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Abstract: Knee articular cartilage defects can result in significant pain and loss of function in active patients. Osteochondral allograft 
(OCA) transplantation offers a single-stage solution to address large chondral and osteochondral defects by resurfacing focal cartilage 
defects with mature hyaline cartilage. To date, OCA transplantation of the knee has demonstrated excellent clinical outcomes and long- 
term survivorship. However, significant variability still exists among clinicians with regard to parameters for graft acceptance, surgical 
technique, and rehabilitation. Technologies to optimize graft viability during storage, improve osseous integration of the allograft, and 
shorten recovery timelines after surgery continue to evolve. The purpose of this review is to examine the latest evidence on treatment 
indications, graft storage and surgical technique, patient outcomes and survivorship, and rehabilitation after surgery. 
Keywords: cartilage, osteochondral allograft transplantation, survivorship, outcomes, rehabilitation

Introduction
It is estimated that 200,000 to 300,000 related surgical procedures to address symptomatic knee cartilage and osteochon-
dral defects are performed each year in the United States.1–3 Articular cartilage injuries have a limited potential to heal, 
and progression of articular cartilage defects often lead to early-onset osteoarthritis and debilitating pain, especially for 
young and active patients.4 Multiple cartilage repair procedures for treating high-grade defects have been described, 
including microfracture, autologous chondrocyte implantation (ACI), osteochondral autograft transfer (OAT), and 
osteochondral allograft (OCA) transplantation.5 To date, OCA transplantation has been performed for over 40 years 
and is currently the gold standard treatment for addressing large (>2–4 cm2), full-thickness chondral or osteochondral 
defects of the knee (Figure 1).2,6 OCA transplantation has demonstrated excellent patient-reported outcomes, survivor-
ship of 75–80% at 10 years, and a high rate of return to sport.7–11

Despite the current evidence in support of OCA transplantation, its application for certain conditions, such as early 
degenerative arthritis, remains controversial. Failures are characterized by inadequate osseous integration or delamination 
of the chondral surface, for which the exact mechanisms remain unknown. Furthermore, OCA transplantation will always 
be constrained by a limited graft supply, and technologies to optimize graft viability during storage and facilitate graft- 
host matching to limit articular surface step-off continue to evolve. This review examines the evidence to date regarding 
patient selection and contraindications for OCA transplantation, nuances of surgical technique, graft survivorship and 
patient outcomes, risks for failure, and rehabilitation and return to sport.

Patient Selection and Contraindications
Indications for OCA transplantation include patients with large symptomatic cartilage defects secondary to trauma, 
intraarticular fractures, osteonecrosis, osteochondritis dissecans (OCD), and revision of previously failed cartilage 
restoration procedures.2,12,13 Traditionally, OCA transplantation was reserved for the younger patient since patients 
>40 years old at time of surgery were associated with higher rates of graft failure, presumably due to pre-existing joint 
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degeneration.5,14 Recently, multiple studies have found that patients ≥40 years old undergoing OCA transplantation can 
still have excellent patient-reported outcomes and improved quality of life, thereby delaying the need for prosthetic joint 
replacement for several years.14–16 Thus, in select older patients with only focal articular cartilage wear and whose 
activity levels not yet suitable for arthroplasty, OCA transplantation may be a reasonable treatment option.

Contraindications for OCA transplantation include uncorrected limb malignment and/or ligamentous instability, body 
mass index (BMI) >35 kg/m2, smoking, alcohol abuse, chronic steroid use, advanced osteoarthritis within any compart-
ment (Kellgren-Lawrence grade >2), and systematic autoimmune or inflammatory joint disease (Table 1).2,17 Bakay et al 
found in their study that all grafts with unaddressed 10°–15° varus malalignment after OCA transplantation failed in the 
short-term at a mean follow-up of 19 months.18 Other groups have similarly reported that uncorrected coronal 
malalignment is a risk factor for failure that can result in an almost seven times higher failure rate.19 The benefits of 
corrective osteotomies in isolation have been well documented and shown to slow the degenerative process by 
redistributing abnormal loads across the joint, promoting cartilage-like repair, and providing long-term relief in patients 
with cartilage defects and unicompartmental osteoarthritis.20 Thus, corrective osteotomy reduces excessive joint reactive 
forces on the transplanted osteochondral allograft, which may facilitate graft incorporation. Advanced osteoarthritis and 
inflammatory arthropathy are absolute contraindications to OCA transplantation due to the prominent inflammatory and 

