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Abstract
Background: The purpose of this study was to compare the functional and radiographic outcomes of patients who
received juvenile allogenic chondrocyte implantation with autologous bone marrow aspirate (JACI-BMAC) for treatment
of talar osteochondral lesions with those of patients who underwent microfracture (MF).
Methods: A total of 30 patients who underwent MF and 20 who received DeNovo NT for JACI-BMAC treatment between
2006 and 2014 were included. Additionally, 17 MF patients received supplemental BMAC treatment. Retrospective chart
review was performed and functional outcomes were assessed pre- and postoperatively using the Foot and Ankle Outcome
Score and Visual Analog pain scale. Postoperative magnetic resonance images were reviewed and evaluated using a modified
Magnetic Resonance Observation of Cartilage Tissue (MOCART) score. Average follow-up for functional outcomes was
30.9 months (range, 12-79 months). Radiographically, average follow-up was 28.1 months (range, 12-97 months).
Results: Both the MF and JACI-BMAC showed significant pre- to postoperative improvements in all Foot and Ankle
Outcome Score subscales. Visual Analog Scale scores also showed improvement in both groups, but only reached a level
of statistical significance (P < .05) in the MF group. There were no significant differences in patient reported outcomes
between groups. Average osteochondral lesion diameter was significantly larger in JACI-BMAC patients compared to MF
patients, but size difference had no significant impact on outcomes. Both groups produced reparative tissue that exhibited
a fibrocartilage composition. The JACI-BMAC group had more patients with hypertrophy exhibited on magnetic resonance
imaging (MRI) than the MF group (P = .009).
Conclusion: JACI-BMAC and MF resulted in improved functional outcomes. However, while the majority of patients improved,
functional outcomes and quality of repair tissue were still not normal. Based on our results, lesions repaired with DeNovo NT
allograft still appeared fibrocartilaginous on MRI and did not result in significant functional gains as compared to MF.
Level of Evidence: Level III, comparative series.
Keywords: osteochondral lesions, juvenile articular cartilage, DeNovo Natural Tissue graft, microfracture, arthroscopic
treatment

Osteochondral lesions (OCLs) of the talus are increasingly
recognized injuries that are commonly associated with
acute ankle sprains, fractures, and recurrent ankle instability. They present a challenging clinical problem due to the
poor healing potential of articular hyaline cartilage.
Conservative treatment is common in low-grade lesions
but has a high failure rate, with larger lesions often requiring operative treatment.8,47 Microfracture (MF) has been
considered the primary treatment for symptomatic OCLs
as it is a simple, single stage procedure that can be performed arthroscopically and has been shown to have good
to excellent results in approximately 85% of patients.48,49
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The procedure involves penetrating the subchondral bone
to stimulate bleeding from the underlying bone and the
migration of mesenchymal stem cells into the lesion site.
These cells within the clotted blood may then remodel and
become fibrocartilage in an attempt to fill the defect.
However, fibrocartilage is biomechanically inferior compared to native hyaline cartilage and may degrade more
quickly over time.20 In addition, MF is less effective in
treating larger lesions (>150 mm2) and lesions on the
shoulder of the talar dome. These lesions often require secondary procedures such as osteochondral allograft or autograft transplantation (OATs) or autologous chondrocyte
implantation,4,9,11,24,27,31,42 each of which has its own shortcomings including possible donor site morbidity, the
potential need for an osteotomy, or necessity for multiple
procedures.6,36,40
These limitations have led researchers to explore novel
approaches to deliver cells and growth factors to an
osteochondral defect to produce a more normal hyaline
cartilage.4 Juvenile allogenic chondrocyte implantation
with bone marrow aspirate concentrate (JACI-BMAC) is an
all-arthroscopic procedure that has the potential to reproduce hyaline cartilage without the morbidity and technical
difficulties associated with other cartilage restorative techniques. DeNovo NT (Natural Tissue) graft (Zimmer Inc,
Warsaw, IN) is a prepackaged particulated articular cartilage allograft derived from donors 2-12 years old. It contains immature juvenile chondrocytes with a high metabolic
activity and the reported ability to regenerate hyaline-like
cartilage.1,22 The graft is implanted into the defect and
secured with a fibrin sealant diluted with BMAC. The use
of BMAC is indicated as it has been shown to improve the
biomechanical and structural components of the reparative
tissue.13,24,28,43 There are few prior investigations that report
the clinical and radiographic outcomes of this procedure in
the ankle which have shown promising results and improved
clinical outcome; however, they are Level IV studies without a comparison group, lack objective outcome measures
and often have subjective outcome scores which are not
validated.12,36 To our knowledge, there are no comparative
studies in the literature which meet those criteria. True comparisons between JACI-BMAC and existing cartilage repair
techniques are needed to determine the role of DeNovo NT
in relation to other cartilage resurfacing procedures, specifically MF, the current standard of care.
Our hypothesis was that the JACI-BMAC procedure
would be superior to MF in treating osteochondral lesions of
the talus. We thought patients undergoing JACI-BMAC
would experience better functional improvement and possess
higher quality repair tissue on magnetic resonance imaging
(MRI) than MF patients. The purpose of this study was to
assess the clinical and radiographic outcomes of patients who
received JACI-BMAC for treatment of OCLs of the talus
compared to those who received MF alone (13 patients) and
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MF supplemented with BMAC (17 patients). Our goal was to
compare these groups’ outcomes and to assess the site of cartilage repair using MRI with the previously described magnetic resonance observation of cartilage repair tissue
(MOCART) semiquantitative grading system36 to compare
the quality of repair tissue produced by the two different
procedures.

