice any later attempt at repair.

Our own experience has shown that OCDs greater than 
1cm2, and those of the patella treated with mosaicplasty, 
fail in the short-term.37 However, re-alignment osteotomies 
combined with modern day cell-seeded therapies including 
ACI and MACI, may prove extremely beneficial in the 

management of uni-compartmental chondral lesions, 
therefore allowing for better long-term results in cartilage 
regeneration and preventing the early oset of OA and the 
need for total joint replacement in younger patients with 
its known higher complication rate.62

the Future

At present we consider that the future of cartilage repair 
and regeneration lies in the realms of chondrocyte 
transplantation, in which methods such as ACI in the 
long-term have been shown to produce symptomatic pain 
relief, improved function and clinical outcome in patients 
over an 11-year period.45 Our own research has shown that 
the results of ACI are far superior in younger patients, with 
relatively good pre-operative knee function, who have had 
fewer than two previous procedures for the symptomatic 
knee who are not obese and are non-smokers.44,63 
Randomized studies looking at the variants of the ACI 
technique have been reported from our unit.48,64 Gooding 
et al. compared the use of the Chondro-Gide membrane 
with periosteum covering in ACI,64 and concluded there to 
be no statistical difference in using either covering at two 
years in patients. However, our own experience has shown 
that patients undergoing periosteum covered ACI, are prone 
to periosteal hypertrophy of the graft site, and may require 
arthroscopic shaving of the graft.37 As a result, periosteal 
covered ACI is not favoured in our practice. Another 
study in our unit by Bartlett et al. compared the use of the 
Chondro-Gide membrane in traditional ACI with the newer 
MACI technique for OCDs of the knee, and found there to 
be no significant difference in either method.48 However 
both Bartlett and Basad et al. reported MACI being less 
technically demanding.49,58 To date, our department has 
treated in excess of 800 patients who presented with 
chronic knee pain (pain > six months) and multiple failed 
previous surgical cartilage repair techniques, with 75-80% 
showing equivalent or better symptoms compared to their 
pre-operative state in the short and long-term follow-
up following the transplantation of cultured autologous 
chondrocytes into chondral or OCDs of the knee. 

Further developments in this field must now centre on the 
development of alternative methods including membranes 
and matrices as well as combination procedures. The 
use of bone morphogenic proteins, stem cells and gene 
therapy require investigation.65 Future practice must aim 
at trying to develop a standardized method of ACI in the 
treatment of cartilage and bony injuries of the joints, with 
the goal of preventing the development of early onset OA.66 
Greater long-term follow-up of patients in randomized 
clinical trails24,37,39,55,57,58 will give a clearer indication as 
to the therapeutic value of cartilage cell-seeded therapies 
including ACI and MACI in comparison with other methods 
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of treatment of osteochondral injuries in the knee.

reFerenceS

1.  Johnson NC, Dandy DJ. Fracture-separation of articular cartilage 
in the adult knee. J Bone Joint Surg Br 1985;67:42-3.

2.  Mankin HJ. The response of articular cartilage to mechanical 
injury. J Bone Joint Surg Am 1982;64:460-6.

3.  Messner K, Maletius W. The long-term prognosis for severe 
damage to weight-bearing cartilage in the knee: a 14-year 
clinical and radiographic follow-up in 28 young athletes. Acta 
Orthop Scand 1996;67:165-8.

4. Buckwalter JA, Woo SL, Goldberg VM, Hadley EC, Booth F, 
Oegema TR, et al. Soft-tissue aging and musculoskeletal 
function. J Bone Joint Surg Am 1993;75:1533-48.

5. Bedson J, Jordan K, Croft P. The prevalence and history of knee 
osteoarthritis in general practice: A case-control study. Fam 
Pract 2005;22:103-8.

6. Hunter D, Felson D. Osteoarthritis. Student BMJ 2006;14: 
221-64.

7. Curl WW, Krome J, Gordon ES, Rushing J, Smith BP, Poehling 
GG. Cartilage injuries: a review of 31,516 knee arthroscopies. 
Arthroscopy 1997;13:456-60.

8. Sandberg R, Balkfors B, Henricson A, Westlin N. Traumatic 
hemarthrosis in stable knees. Acta Orthop Scand 1986;57: 
516-7.

9. Arøen A, Løken S, Heir S, Alvik E, Ekeland A, Granlund OG, 
et al. Articular cartilage lesions in 993 consecutive knee 
arthroscopies. Am J Sports Med 2004;32:211-5.