A
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B

Figure 1 Gross photos of osteochondral allograft (OCA) transplantation to treat osteochondral lesions of the femoral condyle ((A and C), black arrows) using (B) single 
dowel, and (D) two dowel, snowman technique.
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catabolic environment of the joint, resulting in biologic destruction of any transplanted allografts. Giannini et al also 
reported that 86% of patients who underwent OCA transplantation for end-stage osteoarthritis were eventually revised to 
a total knee arthroplasty within 2 years postoperatively.21

Graft Storage, Matching, and Surgical Technique
To promote the long-term repair efficacy of OCAs, storage conditions that preserve cellular viability are essential. The 
fundamental paradigm of fresh OCA transplantation is that viable allograft chondrocytes survive storage and subsequent 
transplantation while maintaining their metabolic activity and sustaining their surrounding extracellular matrix (ECM), 
thereby providing the patient with a biologically viable and mechanically functional hyaline articular cartilage surface. 
Chondrocyte viability of OCAs at the time of implantation is therefore considered to be critical to graft survivorship and 
successful outcomes.22 Gross et al found in 35 fresh OCA specimens that early graft failures were associated with lack of 
chondrocyte viability.23 The importance of chondrocyte viability is further underscored by the high short-term failure 
rates observed with decellularized osteochondral allografts.24,25 Currently, after the mandatory serologic and microbio-
logic testing periods, allografts are stored at 4°C for durations between 15 and 43 days prior to expiration, although some 
authors have found that 4°C storage >28 days may be detrimental to repair outcomes.26–28 Pallante et al suggested that 
higher storage temperatures at 37°C may result in more viable cells and better biological performance than 4°C-stored 
grafts.29 Alternative storage conditions, such as the Missouri Osteochondral Allograft Preservation System (MOPS) 
which stores grafts at 25°C in a low-oxygen, dexamethasone-based environment, are being investigated to allow for 
prolonged graft storage times while maintaining viability.30

Graft-to-recipient size matching has traditionally thought to be an important consideration for OCA transplantation. 
Condyle-specific matching was performed to ensure optimal surface congruity to match size, curvature, and shape to 
minimize articular step-off, edge loading, and risk of graft failure.31,32 However, the majority of cartilage lesions being 
treated are located on the medial femoral condyle, while only 25% of the graft supply is available in the form of medial 
femoral hemicondyles.33 Due to this dilemma in graft supply, cadaveric studies have explored the use of donor plugs 
from lateral femoral hemicondyles to fill medial condylar defects and found no significant differences between donor 
plugs from medial and lateral femoral hemicondyles, with both having excellent surface matches.33,34 This was verified 
clinically, as Wang et al discovered in 27 patients treated with non-orthotopic grafts that reoperation rate, failure rate, and 
outcome scores did not differ with 50 patients treated with orthotopic grafts.31 Therefore, condyle-specific matching, 
particularly for a single, smaller plug, may not be necessary. Lateral femoral hemicondyle grafts are generally wider and 
can be used to treat larger defects, are more readily available, and can lead to decreased storage time with fresher grafts 
and preserved cellular viability.28,31 Additionally, surgeons have traditionally tried to match grafts to the recipient in the 
anterior-posterior (AP) and medial-lateral (ML) dimensions to optimize articular congruity, but practically this has 
proven to be difficult. Typically, an AP graft-recipient mismatch correlates with a mismatch in radius of curvature 
between graft and recipient, which can lead to articular incongruity and increased susceptibility of graft failure.35 

Table 1 Indications and Contraindications for Osteochondral Allograft Transplantation

Indications Contraindications (Relative) Contraindications (Absolute)

Active patients not suitable for joint 
replacement

BMI >35 kg/m2 Advanced osteoarthritis

Defects due to trauma, OCD, AVN, 
osteonecrosis, or intra-articular plateau 

fractures

Uncorrected lower limb 
malalignment

Inflammatory arthritis

Symptomatic large (≥2 cm2) osteochondral 

defects

Smoking or alcohol abuse Uncorrected ligamentous 

instability

Previous failed cartilage procedures Prolonged corticosteroid use Poor surgical candidate