Methods
After approval was obtained from our institutional review
board, the institution’s foot and ankle registry was searched
using relevant Current Procedural Terminology codes for all
patients who underwent either MF or JACI-BMAC for an
osteochondral lesion of the talus between 2006 and 2014.
Patients were excluded if they were smokers, had rheumatoid
or inflammatory joint disease, uncontrolled diabetes, an autoimmune disorder, or systemic inflammatory disease, or were
immune suppressed. A total of 50 patients fit the inclusion criteria and composed the study cohort. Of these 50 patients, 30
had undergone arthroscopic MF treatment and 20 had received
arthroscopic DeNovo NT for JACI-BMAC treatment. Within
the arthroscopic MF treatment group, 17 patients received
BMAC in addition to MF, based on surgeon preference. All
patients had an MRI at least 1 year postoperatively. Patients
with concurrent ankle instability were also identified, with
ankle instability being defined on routine stress X-rays as a
talar tilt of greater than 10 degrees varus or an anterior drawer
of greater than or equal to 10 mm. For patients that presented
with concurrent ankle instability, the instability was addressed
by performing a lateral ankle stabilization procedure using
either the Brostrom-Gould15 or lateral ligament reconstruction, depending on the surgeon’s preference. There were 7
patients who underwent procedures for instability in the MF
group, with 4 receiving lateral ligament reconstructions and 3
receiving Brostrom stabilizations. In the DeNovo group, 4
patients underwent a procedure for instability, and all 4 had
Brostrom-Gould type stabilizations (Table 1).
Retrospective chart review was performed and patient
demographic information was recorded. There were 27
females and 23 males who composed the patient population overall, with an average age of 37.2 (range, 9 to 74)
years. In the MF group, there were 15 females and 15
males, with an average age of 37.7 (range, 9 to 74) years,
while there were 13 females and 7 males, with an average
age of 36.6 (range, 16 to 52) years, in the JACI-BMAC
group. Pre- and postoperative functional outcome scores
were collected, including the Foot and Ankle Outcome
Score (FAOS) and Visual Analog Scale (VAS) pain scale
score. Size and location of the OCLs was collected from
the operative notes. Lesion size was recorded as the largest
diameter (mm) of the lesion as measured by the surgeon in
the operating room. Lesion location on the talar surface
was defined as either medial or lateral.
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Table 1. Concurrent Procedures.
Number of Patients
Microfracture Group
Brostrom stabilization
Chrisman-Snook procedure
Hindfoot reconstruction
Ankle arthrotomy, tibial and medial
malleolus ostectomy, removal of
hardware
Talar/tibial exostectomy
JACI-BMAC Group
Brostrom-Gould stabilization
Removal of hardware
Removal of loose body

4
3
1
1
5
4
2
2

Abbreviations: JACI-BMAC, juvenile allogenic chondrocyte implantation
with autologous bone marrow aspirate.

Of the 50 patients in the study, 49 filled out FAOS
and VAS pain scale surveys both preoperatively and
postoperatively, 30 in the MF group and 19 in the JACIBMAC group. The average follow-up was 30.9 (range,
12-97) months with the MF group having an average
follow-up of 38.2 months (range, 12 to 97) and the
JACI-BMAC group averaging a 19.4-month follow-up
(range, 12 to 40).

MRI Assessment
All magnetic resonance (MR) images were reviewed by a
radiologist fellowship trained in musculoskeletal radiology
and were evaluated using the previously described modified
MOCART score.36 The MOCART system uses 9 parameters to evaluate the morphology and signal intensity of the
repair tissue compared to native cartilage and has been
shown to be a reliable method for assessing cartilage repair
with low interobserver variability (Table 2).36 All 50 patients
included in the study underwent postoperative MRIs at a
minimum at 12 months postoperatively that were scored
using the MOCART system.
MR protocols differed within the study cohort since
scans were performed across multiple institutions due to
patient convenience in terms of location and insurance purposes. MR protocols included those performed at the primary institution (n = 30), those performed in the private
radiology facility of 1 of the participating surgeons (n = 4),
and those performed at outside facilities (n = 16).
All 50 patients received MRIs at a minimum of 12
months that were scored, with an average radiographic follow-up of 28.1 (range, 12-79) months. JACI-BMAC
patients had postoperative MRIs with an average follow-up
of 21.3 (range, 12.0 to 40) months, while MF patients had
postoperative MRIs with an average follow-up of 32.5
(range, 12.0-78.6) months.

