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INTRODUCTION

Osteochondritis dissecans (OCD) refers to a lesion or injury of the subchondral bone,
which may or may not involve the integrity of articular cartilage.1–4 It has most recently
been defined as a focal idiopathic alteration of subchondral bone with risk for
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KEY POINTS

� Physical therapy management of osteochondritis dissecans can incorporate a full spec-
trum of conservative, nonoperative, and postoperative care.

� Rehabilitation interventions can vary based on factors such as the lesion characteristics,
lesion location, articular cartilage involvement, skeletal maturity of the patient, presenting
impairments at the time of evaluation, and concomitant injury.

� It is the responsibility of the rehabilitation professional to address all corresponding
factors and mindfully advance the patient with a systematic and evidence-based progres-
sion to protect healing tissue and optimize outcome.
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instability and disruption of adjacent articular cartilage that may result in premature
osteoarthritis. OCD lesions are most commonly reported in the knee joint, but they
are also known to occur in other joints including the ankle and elbow. Physical therapy
has a key role in the management of OCD lesions across the spectrum of nonopera-
tive, preoperative, or postoperative phases of care. This article provides an overview
of the role of physical therapy throughout the spectrum of care for patients with OCD
lesions.

Role of Physical Therapy in Nonoperative Management of OCD

OCD is an increasingly common cause of joint pain and dysfunction among children,
adolescents, and young adults.4 The long-term sequelae of juvenile OCD may be
further joint damage and premature development of osteoarthritis.2,4–6 In skeletally
immature patients, management of OCD lesions of the knee, elbow, and ankle may
include a course of nonoperative care if the surrounding articular cartilage is intact
and there are no signs of fragmentation or instability of the progeny bone.4,7,8 Such
lesions often present with an insidious onset of activity-related pain, swelling, and
tenderness to palpation.7–12 These lesions may also present with loss of range of
motion (ROM), which is likely attributed to pain or swelling as opposed to a loose
body resulting in a mechanical block. It is not common for these patients to experi-
ence locking of the joint.8 Various studies suggest a healing rate between 26% and
66%,1,13,14 with much of the variability attributed to size, location, and severity of
the lesion.14 If a nonoperative course is appropriate, a phased progression toward
the previous level of function is recommended to allow for protection of healing tis-
sues while addressing potential impairments present in these patients. These poten-
tial impairments include pain, effusion, weakness and altered joint mechanics and
movement patterns with activity. Coinciding with these impairments, altered func-
tional capacity and activity tolerance may result. Modifications to this phased rehabil-
itation progression are indicated depending on the lesion characteristics (ie, size and
location), integrity of the surrounding articular cartilage surfaces, and severity of asso-
ciated impairments.15,16

Because of the high risk of progression of OCD, patient and family education
regarding activity restrictions are important immediate interventions in the nonoper-
ative management. Mihara and colleagues8 in 2009 evaluated the nonoperative
management of 39 youth baseball players. On follow-up at an average of
14.4 months it was determined that 3 of the 4 patients who showed radiographic
evidence of lesion progression had gone against medical advice and continued to
throw. A second study by Takahara and colleagues17 in 2007 found that patients
treated nonoperatively for elbow OCD who continued to stress the affected elbow
had significantly worse radiographic findings. Therefore, a period of rest and activity
restriction is indicated to promote optimal outcomes with nonoperative manage-
ment; however, there is a lack of consensus as to the appropriate duration. Restric-
tions are reported in the literature anywhere from 6 to 16 weeks.6,8,11,14,18

Furthermore, a nonoperative management trial in patients with stable lesions,
open growth plates, and no significant loss of ROM may been recommended in
the literature for up to 6 months.7,8,17–19

Progression of the young individual through phases of treatment, from initial presen-
tation to return to activity, are based on the characteristics of the lesion (ie, size, loca-
tion, status of surrounding tissue), the understanding of joint biomechanics, and the
tissue properties that contribute to the healing of the lesion and surrounding tissues.
Criteria for progression as well as a general timeline have been provided but should
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