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Abstract 
Osteochondritis dissecans is a fairly recognized entity affecting the talus dome. We report a case of a 26-

year-old male with osteochondritis dissecans of lateral process talus which was missed on imaging 

studies and identified intraoperatively. The patient was treated with curettage of the subchondral cyst at 

talus, followed by bone grafting and fixation of the osteochondral lesion with a 5mm partially threaded 

cancellous screw. At the 2-year follow-up evaluation, there were no signs of recurrence and the patient 

resumed his complete activities 
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Background- 

Osteochondritis Dissecans (OCD) of the Talus is 

one of the uncommon injuries which can easily be 

missed initially on clinical and radiological 

examination. They have an incidence of 0.09% 

and is the third most common site following knee 

and elbow. This condition usually affects the 

patients in their second decade of life after the 

enchondral ossification fusion, however, it can 

even manifest at a later stage with male: female of 

2:1. Albeit, the etiology is less clearly understood, 

theories such as traumatic, ischemic, genetic, 

metabolic, or even idiopathic have been proposed 

in the literature 

Case Report 

A 26-year-old male manual labor presented with 

complains of chronic pain in left ankle joint and 

difficulty in walking over the preceding 2 years. 

The pain was insidious in onset, gradually 

progressive and dull aching in nature, associated 

with locking episodes, aggravated during 

strenuous activities and partially relieved with 

rest. There were no constitutional symptoms 

associated with the complaints. He had a twisting 

injury of left ankle following a minor fall 2 year 

ago which was treated conservatively as an ankle 

sprain. On examination, he had a mild antalgic 

gait with no obvious deformity in his left ankle 
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and foot. There was tenderness along the lateral 

aspect of subtalar joint and sinus tarsi. They were 

no signs of instability and the range of movements 

in ankle, subtalar, and mid-tarsal joints were 

within normal limits bilaterally. Anteroposterior 

and lateral radiographs of the left ankle showed a 

radiolucent area at the lateral process of the talus 

(Fig. 1). Magnetic resonance image (MRI) scans 

showed degenerative changes at the subtalar joint 

with subchondral cystic lesion measuring 12 x10 x 

15 mm within the lateral part of the talus in the 

posterior subtalar joint. There were 2 osseous 

loose bodies in the lateral compartment measuring 

13 x5 x 12 mm and 8 x 4 mm respectively (Fig. 

2). A decision to curette the subchondral cyst was 

then made since the patient had a failed 

conservative treatment. The surgery was 

performed under spinal anesthesia using a direct 

lateral sinus tarsi approach comprised of a 3-cm 

incision, starting from the tip of lateral malleolus 

to the base of fourth metatarsal. The loose bodies 

in the subcutaneous tissue were removed and a 

plane between the anterior talo-fibular and 

calcaneo-fibular ligaments was utilized to expose 

the subtalar joint capsule. There was an 

osteochondral fragment measuring 1.2 x 1.5 cm 

with subchondral bone, present on the plantar 

aspect (subtalar articular surface) of the lateral 

process of talus, which was missed on the imaging 

studies. The osteochondral lesion was removed 

carefully to expose and curette the underlying 

cyst. The void was filled with the cancellous bone 

graft harvested from the ipsilateral calcaneum and 

the fragment was fixed using 4-mm partially 

threaded cannulated cancellous screw.  A below 

knee slab was applied postoperatively for a period 

of 2 weeks following which passive mobilization 

in the form of ankle pumps and tendo-Achillis 

stretching was started. Partial weight-bearing was 

allowed at the end of 6 weeks. At the 1-year 

follow up, the patient related that he had resumed 

all the activities of daily living along with sports 

and had no signs of recurrence, and radiographs 

and computed tomography (CT) scans revealed 

full bone consolidation and satisfactory articular 

alignment. The foot and ankle disability score 

improved from 26.0 preoperatively to 92.3 at the 

1-year follow-up evaluation.  

 

 
Fig. 1. Anteroposterior (left panel) and lateral 

(right panel) radiographs of the left ankle showed 

a radiolucent area at the lateral process of the 

talus. 

 

 
Fig. 2. Magnetic resonance image (MRI) 

revealing subtalar joint with subchondral cystic 

lesion measuring 12 x 10 x 15 mm within the 

lateral part of the talus. 

(Pre-Operation MRI ) 

 

Discussion - 

Osteochondral lesions are more commonly seen in 

the lower extremity due to their weight bearing 

nature. The term osteochondritis dissecans was 
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first coined by Franz Konig in 1888 with reference 

to lose bodies found in the medial femoral 

condyle. The most common complaints in patients 

with OCD talus is chronic ankle pain, typically 

involving the superomedial or superolateral aspect 

of the talus dome. To the best of our knowledge, 

this is the first report of OCD involving the lateral 

talar process in an adult. The initial diagnosis of 

subchondral cyst affecting the lateral process of 

the talus was made on the basis of MRI. However, 

OCD of the lateral process was noted after 

exposing the subtalar joint. Although, plain 

radiographs are the first-line of investigation, they 

can miss the OCD lesions in more than half of the 

cases initially. The intermittent locking episodes 

in the present case could be explained due to the 

loose bodies, just distal to the fibular tip. CT scans 

provide a better insight for the bony pathologies; 

however, they have a limited role in detecting the 

articular cartilage and subchondral lesions where 

MRI is often considered as gold standard. The 

primary aim of treatment in the OCD is to achieve 

revascularization of the involved fragment. While 

the asymptomatic OCD’s involving the subtalar 

joint can be treated conservatively with non-

steroidal anti-inflammatory drugs, rest and 

immobilization, symptomatic patients require 

treatments such as curettage with or without 

excision, microfracture, antegrade or retrograde 

drilling, or internal fixation with autologous or 

allogenous bone graft, autologous chondrocyte 

implantation or platelet rich plasma. The treatment 

also depends upon the size, location, grade, 

presence of subchondral cyst, and extent of joint 

involvement. There has been a wide variety of 

treatment options available for OCD affecting the 

talar dome but paucity of literature still exists for 

the OCD involving the subtalar joint due to its 

rare nature. The reason for fixation in the present 

case was taken on the basis of the size of the 

fragment which was found to be more than 1.5 

cm. In conclusion, an OCD lesion involving the 

subtalar joint is not a common condition, which 

mandates a thorough clinical and radiological 

work-up and prompts management. A differential 

of OCD should always be kept in mind while 

treating chronic subtalar joint pathologies. Large 

fragment can be fixed with a reasonably good 

outcome.  

 
Fig. 3. One-year follow up AP (left panel) and 

lateral (central panel) radiographs, and CT scans 

(right panel) revealed full bone consolidation and 

satisfactory articular alignment. CT, computed 

tomography.  
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