10. Haasper C, Zeichen J, Meister R, Krettek C, Jagodzinski M. 
Tissue engineering of osteochondral constructs in vitro using 
bioreactors. Injury 2008;39:66-76.

11. Johnson LL. Arthroscopic abrasion arthroplasty: A review. Clin 
Orthop Relat Res 2001;391:306-17.

12.  Buckwalter JA, Lohmander S. Operative treatment of 
osteoarthrosis. Current practice and future development. J 
Bone Joint Surg Am 1994;76:1405-18.

13. Haggart GE. Surgical Treatment of Degenerative Arthritis of 
the Knee Joint. N Eng J of Med 1947;236:971-3.

14. Moseley JB, O’Malley K, Petersen NJ, Menke TJ, Brody BA, 
Kuykendall DHA controlled trial of arthroscopic surgery for 
osteoarthritis of the knee. N Engl J Med 2002;347:81-8.

15. Jackson RW, Dieterichs C. The results of arthroscopic lavage 
and debridement of osteoarthritic knees based on the severity 
of degeneration: A 4- to 6-year symptomatic follow-up. 
Arthroscopy 2003;19:13-20.

16.  Laupaffarakasem W, Laopaiboon M, Laupattarakasem 
P, Sumananont C. Arthroscopic debridement for knee 
osteoarthritis. Coc Data of Syst Rev; 2008.

17.  Hubbard MJ. Articular debridement versus washout for 
degeneration of the medial femoral condyle. A five-year study. 
J Bone Joint Surg Br 1996;78:217-9.

18. Blevins FT, Steadman JR, Rodrigo JJ, Silliman J. Treatment of 
articular cartilage defects in athletes: An analysis of functional 
outcome and lesion appearance. Orthopedics 1998;21:761-8.

19.  Pridie KH, Gordon G. A Method of Resurfacing Osteoarthritic 
Knee Joints. J of Bone and Joint Surg 1959;41:618-9.

20. Mitchell N, Shepard N. The resurfacing of adult rabbit articular 
cartilage by multiple perforations through the subchondral 
bone. J Bone Joint Surg Am 1976;58:230-3.

21. Steadman JR, Rodkey WG, Briggs KK. Micro fracture to treat full-

thickness chondral defects: surgical technique, rehabilitation, 
and outcomes. J Knee Surg 1997;7:300-4.

22. Steadman JR, Rodkey WG, Rodrigo JJ. Micro fracture: surgical 
technique and rehabilitation to treat chondral defects. Clin 
Orthop Relat Res 2001;391:362-9.

23. Mithoefer K, Williams RJ 3rd, Warren RF, Potter HG, Spock CR, 
Jones EC, et al. The micro fracture technique for the treatment 
of articular cartilage lesions in the knee. A prospective cohort 
study. J Bone Joint Surg Am 2005;87:1911-20. 

24. Gobbi A, Nunag P, Malinowski K. Treatment of full thickness 
chondral lesions of the knee with micro fracture in a group 
of athletes. Knee Surg Sports Traumatol Arthrosc 2005;13: 
213-21. 

25. Knutsen G, Drogset JO, Engebretsen L, Grøntvedt T, Isaksen V, 
Ludvigsen TC, et al. A randomized trial comparing autologous 
chondrocyte implantation with micro fracture. Findings at five 
years. J Bone Joint Surg Am 2007;89:2105-12.

26. Steadman JR, Briggs KK, Rodrigo JJ, Kocher MS, Gill TJ, Rodkey 
WG. Outcomes of micro fracture for traumatic chondral 
defects of the knee: Average 11-year follow-up. Arthroscopy 
2003;19:477-84. 

27. Miller BS, Steadman JR, Briggs KK, Rodrigo JJ, Rodkey WG. 
Patient satisfaction and outcome after micro fracture of the 
degenerative knee. J Knee Surg 2004;17:13-7

28. Hunziker EB. Articular cartilage repair: basic science and 
clinical progress. A review of the current status and prospects. 
Osteoarthritis Cartilage 2002;10:432-63.

29. Steadman JR, Miller BS, Karas SG, Schlegel TF, Briggs KK, 
Hawkins RJ. The micro fracture technique in the treatment of 
full-thickness chondral lesions of the knee in National Football 
League players. J Knee Surg 2003;16:83-6.

30. Mithoefer K, Williams RJ 3rd, Warren RF, Wickiewicz TL, Marx 
RG. High-impact athletics after knee articular cartilage repair: 
A prospective evaluation of the micro fracture technique. Am 
J Sports Med 2006;34:1413-8. 