Abbreviations: AVN, avascular necrosis; BMI, body mass index; OCD, osteochondritis dissecans.
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However, a clinical study in 69 patients treated with OCA transplantation showed that the magnitude of graft-recipient 
AP mismatch was not associated with graft failure or patient-reported outcomes.35 For smaller defects and plugs, it 
appears that condyle-specific or AP-dimension matching may not be needed in order to adequately resurface the articular 
cartilage surface with minimal step-off. Some authors have purported other parameters that may be better for graft- 
recipient size matching, such as the condylar or tibia plateau width measured on radiographs or MRI/computed 
tomography.12,36 In the upper extremity, preoperative quantitative MRI to optimize congruency between donor osteo-
chondral graft and recipient has also been described for treating Kienböck’s disease.37

The success of OCA transplantation heavily relies on restoration of articular cartilage congruity and osseous 
integration of the allograft through a lengthy process of creeping substitution.38–40 It has been well established that 
high impaction forces during insertion and proud grafts lead to chondrocyte death and higher contact forces, respectively, 
and therefore both should be avoided. Regarding the optimal thickness of the OCA, studies have demonstrated that there 
is a balance between having a sufficient depth of bone to achieve proper press-fit fixation while limiting the bone volume 
to better facilitate creeping substitution and osseous integration. In a cadaveric study, Babu et al demonstrated that 15 mm 
diameter OCAs that were 7 mm in thickness were superior to those 4 mm in thickness in mean tensile force to failure and 
resistance to pull-out.41 Furthermore, they showed 7 mm thick donor plugs had a mean resistance to pull-out and 
subsidence comparable to 10 mm thick donor plugs.41 Ackermann et al reported that OCAs <5 mm in depth were 4.9 
times more likely to have subchondral cystic changes at the host-graft junction compared to thicker grafts.38 It is 
theorized that thinner grafts have increased early mechanical instability, micromotion, and excessive loads leading to cyst 
formation, abnormal graft integration, and failure.38,42 Conversely, the authors also found that 40% of grafts >9 mm in 
thickness presented with a residual osseous cleft which may negatively affect osseous integration.38 Given these findings, 
the ideal OCA harvest thickness may be between 6 and 10 mm (2–3 mm of cartilage and 3–6 mm of bone) as reported in 
a consensus among an expert group.12 Surgical harvesting of elliptical OCAs has recently been developed to resurface 
entire condylar surfaces using a single graft (Figure 2). However, early failures have been observed, presumably due to 
the higher volume and thickness of allograft bone compared to stacked or snowman grafts, leading to poor osseous 
incorporation (Figure 3).

Given the fresh nature of OCA, intraoperative preparation of the donor OCAs with pulsatile saline lavage is thought 
to remove antigenic marrow elements and decrease immunogenicity, thereby improving graft incorporation.43 Several 
studies have found that washing of specimens reduces rate of bacterial infection and transmission of blood borne viruses 
such as HIV and Hepatitis C, and prion disease.44–48 Ibrahim et al found that simple intraoperative washing of 
morcellised bone allograft with pulse lavage on average removed 70.5% protein, 95.2% fat, and 68.4% DNA compared 
to controls leading to reduced risks of blood borne disease transmission.48 Greater lavage duration was also found to be 
correlated with increased marrow removal in one study.49 Furthermore, Dunlop et al reported that washing of allografts to 

A B

Figure 2 (A) Gross photo of an osteochondral lesion on the femoral condyle. (B) Treatment of the lesion with an elliptical osteochondral allograft (OCA) transplantation.
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remove fat and marrow fluid produced stronger compact grafts that were more resistant to shear forces than controls.44 In 
addition, in a goat model, rinsing of allografts with saline resulted in higher bone and total tissue ingrowth compared with 
non-rinsed grafts.50 In contrast, Ambra et al reported that pulsatile lavage of OCAs did not significantly reduce DNA and 
bone marrow content, particularly for thicker 10-mm plugs.51 Other techniques, such as the use of CO2, to remove 
antigenic elements from donor grafts are currently being investigated.

