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ABSTRACT: This article describes the use of the
Herbert (Zimmer Inc, Warsaw, Indiana) compres-
sion screw in the fixation of loose fragments in two
adult patients with global osteochondritis dissecans
of the lateral femoral condyle.

Introduction

Treatment of osteochondritis dissecans has
challenged orthopedic surgeons throughout the
20th century. Spontaneous healing may occur in
young patients, and conservative treatment will
yield favorable results.3515.19-30 |n adult patients,
however, separation and failure of healing may
lead to fragmentation, loose body formation, and
degenerative changes.®%° Consequently, surgi-
cal intervention is frequently necessary. The prob-
lem, however, is choosing the most appropriate
surgical method to treat this disease.

Excision of the loose fragment, drilling of the
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defect, internal fixation of the fragment with pins,
Kirschner wires, screws, and bone pegs have
been used to treat this entity.* Recently, arthro-
scopically assisted techniques have been de-
scribed.6:8.17.2027 Anatomic restoration of the
weightbearing articular surface should be at-
tempted whenever possible.'823 Experimental
and clinical studies have demonstrated that
replacement and fixation of large lesions on the
weightbearing surface yield the best re-
sults.5:9.10,18,20,23,24,27

This article describes the use of the Herbert
compression screw in the fixation of loose frag-
ments in two adult patients with global osteochon-
dritis dissecans of the lateral femoral condyle.

Case Reports

Case 1. A 22-year-old intercollegiate cheerleader
and former gymnast experienced a full ache in his right
knee for 20 months. Four months prior to his presenta-
tion, he injured the knee with a twisting motion. He
continued to have knee pain and recurrent swelling.
The knee gave way several times, and he also experi-
enced pseudolocking (being unable to flex the knee
beyond 90°). Examination of the right knee revealed a
minimal effusion. There was 3 cm of right quadriceps
atrophy. He had full range of motion from 0° to 140°.
There was anterolateral and lateral joint line ten-
derness. With attempted McMurray test, a clicking in
the lateral aspect of the knee was felt. A tunnel radio-

*4-6, 8, 9, 13, 14, 17-19, 23, 24, 26, 27.



Eosinophilic Granuloma of the Knee
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Editorial Discussion

KNEE SURGERY: Few radiologists would include
eosinophilic granuloma in their differential diagno-

sis. Why isn’t eosinophilic granuloma considered
a multicystic osteomyelitis?

Maffulli et al: In the present case, the diagnosis
was made following open biopsy and curettage,
and the physical signs were not suggestive of an
osteomyelitis. In particular, although the left me-
dial femoral condyle was painful, the swelling was
not tender, did not interfere with the normal range
of movement, and had not increased in size since
its appearance. A complete blood cell count and
erthrocyte sedimentation rate were normal, and
the child was otherwise healthy. Radiographically,
no periosteal reaction was seen. Computed
tomography scanning revealed that the cortex
was breached anteriorly, but only some soft tissue
involvement was evident. Had this happened in
an osteomyelitis, the clinical picture would have
been dramatic, with septic arthritis and possible
formation of a discharging sinus. We believe that
the diagnosis of eosinophilic granuloma cannot be
made using radiography alone—a biopsy is man-
datory.
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