31. Steinwachs MR, Guggi T, Kreuz PC. Marrow stimulation 
techniques. Injury 2008;39:26-31. 

32. Steinwachs MR, Kreuz PC, Guhlke-Steinwachs U, Niemeyer P. 
Current treatment for cartilage damage in the patellofemoral 
joint. Orthopade 2008;37:841-7. 

33. Matsusue Y, Yamamuro T, Hama H. Arthroscopic multiple 
osteochondral transplantation to the chondral defect in the 
knee associated with anterior cruciate ligament disruption. 
Arthroscopy 1993;9:318-21.

34. Hangody L, Kish G, Kárpáti Z, Szerb I, Udvarhelyi I. Arthroscopic 
autogenous osteochondral mosaicplasty for the treatment of 
femoral condylar articular defects. A preliminary report. Knee 
Surg Sports Traumatol Arthrosc 1997;5:262-7. 

35. Hangody L, Füles P. Autologous osteochondral mosaicplasty 
for the treatment of full-thickness defects of weight-bearing 
joints: Ten years of experimental and clinical experience. J 
Bone Joint Surg Am 2003;85:25-32.

36. Hangody L, Vásárhelyi G, Hangody LR, Sükösd Z, Tibay G, 
Bartha L, et al. Autologous osteochondral grafting-technique 
and long-term results. Injury 2008;39:32-9.

37. Bentley G, Biant LC, Carrington RWJ, Akmal M, Goldberg A, 
Williams AM, et al. A prospective, randomized comparison 
of autologous chondrocyte implantation versus mosaicplasty 
for osteochondral defects in the knee. J Bone Joint Surg Br 
2003;85:223-30.

38. Smith GD, Knutsen G, Richardson JB. A clinical review of 
cartilage repair techniques. J Bone Joint Surg Br 2005;87:445-9. 

Vijayan, et al.: Cartilage repair in osteochondral defects in the knee



 245 Indian J Orthop | July 2010 | Vol. 44 | Issue 3

39. Horas U, Pelinkovic D, Herr G, Aigner T, Schnettler R. 
Autologous chondrocyte implantation and osteochondral 
cylinder transplantation in cartilage repair of the knee 
joint. A prospective, comparative trial. J Bone Joint Surg Am 
2003;85:185-92.

40. Szerb I, Hangody L, Duska Z, Kaposi NP. Mosaicplasty: long-
term follow-up. Bull Hosp Jt Dis 2005;63:54-62.

41.  Aston JE, Bentley G. Repair of articular surfaces by allografts 
of articular and growth-plate cartilage. J Bone Joint Surg Br 
1986;68:29-35.

42. Bentley G, Greer RB 3rd. Homotransplantation of isolated 
epiphyseal and articular cartilage chondrocytes into joint 
surfaces of rabbits. Nature 1971;230:385-8.

43. Brittberg M, Lindahl A, Nilsson A, Ohlsson C, Isaksson O, 
Peterson L. Treatment of deep cartilage defects in the knee 
with autologous chondrocyte transplantation. N Engl J Med 
1994;331:889-95.

44. Krishnan SP, Skinner JA, Bartlett W, Carrington RWJ, Briggs 
TWR, Bentley G, et al. Who is the ideal candidate for autologous 
chondrocyte implantation? J Bone Joint Surg Br 2006;88:61-4.

45. Peterson L, Brittberg M, Kiviranta I, Akerlund EL, Lindahl A. 
Autologous chondrocyte transplantation. Biomechanics and 
long-term durability. Am J Sports Med 2002;30:2-12.

46. Jones DG, Peterson L. Autologous chondrocyte implantation. 
J Bone Joint Surg Am 2006:88:2502-20.

47. Behrens P, Bitter T, Kurz B, Russlies M. Matrix-associated 
autologous chondrocyte transplantation/implantation (MACT/
MACI)--5-year follow-up. Knee 2006:13:194-202.

48. Bartlett W, Skinner JA, Gooding CR, Carrington RWJ, Briggs 
TWR, Bentley G, et al. Autologous chondrocyte implantation 
versus matrix-induced autologous chondrocyte implantation 
for osteochondral defects of the knee: A prospective, 
randomized study. J Bone Joint Surg Br 2005;87:353-73. 

49. Manfredini M, Zerbinati F, Gildone A, Faccini R. Autologous 
chondrocyte implantation: A comparison between an open 
periosteal-covered and an arthroscopic matrix-guided 
technique. Acta Orthop Belg 2007;73:207-18.