To further improve the bony incorporation of OCAs, biologic augmentation through bone marrow aspirate concentrate 
(BMAC) has been explored, but the evidence overall is still lacking. BMAC contains osteoprogenitor cells and osteoin-
ductive factors that promote an anabolic, anti-inflammatory environment thought to enhance bony healing.52,53 These 
growth factors and osteoprogenitor cells have also been found to accelerate the time-to-union of fractures.54 Other animal 
studies and clinical trials have shown that BMAC may be a viable option to augment cartilage maturation and improve 
osseous union.55–58 Oladeji et al first reported in 15 patients that the addition of BMAC to large femoral condylar OCAs 
prior to implantation led to superior radiographic integration to bone and less sclerosis than controls during the first 6 
months postoperatively.52 In contrast, Wang et al found that the soaking of OCAs in BMAC prior to transplantation did not 
improve osseous integration or decrease cystic changes at mean 6 months and 12 months follow-up on magnetic resonance 
imaging (MRI).59 Other studies have since corroborated the lack of an augmentative effect with BMAC treatment of 
OCAs.60 Ultimately, soaking of OCAs in BMAC before implantation may be too simplistic, and further research is needed 
to target the growth factors within BMAC that can augment osseous integration of OCAs.59

Graft Survivorship and Patient Outcomes
The use of OCA transplantation has increased within recent years as the results of medium- and long-term studies have 
demonstrated good outcomes and graft survivorship.61 These studies report an average rate of survival of 86.7% in 582 
patients, 78.7% in 686 patients, 72.8% in 343 patients, and 67.5% in 180 patients at 5, 10, 15, and 20 years, 
respectively.61 Graft failure is typically defined as the requirement of revision surgery or progression to either uni-
compartmental or total knee arthroplasty.61,62 Rates of failure are influenced by a multitude of factors including gender, 
age, BMI, defect size and location, and revision cases.17,61,63,64 Patient-reported outcomes are impacted by a variety of 
characteristics, including history of prior knee surgeries, baseline physical activity, and preoperative pain levels.65,66 

Interestingly, patient-reported outcomes have not been shown to be influenced by factors such as age, gender, or size of 
the defect.62,66–68 The most commonly reported outcomes for OCA are the postoperative modified d’Aubign-Postel, 

A B

Figure 3 Eight-month postoperative sagittal magnetic resonance images showing (A) good osseous incorporation and integrity of an elliptical osteochondral allograft (OCA) 
transplant on the femoral condyle, and (B) osseous subsidence and collapse of an elliptical OCA transplant on the femoral condyle. 
Notes: Reproduced with permission from Rauck RC, Wang D, Tao M, Williams RJ. Chondral delamination of fresh osteochondral allografts after implantation in the knee: a 
matched cohort analysis. Cartilage. 2019;10(4):402–407. Copyright © 2019. doi:10.1177/1947603518777576
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Knee Society function, International Knee Documentation Committee (IKDC), and the Lysholm score, all of which 
typically show significant improvements postoperatively after OCA transplantation.61

When considering outcomes based on etiology, OCD in particular poses unique challenges to surgical management 
due to its large irregular shape, location in the periphery of the femoral condyle, and increased depth of bony 
involvement.69 OCD is largely a pediatric disease, and nonoperative management has proven to be effective for most 
patients prior to the closure of the epiphyseal plates.69,70 However, once skeletal maturity is reached, outcomes of 
nonoperative management worsen and therefore surgical management of OCD is increasing in popularity.65 OCA 
transplantation has demonstrated promising results for this group, with studies showing 95–97% survival at 5 years 
and 90% survival at 10 years.70,71 Patient-reported outcomes in this cohort are similar to the general OCA population in 
that knee outcome scores, such as Knee Injury and Osteoarthritis Outcome Score and IKDC, all improve 
postoperatively.72 Importantly, satisfaction in this treatment group is generally high, with recent studies reporting average 
satisfaction rates ranging from 81% to 95%.70,71 While the early data supporting OCA for the treatment of OCD are 
promising, studies examining longer term survival in this population are needed since the average age of patients in some 
studies undergoing OCA transplantations for OCD is just 23.9 years.72

Current methods for cartilage repair other than OCA include subchondral marrow stimulation, ACI, and OAT. When 
these procedures fail, OCA has been shown to be an acceptable salvage procedure, with 91% graft survival at 3.5 years, 
82% at 10 years, and 74.9% at 15 years for salvage cases.64,73 Functional outcomes in this cohort have been shown to 
improve considerably and patient satisfaction is rated as good to excellent for a majority of patients who choose to 
undergo OCA transplantation for salvage of cartilage repair.64 Not surprisingly, the degree of osseous graft integration on 
MRI has been correlated with better outcomes in patients undergoing the salvage OCA transplantation procedure.73

