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Results in Conservative Treatment of Osteochondral Lesion of Talus

Kyung-Tai Lee, MD., Ki-Won Young, M.D., Young-Koo Lee, M.D., Shin-Yi Park, M.D., Mun-Suk Jang, M.D.

Foot and Ankle Service, Department of Orthopedic Surgery, Fulji University, College of Medicine, Seoul, Korea

=Abstract=

Purpose: The purpose of this study is to determine the results of conservative treatment of osteochondral lesion of talus
(OLT). This study would be helpful to determine the treatment methods for OLT patients.

Materials and Methods: We have established 69 cases of osteochondral lesion of talus, from December 2004 to June
2006 in a period of 18 months. Symptoms were confirmed through survey and a medical examination by interviewing
patients. Diagnosis was made through physical examination, simple radiography and MRI. AOFAS score of all the patients
were measured. When the patients did not get improved with conservative treatment, surgical operation was done.

Results: 27 out of the 69 patients were treated using conservative treatment. Initial AOFAS scored was 66.37+8.89
points. After treatment, AOFAS scores had increased to 83.78+8.48 points. In cases of surgery, AOFAS scores had
increased from 64.17+13.43 points preoperatively to 80.45+8.67 points.

Conclusion: 60% of conservative treatment was useless in treating OLT patients. Surgical operation is still needed to
be performed. Therefore, treatment should be done with sufficient understanding of the results.
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Table 1. This Paragraph shows the MR! Stage. MRI Stage in
Conservative Treatment was lower than in Operative Treatment

Conservative Operative
MRI stage treatment trI;atment Total
Stage 1 8 2 10
Stage [IA 1 3 4
Stage II 9 4 13
Stage 111 6 17 23
Stage IV 3 16 19
Total 27 42 69
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Table 2. This Paragraph shows the Satisfaction of Patients

Satisfaction I[nitial Last

Excellent 0 (0%) 10 (15%)
Good 3 (4%) 2 (45%)
Fair 37 (54%) 1 (31%)
Poor 28 (41%) 6 (9%)
Bad 1 (1%) 0 (0%)
Total 69 69
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Figure 1. This graph shows accompanied disease of osteochondral
lesion of talus. CAl, chronic ankle instability; AlS, anterior impingement;
FHL, flexor hallucis longus; TC, tarsal coalition; AVN, avascular
necrosis; OA, osteoarthritis.
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