Table 2. MOCART Scoring System for the Evaluation of JACIBMAC Using DeNovo NT Graft.a
Scoring Category and Variables
(Score)

MRI Characteristics

1. Degree of Defect Infill
   Complete
   Hypertrophy
   Incomplete
    >50% of adjacent cartilage
    <50% of adjacent cartilage
    Subchondral bone exposed

On a level with the
adjacent cartilage
Over the level of the
adjacent cartilage
Under the level of the
adjacent cartilage;
underfilling

2. Integration to Border Zone
   Complete
   Hypertrophy
   Incomplete
    >50% of adjacent cartilage
    <50% of adjacent cartilage
   Subchondral bone exposed

Complete integration
with adjacent cartilage
Incomplete integration
with adjacent cartilage;
presence of fissure or
defect

3. Surface of Repair Tissue
   Surface intact
   Surface damaged
    <50% of repair tissue depth
    >50% of repair tissue depth
   Degeneration

Lamina splendens intact
Fibrillations, fissures, and
ulcerations

4. Structure of Repair Tissue
   Homogenous
   Inhomogenous
5.
  
  
  

Signal Intensity of Repair Tissue
Isointense
Moderately hyperintense
Markedly hyperintense

6. Subchondral Lamina
   Intact
   Not intact
7. Subchondral Bone
   Intact
   Not intact

Edema, granulation tissue,
cysts, sclerosis

8. Adhesions
   Yes
   No
9. Effusion
   Yes
   No
Abbreviations: JACI-BMAC, juvenile allogenic chondrocyte implantation
with autologous bone marrow aspirate; MOCART, Magnetic Resonance
Observation of Cartilage Tissue score.
a
Values between 0 and 100 represent the percentage of the total
possible achievable score.

Operative Technique
The operative technique for MF has been described by various authors.20 A thigh tourniquet was routinely used as well
as standard anteromedial and anterolateral portals. The
lesion was identified and debrided back to normal cartilage
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with more Evicel for additional fixation. If no bone graft was
used, the DeNovo was placed on the subchondral bone followed by Evicel and BMAC while the top layer of Evicel
was still wet. The fibrin glue was allowed to set, which typically took 5 to 10 minutes.

Statistical Analysis

Figure 1. Arthroscopic view of an osteochondral defect of the
talus.

borders upon inspection and palpation with a probe. Once
the base of the lesion was prepared to the level of the subchondral bone a small joint MF awl (Smith & Nephew,
Jericho, NY) was used to perforate the subchondral plate
with at least 3 mm of space in between holes to avoid fracture propagation of the underlying bone. The tourniquet
was deflated to confirm that blood from the underlying
bone was present through the holes.
The operative technique for JACI-BMAC was carried out
arthroscopically as previously described by Drakos and
Murphy.19 Approximately 60 mL of bone marrow was aspirated from the anterior superior iliac crest and then concentrated in the Magellan Autologous Platelet Separator
(Anteriocyte Medical Systems, Cleveland, OH), yielding
about 3 mL of BMAC. The decision to use bone graft was
made if there was a significant bone defect or void left by a
subchondral cyst or necrotic bone. We defined this as a
defect of approximately 1 cm in depth or greater. If bone
grafting was necessary due to the presence of any bony
defects below the articular cartilage in the talus, it was harvested at this time from either the iliac crest or the calcaneus
depending on the size of the defect and extent of cystic
change in the talus. Standard arthroscopy was performed
and the area was debrided using a mechanical shaver to
remove any scar tissue, osteophytes, and loose fragments
(Figure 1). All fluid was then removed from the ankle using
an epidural spinal needle and vacuum suction so that the
remainder of the arthroscopy was performed dry. During this
time, the DeNovo NT graft was prepared. Once the ankle
was completely dry and all minor bleeds had ceased, the
bone graft was placed into the defect using an arthroscopic
cannula and packed down to form a stable bed using a Freer
elevator. A fibrin glue sealant, Evicel (Ethicon, Rockville,
MD), was layered over the bone graft. Then, DeNovo articular cartilage allograft was dispersed over the defect using an
arthroscopic cannula. The cartilage graft was then covered

Descriptive statistics are presented as means and standard
deviations for continuous variables and as frequencies and
percentages for continuous variables. To look at pre- to
postoperative clinical outcome scores for each individual
cohort, the Wilcoxon signed rank test was used. To compare
the MF and JACI-BMAC cohorts, univariate analyses were
first conducted to compare patient and clinical characteristics. Continuous variables were assessed with the Wilcoxon
rank sum test, while Fisher’s exact test was used for categorical variables. Pre- to postoperative changes in outcomes
scores were evaluated with the Wilcoxon signed rank test.
Ordered logistic regression models were developed to evaluate the effect of procedure (MF vs JACI-BMAC) on
MOCART outcomes adjusting for patient age and sex,
instability, hypertrophy, and time to follow-up for MRI. A
Spearman rank correlation test for the coefficients for outcome score was run for the continuous variables age, follow-up time, and lesion size. All analyses were performed
with SAS Software version 9.3 (SAS Institute, Inc, Cary,
NC, USA), with a level of significance of α = .05. To compare JACI-BMAC patients with bone grafting to those
without, Student’s t-tests were performed with Microsoft
Excel with a level of significance of α = .05.

Results
Functional Outcomes
Both JACI-BMAC and MF groups had significant pre- to
postoperative improvement in pain, activities, sports, and
quality of life FAOS subscales with mean scores improving
by 9.6 points, 7 points, 17.4 points, and 26.1 points for the
MF group (Table 3) and 15.7 points, 19.4 points, 20.1 points,
and 22.9 points for the JACI-BMAC group (Table 4).
Postoperative VAS pain scale scores also improved for both
groups (Tables 3-4). The MF group decreased by 2.3 points
(indicating a decrease in pain). The JACI-BMAC group also
showed improvement, decreasing by 1.9 points; however,
this did not reach a level of statistical significance. When
comparing the patient reported outcomes between the JACIBMAC and MF groups, no significant differences between
groups existed in postoperative scores (Table 5) or the preto postoperative change in scores (Table 6). When assessing
differences in postoperative scores and the pre- to postoperative change in outcome scores between JACI-BMAC and
MF groups while adjusting for potential confounders using a
multivariate analysis, none of the differences in FAOS scores
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Table 3. Overall Functional Outcome Scores for JACI-BMAC Patient Group.
Variable
VAS
Pain scale
FAOS Outcomes
Pain
Symptoms
Daily activities
Sports activities
Quality of life