While OCA has demonstrated its utility as a salvage procedure when other modes of cartilage repair fall short, once 
OCA fails, the treating surgeon is left with limited options, including revision OCA transplantation. Currently, two 
studies have reported on the outcomes in this scenario. Horton et al examined a series of 33 patients undergoing revision 
for OCA transplantation with a mean 10 years follow-up.74 This group defined failure as progression to partial or total 
knee arthroplasty and reported a failure rate of 39% at 5.5 years, with a reoperation rate of 67%. A more recent study by 
Davey et al examined a series of 9 patients undergoing revision OCA surgery and found a failure rate of 11% at 3.8 years 
and a reoperation rate of 50%.75 However, larger, prospective cohort studies will ultimately help with determining the 
best practices for revision cases of OCA transplantation.

Lesions of the patellofemoral joint pose unique difficulties for OCA transplantation due to high joint reaction forces, 
presence of concomitant patellar instability or overload, and the undulating topography of the patellofemoral joint.76 As 
such, graft survival on the patella is typically lower than that on the condyles, with reports of survival being 87.9% at 5 
years and 78.1% at 10 years.76,77 Mean rate of reoperation is 51.6%, with hardware removal being the most common 
reason for reoperation.77 However, patients undergoing OCA transplantation for lesions of the patellofemoral joint have 
reported a 89% satisfaction rate.78 Although outcomes for OCA in the patellofemoral joint are generally reported to be 
lower than OCA in other locations, patients still report improvement in functional outcome scores compared to their 
preoperative state.77 These results may be confounded as concomitant procedures, such as soft-tissue patellar stabiliza-
tion or tibial tubercle osteotomy, may be concomitantly performed with OCA transplantation.77 Therefore, assessing the 
individual effect of OCA transplantation remains difficult in this cohort.

Historically, the use of OCA was reserved for the younger population due to worse outcomes reported in the >40 
years age population. However, recent analyses have identified confounders that could have influenced these outcomes 
including history of prior surgeries, higher BMI, and long-standing defects.65,79 As the aging population seeks to remain 
active, it becomes increasingly important to understand outcomes of cartilage preservation in this cohort. Multiple studies 
have assessed outcomes of OCA in the >40 years old cohort and have found mixed results. Wang et al found graft 
survival to be lower in their older cohort, with 88% survival at 2 years and 73% at 4 years.14 However, Markus et al 
found a survival rate of 100% at 3.1 years and credits the difference in graft survival to their exclusion of patients with 
a history of knee osteoarthritis or inflammatory joint disease.79 With respect to outcomes, all four of the studies published 
on the >40 years old population found significant postoperative improvements in pain and functional scores as well as 
high satisfaction rates following the procedure.14,16,65,79
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The trend in outcomes research explores patient-reported outcomes that are clinically meaningful to the patient, 
including specific factors associated with achieving minimal clinically important difference (MCID) and substantial 
clinical benefit (SCB).66 MCID is the smallest change in score from the outcome measurement that patients perceive 
as being beneficial, while SCB is the clinical value that the patient considers to be an improvement in their health 
status.66,80,81 Wang et al found that lower preoperative IKDC and Knee Outcome Survey–Activities of Daily Living 
(KOS-ADL) scores, lower preoperative 36-Item Short Form Health Survey pain scores, higher preoperative Marx 
Activity Rating Scale scores, and a history of ≤1 prior ipsilateral knee surgical procedure were predictive of 
achieving the MCID and/or SCB.66 The authors concluded that patients with high baseline physical activity levels 
and less overall preoperative pain or higher pain tolerances were likely do better postoperatively after OCA 
transplantation.66

