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Osteochondral Fracture of the Knee in an Open Patellar
Fracture : A case report of a piece of jean cotton
found in the crater of the defect

Thavat Prasartritha, M.D., and Pongsak Vathana, M.D.
Institute of Orthopaedics, Lerdsin General Hospital, Bangkok, Thailand

ABSTRACT

A patient with an open knee wound which was
treated by debridement and internal fixation for the
patellar fracture. Pain and swelling persisted even
after the hardware were removed. Following removal
of a piece of jean cotton which was found in the crater
of the lateral femoral condyle, the symptoms and signs
were unevenfully subsided.

Osteochondral and pure chondral fracture of the knee
are often unrecoginsed rather than uncommon'?. The
mechanism of the injury may be caused by impaction,
avulsion, shearing or twisting from a direct or indirect
violencesto the knee and is also more commonly seen in
athlete®. The lateral femoral condyle and medial surface
of the patella are the most common sites>. Meniscal tears,
patellar fracture and acute dislocation of the patella have

Fig. 1 Anteroposterior roentgenogram of the left knee shows
vertical fracture of the lateral pole of patella. (arrow)
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been reported to be associated with this injury>*’. Delayed
in diagnosis and treatment may lead to the chronic func-
tional disability. The current paper reports the case of an
osteochondral defect of the lateral femoral condyle fol-
lowing an open fracture of the patella, a piece of jean
cotton was found in the osteochodral lesion. A computer
search of the English language literature failed to reveal
any such report.

CASE REPORT

A twenty-two year old man was seen with pain and
swelling of his left knee for 6 months. Six months before
admission he sustained an open vertical patellar fracture
which was treated by debridement and fixed with one
screw and one Kirschner wire at one provincial hospital
(fig. 1,2). Pain, swelling and tenderness over the knee
became progressively severe that he could not walk with-

Fig. 2 Anteroposterior and lateral radiographs showing the left
patella after internal fixation with one Kirschner wire and one
small cancellous screw.
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out crutches. Three months after the operation, screw and
Kirschner wire were removed but the symptoms and signs
did not improved. Physical examination revealed a
afebrile healthy appearing man with a swollen knee. Gen-
eralized pain and tenderness were observed over the knee.
The range of motion of the left knee from 10 to 30 degree.
The left lower extremity demonstrated marked atrophy of
the quadriceps and the calf. Roentgenograms of the left
knee showed a 1.5 cm (in diameter) osteochondral defect
with faint soft tissue calcification in the lateral femoral
condyle (Fig. 3). The initial hemogram revealed a white
cell count of 8200 per cubic millimeter with normal
differential, a hematocrit of 33 percents, a hemoglobin of
11.3 gm. percent and a sedimentation rate of 63 mm per
hour. The blood chemistry was within normal limit. Radio-
isotope bone scan showed increased uptake at the distal
end of femur and proximal end of tibia (Fig. 4). The knee
was explored through medial parapatellar incision. The
synovialtissue appeared thickened and swollen, no pus
was found in the knee joint. The synovium and bone from
the condyle were taken for tissue biopy and culture which
was negative. The histological examination revealed
chronic inflammation with marked fibrosis and necrosis of
bony spicules. Two weeks after the operation, the patient
did not feel better so the second exploration was sched-
uled. This time the knee joint was approached through
lateral incision over the osteochondral defect. One piece of
jean cotton (1 cm in diameter) was found deeply in the
large defect of lateral femoral condyle (Fig. 5). The foregin
body was removed and the defect was currette out of
granulating tissue. Wound was ringed and closed in layers.
The patient can recall the piece of jean cotton was the same
material with the jean trousser he wore the day the accident
occurred (Fig. 6). Postoperatively, the surgical wound
healed uneventfully, by the third month he had a full range
of motion Rehabilitation had progressed so that he could
walk without any aid. The patient refused any further knee

Fig. 3 Following removal of internal fixation, anteroposterior
and lateral radiographs of the left knee show an osteochondral
defect at the lateral femoral condyle. (arrow)

reconstruction of the osteochondral defect.

At the time of writing, the patient was asymptomatic,
the range of motion of the left knee was excellent. He can
walk normally with occasional discomfort over the left
knee.

DISCUSSION

Early symptoms of chondral and osteochondral frac-
ture are often obscure, immediate disability is slight but
the lesion can be worsed leading to a significant chronic
disability. Most of an osteochondral fracture of the knee in
association with patellar fracture or dislocation are closed
injuries®’. This is the first report of an open wound in
which a pieceof jean cotton was found in the crater of the
osteochondral lesion. The symptoms and signs of the
patient’s knee were so severe because of the retained piece
of jean which was the result of inadequate debridement and
inappropriate exploration of the knee joint. In open wound
only 40-70 percent can be expected to have some type of
bacterial contamination with just 16 percent contaminated
with pathologic bacteria®!! Since implantation of a foreign
body can lower resistance to infection but only local
reactions of the synovium and articular cartilage are ob-
served in this patients. Destruction of the articular carti-
lage can occur and progress under abnormal stress of the
foreign body in the knee. The initial roentgenograms failed
to demonstrate any chondralor osteochondral fracture but
this condition can not be ruled out as the defect in the
lateral femoral condyle could not always be seen but
became more obvious with the passage of time. Because of

Fig. 4 Bone scan demonstrates increase vascularity of the left
knee.
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Fig.5-A At the time of lateral approach, the left knee looks like
a balloon.

5-C Photograph demonstrates a piece of jean cotton (1 cm. in
diameter)

Fig.7 Clinical appearance two weeks following removal of the
foreign body, the left knee appears nearly normal and the surgi-
cal wound heals uneventfully.
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5-B Through lateral approach, an osteochondral defect is visible
in the left lateral femoral condyle.(arrow)

Fig.6 Photograph showing the same material for the foreign body
and the jean trousser.

the marked swelling of the knee persisted even after all
implante were removed, the knee joint was explored medi-
ally. The thickening of the synovial membrane and the
wrong approach were the causes of negative exploration.
According to Noyes’grading system’, the osteochondral
lesion was classified as Grade 3B (cavitation or erosion of
the exposed bone), 15 mm in diameter, and was located in
the middle third of lateral femoral condyle.The deep de-
fects that were less than 3 mm in diameter showed com-
plete repair while none that were 9 mm in diameter or
larger showed complete healing'®. The ultimate repair
tissue closely resembles a hyaline cartilage but may not be
normal and may under go localized deganeration over
time. It is important that the orthopaedic surgeon should be
fully aware of an osteochondral fracture in any traumatic
injuries of the knee especially in the presence of
hemarthrosis or associated injuries. Radiographs should
be examined meticulously. Thorough exploration of the
knee joint in open wound is recommended. More recently,
magnetic resonane imaging (MRI) has been shown to be an
effective way for the detection of traumatic knee patho-

logy3S.
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