Preop Mean

Postop Mean

∆ Pre- to Postop

P Value

5.9 ± 3.3

4.3 ± 3.2

−1.9 ± 4.2

.082

52.8 ± 23.5
56.9 ± 25.4
64.5 ± 23.4
35.5 ± 21.4
23.8 ± 19.8

67.6 ± 24.5
64.7 ± 24.8
74.1 ± 26.6
48.9 ± 32.9
43.1 ± 26.4

15.7 ± 20.4
3.3 ± 26.4
12.4 ± 19.4
14.2 ± 20.1
21.9 ± 22.9

.080
.629
.013
.031
.002

Abbreviations: FAOS, Foot and Ankle Outcome Score; JACI-BMAC, juvenile allogenic chondrocyte implantation with autologous bone marrow
aspirate; VAS, Visual Analog Scale.

Table 4. Overall Functional Outcome Scores for Microfracture (MF) Patient Group.
Variable
VAS
Pain scale
FAOS Outcomes
Pain
Symptoms
Daily activities
Sports activities
Quality of life

Preop Mean

Postop Mean

∆ Pre- to Postop

P Value

5.5 ± 2.7

3.9 ± 3.0

−2.3 ± 2.9

.006

57.8 ± 20.8
62.5 ± 17.9
71.7 ± 22.6
35.4 ± 20.9
24 ± 18.1

68.1 ± 24.7
55.7 ± 23.7
80.3 ± 24.8
48.0 ± 31.4
46.1 ± 31.5

9.6 ± 23.0
−6.2 ± 19.3
7 ± 28.1
17.4 ± 26.2
26.1 ± 30.7

.026
.186
.010
.016
.008

Abbreviations: FAOS, Foot and Ankle Outcome Score; VAS, Visual Analog Scale.

Table 5. Comparison of Postoperative Outcome Scores
Between JACI-BMAC and MF Patients.

Table 6. Comparison of Pre- to Postoperative Difference in
Outcome Scores Between JACI-BMAC and MF Patients.

Variable

Variable

VAS
Pain scale
FAOS Outcomes
Pain
Symptoms
Daily activities
Sports activities
Quality of life

DeNovo

Postop Mean

P Value

No
Yes

3.9 ± 3.0
4.3 ± 3.2

.891

No
Yes
No
Yes
No
Yes
No
Yes
No
Yes

68.1 ± 24.7
67.6 ± 24.5
55.7 ± 23.7
64.7 ± 24.8
80.2 ± 24.8
74.0 ± 26.6
48.0 ± 31.4
48.9 ± 32.9
46.1 ± 31.5
43.1 ± 26.4

1

VAS
Pain scale
FAOS Outcomes
Pain

.177

Symptoms

.309

Daily activities

.93

Sports activities

.906

Quality of life

DeNovo

∆ Pre- to Postop

P Value

No
Yes

−2.3 ± 2.9
−1.9 ± 4.2

.082

No
Yes
No
Yes
No
Yes
No
Yes
No
Yes

9.6 ± 23
15.7 ± 20.4
−6.2 ± 19.3
3.3 ± 26.4
7.0 ± 28.1
12.4 ± 19.4
17.4 ± 26.2
14.2 ± 20.1
26.1 ± 30.7
21.6 ± 22.9

.59
.317
.836
.443
.636

Abbreviations: FAOS, Foot and Ankle Outcome Score; JACI-BMAC,
juvenile allogenic chondrocyte implantation with autologous bone
marrow aspirate; MF, microfracture; VAS, Visual Analog Scale.

Abbreviations: FAOS, Foot and Ankle Outcome Score; JACI-BMAC,
juvenile allogenic chondrocyte implantation with autologous bone
marrow aspirate; MF, microfracture; VAS, Visual Analog Scale.

between the groups achieved the minimal clinically important difference (~10 points). As a result, this suggests there
may not be enough of a difference between these 2 treatments to distinguish them in terms of patient outcomes in the
short term.