Risk Factors for Failure
Understanding the risk factors associated with failure after OCA transplantation is helpful for surgeons during preoperative 
counseling and clinical surveillance.17 Failure of OCA transplantation can have many definitions, including subsequent 
revision cartilage surgery or arthroplasty, failure to achieve SCB or improvement to the level of MCID on patient-reported 
outcomes, or evidence of graft failure on postoperative imaging or second-look arthroscopy. In vivo mechanical failure of the 
transplanted graft typically occurs by osseous collapse or delamination of the articular cartilage surface (Figure 4).82 In 
a systematic review of 1036 patients, Familiari et al reported that bipolar defects, revision OCA, and patellar defects resulted 
in higher failure rates after OCA transplantation.61 A more recent systematic review and meta-analysis of 16 studies totaling 
1401 patients by Kunze et al found that bipolar defects of the patellofemoral or tibiofemoral articulating surfaces, male sex, 
older age, and greater BMI were significantly associated with an increased failure rate after OCA transplantation.17 Chondral 
size defect or location, patellar defects, and concomitant procedures were not associated with increased risks of failure, which 
were in contrast to other studies.17,24,61,63 In a retrospective study, sex mismatch between donor and recipient was associated 
with a 3-times greater likelihood to fail at 5 years compared to same-sex transplantation.83

Regarding patient-specific factors, male sex has been identified as a significant risk factor for failure, with one 
study reporting that males were 4.18 times more likely to fail than females at a mean 3.6-year follow-up.14 BMI is 
also an important factor to consider during the preoperative counseling period. Traditionally, BMI ≥30 is a reported 
contraindication to cartilage repair procedures due to higher joint reactive forces and cartilage delamination leading to 
worse outcomes and failure.84,85 However, one study reported 2- and 5-year graft survivorship rates of 87% and 83%, 
respectively, in 31 young and athletic patients without significant comorbidities with a BMI ≥30 after OCA 
transplantation.86 Additionally, they reported high patient satisfaction rates and significant improvements in pain 

BA C

Figure 4 (A) Arthroscopic image at the time of revision surgery (one year after index surgery) of a transplanted osteochondral allograft (OCA) in the femoral condyle with 
shear delamination cartilage surface, which is being debrided by the arthroscopic shaver. (B) After debridement of the delaminated cartilage surface, only the underlying 
allograft bone is seen. (C) Sagittal magnetic resonance image of a transplanted patellar OCA demonstrates shear delamination failure of the allograft cartilage one year after 
surgery (yellow arrow). The allograft bone is well incorporated with the surrounding recipient bone.
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and physical functioning at 4.1 years follow-up and emphasized the importance of patient selection.86 Thus, BMI may 
not be a good parameter for obesity and the degree of joint reactive forces imparted to the transplanted graft.

Rehabilitation and Return to Sport
Overall, OCA transplantation for the treatment of cartilage injury has resulted in excellent clinical results. However, the 
optimal postoperative rehabilitation protocols are not well established. Significant variation among postoperative proto-
cols following OCA transplantation exists. A recent systematic review by Stark et al analyzing the postoperative 
protocols for 3451 knees across 62 studies explored the important factors in the rehabilitation protocol, including 
range of motion (ROM) in 56 studies, bracing in 37 studies, weightbearing restrictions in 62 studies, and return to 
sport criteria after OCA transplantation in 41 studies.87 Of the studies that reported ROM in this review, 78.6% of authors 
initiate motion within the 1st week postoperatively, with the remaining authors beginning motion during the 2nd or 4th 
week postoperatively.87 The majority of these authors allowed for unrestricted ROM at their respective time points. For 
patellofemoral lesions, more restrictive protocols may be indicated as multiple authors have advocated limiting post-
operative ROM to <30–45o of flexion to avoid overload of the patella and trochlea.63,70,76,88 A study by Cameron et al 
advocated restricting ROM to 0–45o in the initial postoperative period with unrestricted ROM at 4 weeks postoperatively 
after OCA transplantation for patellofemoral lesions.88 In addition, nearly 50% of authors in Stark et al’s review 
supplemented their postoperative regimen with continuous passive motion (CPM) ranging from 1 to 8 weeks post-
operatively, with a mean of 7 hours of daily use.87 Early postoperative ROM is not only critical in preventing stiffness 
and arthrofibrosis but thought to promote cartilage repair with the articular cartilage receiving nutrition through move-
ment of synovial fluid.89–91 In terms of rehabilitation exercises, most surgeons initiate closed-chain and open-chain 
exercises at 4 and 8 weeks postoperatively, respectively.87

