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CARTILAGE REPLACEMENT SURGERY

As you may know from watching the news, cable medical shows or reading, there are many new exciting techniques available to replace the joint surface cartilage of the knee (called articular cartilage).  These techniques have been utilized to some degree for several years, especially in Europe, and are now part of the armamentarium for knee surgery.

Briefly, the goal is to cover the damaged area with healthy, normal cartilage, which will withstand normal forces and activity, including sports. Some of the more commonly utilized techniques do not allow normal cartilage to reform. Instead, a “scar cartilage” forms (called fibrocartilage). This does not have the same properties as normal cartilage and breaks down over s short period of time.

Often, at the time of arthroscopy for meniscus tears or other problems, we find damaged articular cartilage that may be able to be treated at the same time. Most of the time, these areas do not even show up on MRI. We, therefore, have to plan ahead, in case we find one of these lesions.

The techniques utilized to treat articular cartilage defects are:

· Debridement:  This is a medical term for “cleaning”. Basically, we arthroscopic trim the loose flaps and clean the defect. This may help with short-term pain relief but generally, does not solve the problem. The defect will continue to progress over time. However, some patients are not candidates for any other technique because of more extensive arthritis. It is a good option in those patients and can be repeated every year if necessary until reconstructive surgery is needed.

· Microfracture or drilling: This involves making small holes in the exposed bone (which lies beneath the cartilage layer) so that new cells will form a blood clot in the defect. This clot must stick and mature over the next 8 to 12 weeks. If successful, it will form a fibrocartilage layer to protect the bone. This still the most common method of treating cartilage defects by many surgeons, but as explained earlier, is not most optimal. If this is used, you will have to limit the amount of weight you can put on your knee for several weeks. Motion is permitted and encouraged.

· Osteochondral plugs: This technique is like placing “hair plugs” into the “bald spot” of the cartilage. I take small plugs of bone and cartilage from a normal part of your knee and transfer them into the defect. The graft comes from an area of the knee that is “less important” than the weight bearing area we are treating. Kind of like the Robin Hood theory, to take from the rich and give to the poor. This technique is very demanding and usually done using arthroscopic and mini-open surgery. I have extensive experience with this and have been asked to teach other surgeons the technique. My results are very promising and patients do very well. However, the long term results are still unknown (i.e. will the plugs last forever?) if this is used, often you can walk on the operated leg immediately, depending on the size and location of the defect.

· Cartilage Cell Replacement: This new technique has been used in Sweden for several years and shows the most promise. However, it is still in its infancy and the technique is being refined. I am certified by the Genzyme Corporation to perform this surgery, but have had difficulty getting insurance companies to pay for it. It is very expensive ($10,000 just to grow the cells). Indications are very limited but we should 

· consider it. It requires 2 surgeries; one for the cell biopsy and the other to reimplant then cells. The latter is done open, not arthroscopic. There is extensive recovery time as well.

· Future techniques: I am involved in many new, cutting edge techniques and will present to you the latest available options. We will make the decision of which technique to use together based upon your needs, desires and current available information.

The primary risks of any of these techniques include, but not limited to: infection, knee stiffness and scarring, persistent pain, need for further surgery, complication related to the arthroscopy/open surgery (nerve, blood vessel injury, blood clots) and complications from the anesthesia (lung congestion, death).  We will go over your particular situation before surgery. If you have any questions after you leave the office, write them down so I may address them on the day of surgery or call the office.

I hope this helps you to understand your problem and the current techniques available to help you recover. On behalf of my office staff and surgical team, I wish you a speedy recovery.