Relationships between outcomes and lesion location,
lesion size, bone grafting, hypertrophy, and instability were
assessed for both the JACI-BMAC and MF groups separately. In terms of lesion location, the JACI-BMAC group
had 18 medial lesions and 2 lateral lesions versus 17 medial
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lesions and 13 lateral lesions for the MF group. Location of
the OCL (medial/lateral) was not associated with any outcomes pre- or postoperatively for either group. Patients
who received JACI-BMAC had significantly larger lesions,
with an average lesion size of 13.0 mm (range, 8.0-22.0
mm) compared to 7.4 mm (range, 2.0-15.0 mm) for MF
patients (P < .001). Patients who received MF alone had an
average lesion size of 9.2 mm while patients who received
MF with BMAC had an average lesion size of 5.8 mm. The
intergroup difference in lesion size showed no significant
effect on FAOS, VAS, and MOCART scores in both an
ordered logistic regression test as well as a Spearman rank
correlation test. In the JACI-BMAC group, 4 patients
required bone grafting due to defects one centimeter or
greater. Within the JACI-BMAC group, there were no statistically significant differences between those patients that
received bone grafting compared to those that did not in the
post- to preoperative change in all FAOS subscales, SF-12
scores, and VAS pain scale scores. Furthermore, there were
no significant differences between the groups in overall
MOCART score and in the 9 MOCART subscales, significant differences were only found in the adhesions category
(P = .001).
There was a significant difference in the percentage of
patients that demonstrated hypertrophy postoperatively
between the 2 groups with 70% (14 out of 20) of the JACIBMAC patients and 30% (9 out of 30) of the MF patients
demonstrating hypertrophy postoperatively. This had no
significant effect on clinical outcomes but in a regression
model showed a significant effect on the MOCART parameters degree of defect infill, integration to border zone, and
surface of repair tissue, indicating that a significant portion
of the DeNovo patients did worse in these subcategories
than the MF patients.
A separate analysis was performed to test for differences
within the MF group for patients who did and did not
receive additional BMAC. We also looked at the differences
between these groups (MF, MF-BMAC) and DeNovo using
a single factor ANOVA test. The test showed that there was
no significant difference in MOCART scores between the 3
groups (F<F critical [0.1016<3.1996] and P = .9036) indicating that the addition of BMAC did not have a significant
effect on the overall MOCART scores. The test also showed
that there was no significant difference in overall FAOS
scores between the 3 groups (F<F critical [1.61235<3.4668]
and P = .22315) indicating that the addition of BMAC did
not have a significant effect on the overall FAOS scores.
There was no significant difference between the percentage of patients receiving concurrent instability procedures
between the groups. In total, 20% (4 out of 20) of JACIBMAC patients and 23.3% (7 out of 30) of MF patients had
concurrent instability that was addressed simultaneously
with the OCL. Presence of instability had no significant
effect on clinical outcomes but in a regression model,
showed a significant effect on the MOCART parameter
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subchondral lamina with patients in both groups being less
likely to have an intact subchondral lamina.

Radiographic Outcomes
The average MOCART score for the JACI-BMAC group
was 51.5 (range, 10.0-85.0) versus 53.3 (range, 10.0-95.0)
for the MF group. Overall MOCART scores were not significantly different between groups (P = .887). When
assessing the 9 MOCART parameters individually, both
Degree of Defect Infill and Integration to Border Zone were
significantly different between groups (Table 7). The JACIBMAC group tended to have more patients with hypertrophy than the MF group with 70% of JACI-BMAC patients
demonstrating overfill at the lesion site compared to 30% of
MF patients (Figure 2). Comparatively, most MF patients
demonstrated underfilling of the lesion, with 63.4% showing either an incomplete fill compared to the level of adjacent cartilage or the subchondral bone exposed (Figure 3).
It was also found that the subchondral bone was not intact
for the majority of patients in both groups (85% of JACIBMAC patients and 86.7% of MF patients), with most
patients showing persistent bone marrow edema postoperatively in both groups (Figure 4).
Differences in individual MOCART parameters did not
result in significant differences of functional outcomes on
the FAOS and VAS pain scale scores. Specifically, the
degree of defect infill did not result in any differences in
functional outcomes between patients with complete filling
of the lesion, incomplete filling, or with hypertrophy,
regardless of operative technique. There were also no differences in outcomes between patients in which the subchondral bone was intact versus not-intact. However, there
was a significant negative correlation (–0.546) found
between overall MOCART score and FAOS pre- to postoperative change in the pain subscale (P = .002) and the quality of life subscale (P = .049). It should be noted, though,
overall MOCART score has little clinical meaning.

Complications
In total, 14 patients (14 out of 50, 28%) returned to the operating room for revision procedures due persistent symptoms
over the course of 8 years (Table 8). Average time for return
to the OR was 29.8 (range, 3 to 95) months and the average
lesion size was 8.9 mm (range, 4 to 22 mm) at the time of
these patients’ initial surgery. Of the 30 patients who underwent MF, 9 were indicated for revision procedures (9/30,
30%). These patients had an average lesion size of 7.6 mm
(range, 4 to 12 mm) at the time of their first surgery and an
average lesion size of 7.6 mm (range, 3 to 12 mm) at the
time of revision surgery. Of the 20 JACI-BMAC patients, 5
were indicated for revision procedures (5/20, 25%). Average
lesion size for these patients at the time of initial surgery
was 12 mm (range, 8 to 22 mm) and the average lesion size
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Table 7. Difference in MOCART Parameter Results Between the JACI-BMAC and MF Groups.
MF
MOCART Parameter
Degree of Defect Infill
Complete
Hypertrophy
Incomplete
Subchondral bone exposed
Integration to Border Zone
Complete
Hypertrophy
Incomplete
Subchondral bone exposed
Surface of Repair Tissue
Surface intact
Surface damaged
<50% of repair tissue depth
>50% of repair tissue degeneration
Structure of Repair Tissue
Inhomogenous
Homogenous
Signal Intensity of Repair Tissue
Isointense
Moderately hyperintense
Subchondral Lamina
Intact
Not intact
Subchondral Bone
Intact
Not intact
Adhesions
No
Yes
Effusion
No
Yes