Multiple studies have also described the use of postoperative bracing, with durations ranging from 1 week to over 6 
months.87 Objective criteria should be used to assess readiness for brace removal, including the return of adequate 
quadriceps strength as measured by the ability to perform a straight leg raise without extension lag.87 Patel et al 
recommended keeping the knee brace locked in extension during weightbearing to minimize shear forces on the knee 
joint until 2 weeks postoperatively when quadriceps control has been established, at which time the brace can be 
discontinued at week 4 postoperatively.92

Weightbearing protocols for condylar OCA transplantation also vary significantly among surgeons, with a recent trend of 
more permissive postoperative weightbearing protocols.87 Initial partial weightbearing was reported by only about 30% of 
authors, with the most common protocol initiating weightbearing at 2 weeks, and others withholding weightbearing until 6 
weeks postoperatively.87 Limiting weightbearing in the early postoperative period may help avoid excessive forces that may 
displace the graft or cause apoptosis and proteoglycan loss within the articular cartilage; however, this must be balanced with 
the benefits of healthy moderate mechanical loading across the articular cartilage that promotes an anabolic chondrocyte 
response and transfer of nutrients from the synovial fluid.92–96 From a high-volume center, 20% foot flat weightbearing for 1–2 
weeks is permitted postoperatively, followed by progression to full weightbearing and functional activity.92 For patellofemoral 
OCA transplantation, the majority of studies allowed for immediate weightbearing as tolerated in a knee brace locked in 
extension while restricting knee flexion postoperatively.76,87,97 The most appropriate time for when full weightbearing is 
permitted should be patient-specific as the physical and psychological benefits of early weightbearing and individual demand 
of the patient must be weighed against the potential excess strain on the transplanted graft and risk of failure. Return to sport 
following OCA transplantation presents a further challenge to the treating physician, as the physical demands across sport and 
competition level vary widely, as does the recovery process for each individual patient. This decision requires 
a multidisciplinary approach between the physician, physical therapists, athletic training staff, and athlete.92 Across 37 
studies, the expected timeline from surgery to return to play ranged from 4 months to 1 year, with most authors (62.2%) 
favoring return to sport at 6 months.87 Though many protocols report time after surgery as the critical measure, objective 
functional assessment measures should be utilized instead. Quantitative measurements such as jump testing and movement 
screens aid in return to sport evaluations to determine strength and movement patterns in the surgical extremity.98 

Furthermore, evaluation tools analyzing restoration of quadriceps strength, conditioning, and ability to perform sport specific- 
skills are important metrics in an athlete’s assessment prior to return to sport.92 One limitation of the included studies is the 
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lack of standardized sport-specific protocols for return to play since the demands of different sports result in different loads 
across the knee joint. In addition to functional assessment tools, some authors have advocated for advanced imaging with MRI 
and CT to assess graft incorporation, with full incorporation required prior to advancing an athlete back to full activity.99

Overall, a high rate of return to sport has been achieved following OCA transplantation. In a study of 43 athletes at 
mean 2.5 years follow-up, 88% achieved some level of return to sport, with 79% achieving full return to preinjury 
level.100 Time to return to sport averaged 9.6 months postoperatively with factors negatively affecting return to sport 
being ages ≥25 years old and preoperative symptoms ≥1 year. A larger study by Nielsen et al of 142 patients at mean 6 
years follow-up of both highly competitive and recreational athletes demonstrated a 75.2% return to sport, with 91% of 
patients expressing satisfaction with results of surgery.101 These results have been demonstrated in elite athletes as well. 
A case series by Balazs et al of 11 professional or collegiate basketball players undergoing OCA transplantation were 
able to achieve a return to play at preinjury level of competition in 80% of cases, with median time to return to play of 14 
months.102

Summary
Overall, OCA transplantation has demonstrated excellent survivorship and patient-reported outcomes for treatment of 
large osteochondral defects, OCD, and failed cartilage procedures. Furthermore, the procedure may be indicated in select 
older patients with focal articular cartilage defects and activity levels not yet suitable for arthroplasty. Technologies to 
improve graft viability during storage and biologic incorporation of the allograft continue to evolve, which will hopefully 
further optimize patient outcomes and survivorship. Return to sport after OCA transplantation is possible at 6 months 
postoperatively and should include objective functional assessment measures and a multidisciplinary approach.
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