50. Macmull S, Parratt MTR, Bentley G, Skinner JA, Carrington RWJ, 
Briggs TWR, et al. A comparison of autologous chondrocyte 
implantation and matrix-assisted chondrocyte implantation in the 
treatment of osteochondral defects in the knee. (Unpublished) 

51. Wakabayashi S, Akizuki S, Takizawa T, Yasukawa Y. A 
comparison of the healing potential of fibrillated cartilage 
versus eburnated bone in osteoarthritic knees after high 
tibial osteotomy: An arthroscopic study with 1-year follow-up. 
Arthroscopy 2002;18:272-8.

52. Wakitani S, Imoto K, Yamamoto T, Saito M, Murata N, Yoneda M. 
Human autologous culture expanded bone marrow mesenchymal 
cell transplantation for repair of cartilage defects in osteoarthritic 
knees. Osteoarthritis Cartilage 2002;10:199-206.

53. Noyes FR, Barber SD, Mooar LA. A rationale for assessing sports 
activity levels and limitations in knee disorders. Clin Orthop 

Relat Res 1989;246:238-49.
54. Meister K, Cobb A, Bentley G. Treatment of painful articular 

cartilage defects of the patella by carbon-fibre implants. J Bone 
Joint Surg Br 1998;80:965-70.

55. Knutsen G, Engebretsen L, Ludvigsen TC, Drogset JO, Grøntvedt 
T, Solheim E, et al. Autologous chondrocyte implantation 
compared with micro fracture in the knee. A randomized trial. 
J Bone Joint Surg Am 2004;86:455-64.

56. Wasiak J, Clar C, Villanueva E. Autologous cartilage implantation 
for full thickness articular cartilage defects of the knee. http://
www.thecochranelibrary.com. 2006.

57. Basad E, Ishaque B, Bachmann G, Stürz H, Steinmeyer J. 
Matrix-induced autologous chondrocyte implantation versus 
micro fracture in the treatment of cartilage defects of the 
knee: a 2-year randomized study. Knee Surg Sports Traumatol  
Arthrosc; 2010. 

58. Saris DB, Vanlauwe J, Victor J, Haspl M, Bohnsack M, Fortems 
Y, et al. Characterized chondrocyte implantation results in 
better structural repair when treating symptomatic cartilage 
defects of the knee in a randomized controlled trial versus 
micro fracture. Am J Sports Med 2008;36:235-46. 

59. Peterson L, Minas T, Brittberg M, Lindahl A. Treatment of 
osteochondritis dissecans of the knee with autologous 
chondrocyte transplantation: Results at two to ten years. J 
Bone Joint Surg Am 2003;85:17-24. 

60. Gikas PD, Bayliss L, Bentley G, Briggs TWR. An overview of 
autologous chondrocyte implantation. J Bone Joint Surg Br 
2009:91:997-1006. 

61. Minas T, Gomoll AH, Rosenberger R, Royce RO, Bryant T. 
Increased failure rate of autologous chondrocyte implantation 
after previous treatment with marrow stimulation techniques. 
Am J Sports Med 2009;37:902-8.

62.  Parratt MTR, Macmull S, Bentley G, Skinner JA, Carrington 
RWJ, Briggs TWR, Flanagan AM. Chondrocyte transplantation 
combined with high tibial osteotomy in the treatment of 
osteochondral defects in the adolescent knee. (Unpublished)

63. Jaiswal PK, Macmull S, Bentley G, Carrington RWJ, Skinner JA, 
Briggs TWR. Does smoking influence outcome after autologous 
chondrocyte implantation?: A case-controlled study. J Bone 
Joint Surg Br 2009;91:1575-8.

64. Gooding CR, Bartlett W, Bentley G, Skinner JA, Carrington RWJ, 
Flanagan AM. A prospective, randomized study comparing 
two techniques of autologous chondrocyte implantation for 
osteochondral defects in the knee: Periosteum covered versus 
type I/III collagen covered. Knee 2006;13:203-10.

65. Getgood A, Brooks R, Fortier L, Rushton N. Articular cartilage 
tissue engineering: today’s research, tomorrow’s practice? J 
Bone Joint Surg Br 2009;91:565-76.

66. Vijayan S, Bentley G. Treating joint damage in young people. 
Student BMJ 2009;17:1872.

Source of Support: Nil, Conflict of Interest: None.

Vijayan, et al.: Cartilage repair in osteochondral defects in the knee