JACI-BMAC

n

%

n

%

P Value

4
7
17
2

13.3
23.3
56.7
6.7

0
13
4
3

0
65
20
15

.003

6
0
21
3

20
0
70
10

0
3
13
4

0
15
65
20

.014

6
1
16
8

19.4
3.2
51.6
25.8

4
1
11
4

20
5
55
20

.964

10
20

33.3
66.7

6
14

30
70

1

12
18

40
60

9
11

45
55

.773

12
18

40
60

5
15

25
75

.373

4
26

13.3
86.7

3
17

15
85

1

12
18

40
60

9
11

45
55

1

25
5

83.4
16.7

16
4

80
20

.724

Abbreviations: JACI-BMAC, juvenile allogenic chondrocyte implantation with autologous bone marrow aspirate; MF, microfracture; MOCART,
Magnetic Resonance Observation of Cartilage Tissue score.

at the time of revision surgery was 12.3 mm (range, 10 to 15
mm). There were no infections or acute synovitis reactions.
In each of the JACI-BMAC patients, there was reparative
tissue present although the tactile stiffness and texture was
clearly different from the surrounding normal cartilage.

Discussion
This study showed that both the MF technique and JACIBMAC technique using DeNovo NT graft could result in
significant pre- to postoperative improvements in clinical
outcomes for patients undergoing treatment of osteochondral lesions of the talus. However, when comparing the 2
techniques, postoperative functional outcomes and the quality of repair tissue on MRI were similar with no significant

differences in outcome scores and only differences in 2 out
of the 9 radiographic parameters (degree of defect infill and
integration to border zone) between the two groups. These
findings contradict our hypotheses that JACI-BMAC procedure would be superior to MF in treating osteochondral
lesions of the talus, showing better functional improvement
and higher quality repair tissue on MRI than MF patients.
MF is typically recommended as the primary means of
treating small to medium size OCLs of the talus because of
its technical ease and favorable results. The success of the
MF procedure has been systematically reviewed, with good
to excellent outcomes observed in 80-85% of patients and a
weighted mean AOFAS score of 86.8 points.18,49 Although
many authors have reported good results in the short-term,
several have reported poorer outcomes. A study by Hunt
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Table 8. Revision Procedures of Patients Who Needed to
Return to the Operating Room.
Revision Procedure
MF Group
Debridement and MF with BMAC
Debridement, synovectomy and
synovial hyperplasia resection,
removal of loose body with BMAC
OATS
Debridement with DeNovo
Arthroscopic resection, tibial
exostectomy, removal of loose
bodies with BMAC
JACI-BMAC Group
MF with BMAC
MF and debridement
OATS

Number of Patients
4
1
1
2
1

1
1
3

Abbreviations: ACI, autologous chondrocyte implantation; JACI-BMAC,
juvenile allogenic chondrocyte implantation with autologous bone
marrow aspirate; MF, microfracture; OATS, XXX.

Figure 2. Repair cartilage showing persistent hypertrophy at
(A) 14 months status post-JACI-BMAC and (B) 12.6 months
status post-MF in the coronal (top) and sagittal (bottom) planes.

Figure 3. Patient 12.6 months status post-MF showing underfilling
of the lesion, with repair cartilage fill reaching >50% the level of the
adjacent cartilage in the (A) coronal and (B) sagittal planes.

Figure 4. Persistent edema present at (A) 14 months status
post-JACI-BMAC and (B) 12.6 months status post-MF.

and Sherman33 found only 46% of OCLs treated with MF
had good or excellent outcomes at a mean follow-up of 66
(range, 6 to 169) months using the Berndt and Harty scale,
and a recent prospective study by Goh et al29 reported functional outcomes measured by the Ankle-Hindfoot Scale
(AHS) were excellent for 49% of patients, good for 10%,
fair for 30%, and poor for 11% of patients, with an average
follow-up of 14.2 (range, 12 to 30) months.
The long-term effectiveness of MF has been questioned due to the resulting repair tissue consisting of
fibrocartilage which has lower biomechanical strength
compared to native hyaline cartilage and is likely to
degenerate over time.23,32,38 A study by Ferkel et al20 is
one of the only studies evaluating osteochondral lesions
over more than 2 years after a MF procedure. When compared with their earlier findings, the authors’ long-term
outcomes deteriorated with time in 35% of cases over an
average follow-up period of 5 years (based on the qualitative Weber evaluation). These results were based on the
Alexander system and qualitative Weber evaluation. They
suggest that because fibrocartilage is biomechanically
inferior to hyaline cartilage, the tissue will continue to
wear over time and longer term outcomes will be poorer.
In addition, some studies have reported MF to be ineffective in treating larger lesions.9,11,14,26,28 Chuckpaiwong
et al11 reported good to excellent results in 100% of
patients with small to medium sized lesions (<15 mm in
diameter) at 32 months follow-up; however, they found
all but one patient with a large lesion (>15 mm in diameter) had poor outcomes. Choi et al9 also found a correlation between lesion size and outcomes, finding 80% of
patients with lesions >15 mm in diameter (>150 mm2) had
poor outcomes. Due to these shortcomings, many OCLs
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treated with MF end up requiring secondary procedures
such as osteochondral allograft, autograft, or autologous
chondrocyte implantation (ACI).4,25,27,31 There are a number of drawbacks to these secondary procedures including
additional osteotomy to access the talar surface, donor
site morbidity from a cartilage harvest site, or a staged
type procedure which necessitates 2 procedures.
Furthermore, insurance companies still consider OATS to
be an experimental procedure putting an excessive financial burden on patients. These associated morbidities and
technical difficulties have led surgeons to search for other
ways to improve the quality of the reparative tissue
through minimally invasive techniques with biologic
adjuncts including growth factors, mesenchymal stem
cells and minced allograft tissue.
JACI-BMAC is a relatively new all-arthroscopic procedure that uses juvenile chondrocytes implanted directly
into the defect site to regenerate cartilage. The rationale
with this technique is that using juvenile chondrocytes with
a greater metabolic activity will result in a higher propensity to generate hyaline-like cartilage versus the mainly
fibrocartilaginous repair tissue produced with MF and
without the morbidity and technical difficulties associated
with other restorative techniques such as OATs or ACI.22,39
However, few studies exist that investigate the clinical and
radiographic outcomes of this procedure and whether it is
superior to MF. In our study, we chose to combine the JACI
with BMAC. Our rationale for this approach was that most
of the cartilage lesions were not simple shear injuries and
had an underlying violation of the subchondral plate. As
such, they tended to bleed from the subchondral bone.
Multiple studies show that the quality of the reparative tissue can be improved with BMAC when compared to blood
from the subchondral bone.13,25,28,43 We used the BMAC to
help the JACI incorporate with the surrounding native
articular cartilage as well as improve the quality of the cartilage repair.
The first to report the use of arthroscopic juvenile chondrocyte implantation in the ankle was Kruse et al,35 who
presented the clinical results of a 30-year-old female who
was found to be pain free with no activity limitations postoperatively. However, no outcome scores were collected
and there was no radiographic assessment performed. A retrospective review of 23 patients by Coetzee et al12 showed
good pain and functional outcomes were observed in most
patients who received juvenile allograft to treat talar OCLs
according to AOFAS (85 ± 18, 78%), SF-12 (PCS: 46 ± 10,
MCS: 55 ± 7.1), FAAM (daily living: 82 ± 14, sports: 63 ±
27), and VAS (24 ± 25 of 100) scores. However, only 3
ankles were treated arthroscopically, there were no preoperative scores for comparison, and there was no radiographic analysis performed to evaluate the quality of repair
tissue. None of these studies had a comparison group or
objectively quantified the state of the osteochondral lesion
postoperatively.
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MRI has become increasingly useful for the noninvasive
evaluation of cartilage repair. Additional specialized semiquantitative techniques such as T2 mapping, delayed gadolinium-enhanced MRI, and diffusion-weighted imaging can
provide information on the morphological appearance of
the repair tissue as well as the cartilage structure and molecular composition.3,37,47,49 However, there have been contrasting findings regarding the quality of repair tissue
produced by MF using the aforementioned MRI techniques.
Some have reported the tissue produced by MF has a similar collagen fiber network to adjacent tissue and shows
complete integration, fill, and homogeneity.17 In contrast,
others have shown structural differences between repair and
adjacent cartilage, suggesting the presence of fibrocartilage
in the repair tissue, and have reported a much lower percentage of lesions showing complete integration, fill, homogeneity, and intact surfaces. It has also been reported that
the majority of lesions have subchondral bone which is not
intact.3,6 Recent studies have used a MOCART scoring system and reported average MOCART scores of 59.5 ± 17.2
points3 and 64 ± 14 points.6
The radiographic results obtained in our study are comparable to those previously reported, with repair tissue in the
overall patient population (both MF and JACI-BMAC
groups combined) showing structural and surface abnormalities consistent with fibrocartilage such as having a low percentage of integration (12.1%), surface continuity (19.6%),
and homogenous structure (31.4%). Similar to previous
reports, the subchondral bone was not intact for most lesions
(86.3%). This is the first study to report radiographic outcomes following JACI-BMAC. Looking at the MRI results
of the JACI-BMAC group, the MOCART scores were similar to those of the MF patients, with differences observed
in only 2 individual parameters, degree of defect infill and
integration to border zone, which were both greater for the
MF patients. This was most likely due to most JACIBMAC patients demonstrating persistent hypertrophy on
their postoperative MRIs. Hypertrophy, such as that seen
with ACI in the knee, tends to result in locking or catching,
but its effects on the ankle have not been reported.
Hypertrophy can occur for several reasons and can be easily seen on an MRI as a reparative cartilaginous scaffold
that augments the native cartilage such that it produces the
appearance of a little hill or bubble that is often higher than
the native articular cartilage (Figure 5).42 In our patients, the
presence of hypertrophy was not found to affect clinical outcomes. The reparative tissue was distinctly different from
the surrounding cartilage when evaluating the MOCART
scores in both groups. This indicates that the JACI-BMAC
technique does not consistently reproduce hyaline cartilage
despite the presence of the juvenile chondrocytes.
One significant limitation to the study was the heterogeneity of MR scans performed across multiple institutions
which may have affected MOCART scoring. The absence
of high resolution fast spin echo proton density images in
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Figure 5. (A) Sagittal and (B) coronal fast spin echo images
demonstrate hypertrophy of the reparative cartilaginous scaffold
(arrows).

all patients resulted in greater difficulty in providing a
detailed analysis of the morphology of the overlying reparative cartilage. In addition, varying magnetic field strength
(0.3T, 1.5T, 3.0T) as well as pulse sequence parameters utilized may have affected not only the signal of articular cartilage, but its morphology and its ability to be visualized
and analyzed. Specific pulse sequence parameters (specifically gradient echo imaging) can result in significant loss of
signal from the deep layer of articular cartilage (the tidemark) which may underestimate cartilage thickness.42 T2
values of soft tissues also decrease slightly with increasing
field strength.7 On the other hand, low field strength magnets often do not provide robust signal to noise resulting in
the inability to clearly visualize small structures such as surface cartilage lesions or the integrity of the tidemark. Such
heterogeneity of magnetic field strengths and pulse
sequence parameters likely contribute to the inconsistency
in MOCART scoring and clinical outcomes reported in the
literature, at least in the setting of cartilage repair in the
knee.15 To account for this limitation, ordered logistic
regression models were designed to help determine if MRI
quality had a significant effect on outcome scores and
MOCART scores and no significant effect was found.
There has been some variability in correlation of
MOCART scores with clinical outcomes both in the evaluation of operatively treated osteochondral lesions in the
knee as well as the ankle.2,16,21,32,35,45,46 Marlovits et al36
found a statistically significant correlation between the
MOCART parameters and clinical outcomes 2 years after
autologous chondrocyte transplantation (ACT) in the knee.
Negative trends in MOCART scores have; however, also
been documented in the setting of improved clinical outcomes status post-ACI in the knee in addition to no significant correlation.2,16,45 In the ankle, positive trends in
MOCART scores have been demonstrated with good clinical outcomes after autologous osteochondral transplantation (AOT) for treatment of osteochondral lesions of the
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talus;21 however, a subgroup of the same authors performed
a Level III study and found no significant difference in
MOCART scores after AOT for operative treatment of
osteochondral lesions of the talus in patients having a secondary procedure after failed MF.46 The variability in the
literature documenting positive outcomes with MOCART
scores is likely due to the heterogeneity of MRI parameters
utilized as well as different clinical outcomes scoring systems. Nevertheless, the MOCART scoring system remains
the most accepted standardized semiquantitative method to
evaluation operatively treated articular cartilage lesions
with MRI.
Clinical limitations included the heterogeneity of the
group, including those patients that had bone grafting or an
ankle stabilization procedure, which does not allow for a
pure group of OCLs to be analyzed. In addition, the lesion
size differed between the JACI-BMAC and MF groups, and
could have affected the success of the procedure, patient
reported outcomes, as well as the degree to which the cartilage was repaired. Furthermore, the postoperative time to
MRI varied between the groups (though all patients had
MRIs at least 1 year postoperatively). This could have
affected the MOCART parameters, as cartilage quality can
change over time. To control for all of these factors, multiple
logistic regressions were run, to analyze if each of these
limitations had an effect on MOCART scores and clinical
outcomes. The only significant factor found was presence of
instability, which had no significant effect on clinical outcomes but did have an effect on the MOCART parameter
subchondral lamina, with patients in both groups being less
likely to have an intact subchondral lamina. There was no
significant difference between the number of patients receiving concurrent instability procedures in the 2 groups, and the
regression model also showed no significant effect of instability when comparing the 2 groups. We were not able to
include bone grafting in any of the regression models
because with of the small number of patients that had bone
grafting (4 in the DeNovo group), the model would have not
been able to reach statistical significance. In a separate comparison of post- to preoperative differences in all FAOS subscales, SF-12 scores, and VAS scores as well as overall
MOCART scores and 8/9 subscales of MOCART, the only
significant difference was found in “adhesions,” suggesting
that bone grafting did not change the measured results of the
DeNovo patients and had a minimal effect on our overall
comparison of MF and DeNovo. We chose to use BMAC
based on the authors’ positive early experience with BMAC
and MF and the potential improvement of reparative tissue
with mesenchymal stem cells which have the potential to
differentiate into healthy chondrocytes.13,25,28,44

Conclusion
The current study sought to compare the outcomes of
patients treated with JACI-BMAC to those who underwent
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MF for talar OCLs to determine whether JACI-BMAC is
superior to MF in producing better functional outcomes
and more hyaline-like repair cartilage. To our knowledge,
this is the first study to use validated outcome scores and
an objective MOCART MR grading system to evaluate 2
different arthroscopic techniques for osteochondral lesions
of the talus. The limitations of MF have been clearly documented with primarily Level IV data. However, the additional cost of newer techniques such as JACI-BMAC,
BMAC or PRP must be thoroughly investigated to determine if such interventions justify the greater economic
burden incurred. It is up to researchers to demonstrate the
clinical benefit of more novel interventions with higher
quality data to both the orthopedic community as well as
the insurance companies who determine reimbursement.
Our results for patients treated with MF, including treatment without supplemental BMAC in the case of larger
lesions and with supplemental BMAC for smaller OCLs in
accordance with surgeon preference, were similar to those
previously mentioned. Functional outcomes significantly
improved postoperatively. Patients who were treated with
JACI-BMAC also saw significant improvement postoperatively. However, when comparing overall postoperative
FAOS and VAS pain scale scores and MOCART scores as
well as the change in FAOS and VAS pain scale scores
pre- to postoperatively, there were no significant differences between the JACI-BMAC and MF groups, suggesting both repair techniques result in similar functional
outcomes. Regression analysis based on OCL size revealed
there was no difference in outcomes despite larger lesions
sizes in patients treated with JACI-BMAC compared to
those who received MF with and without BMAC.
Furthermore MOCART scores were abnormal in both
groups. This suggests that JACI-BMAC has no clear
advantage over MF in the short and intermediate term.
More studies must be done to investigate the long-term
outcomes of the arthroscopic JACI-BMAC procedure.
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