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Acute Compartment Syndrome
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Histo ry Volkmann 1881

« Richard von Volkmann

Richard von Volkmann pUbllShEd an article in which
he attempted to describe the
condition of irreversible
contractures of the flexor
muscles of the hand to
ischemic processes
occurring in the forearm

« Application of restrictive

dressing to an injured limb




History

Hildebrand 1906

 First used the term Volkmann ischemic
contracture to describe the final result of any
untreated compartment syndrome, and was
the first to suggest that elevated tissue
pressure may be related to ischemic
contracture.




History

Thomas 1909

» Reviewed the 112 published cases of Volkmann
ischemic contracture and found fractures to be
the predominant cause. Also, noted that tight
bandages, an arterial embolus, or arterial
insufficiency could also lead to the problem

Murphy 1914

- First to suggest that fasciotomy might prevent
the contracture. Also, suggested that tissue
pressure and fasciotomy were related to the
development of contracture

.........



Definition

Acute compartment syndrome (ACS) the elevation of
intracompartmental pressure (ICP) to a level and for a duration that
without decompression will cause tissue ischemia and necrosis.

Devastating condition where an osteo-fascial compartment pressure
rises to a level that decreases perfusion . may lead to irreversible
muscle and nerve damage.

It is a TRUE orthopedic emergency



WHAT IS A COMPARTMENT ?

A closed area of muscle group , nerves and blood vessels surrounded by
fascia .

Muscles are arranged in different compartments and surrounded by
one fascia, this arrangement is called osteo-fascial compartment




Sites fOI‘ compartment syndrome
Shoulder

Arm
Forearm
Gluteal region
Hand lliopsoas
Thigh

Leg

Foot



Etiology

I Compartment Size
*Tight dressing; Bandage/Cast

«Localised external pressure; lying on limb
*Closure of fascial defects

. Compartment Content
-Bleeding; Fractures, vascular inj, bleeding
disorders
*Increased Capillary Permeability:
Ischemia / Trauma / Burns / Exercise / Snake
Bite / Drug Injection / IVF




I
Conditions Increasing the Volume of Compartment Contents
Fracture
Soft tissue injury
Crush syndrome (including use of the lithotomy position)&4
Revascularization
Exercise®*

Bleeding diathesis/anticoagulants®®-124
Fluid infusion (including arthroscopy)19-132
Arterial puncturel33

Ruptured ganglia/cysts3°

Osteotomy*#®

Snake bitel®?

Nephrotic syndrome4®

Leukemic infiltration!®t

Viral myositis’®

Acute hematogenous osteomyelitis'44

Conditions Reducing Compartment Volume
Burns
Repair of muscle hernia®

Medical Comorbidity
Diabetes??

Hypothyroidism®”



Fracture

» The most common cause

» Incidence of accompanying
compartment syndrome of
9.1%

» The incidence is directly
proportional to the degree

of injury to soft tissue and
bone




Mannitol extravasation during

Hematoma after arterial puncture partial nephrectomy leading to
resulting in CS forarm compartment syndrome
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Acute compartment syndrome
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Thore wore 164 pationts with an acute comparnment syn-
drome, 149 men and 15 womon, with a moan age of 32
yoars (14 1o 5%). The mean age for men was M) years and
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There are Various risk factors related to compartment syndrome and
age is one of the important factors.

Younger patients are more prone to get ACS as compared to elderly
patients with the same nature of trauma

. Closed tibial shaft fracture is the most common cause of compartment
syndrome and is comprised of one-third of all cases of ACS.

One-fourth of the cases result from blunt and crushed soft tissue limb

trauma while radius ulna shaft fractures are responsible for 20 percent
of the cases.

Foot injuries in road traffic accidents account for 6% of all cases of ACS



Types of compartment syndrome

» Acute compartment syndrome

= Medical emergency
= Requires urgent intervention to correct

= (Can lead to permanent muscle and nerve damage and
can result in the loss of function of the limb.

» Chronic compartment syndrome

= Also known as exertional compartment syndrome
* Not a medical emergency
» Most often caused by athletic exertion




Pain

Pathophysiology Pallor

Paresthesia
Pulselessness

| Paralysis
Reduced

Arterial - :
damage Ischentia blood flow

Direct
injury ‘ Increased

Edema compartment

pressure
Fasciotomy




Increase intercompartmental pressure

/ \

Increase venous pressure Decrease arterial pressure

/\ _/\

Decrease
perfusion pressure

/\

Increase capillary Progressive muscle
permeability ischemia & death

More exudate Closure of arterioles




cascade of events includes :

e|ocal trauma and soft tissue destruction
ebleeding and edema

eincreased interstitial pressure

evascular occlusion (decreased venous outflow
relative to arterial inflow)
emyoneural ischemia



Pathophysiology

» Normal tissue pressure
0-4 mm Hg
- 8-10 with exertion
» Absolute pressure theory
> 30 mm Hg - Mubarak
45 mm Hg - Matsen
» Pressure gradient theory
+ < 20 mm Hg of diastolic pressure - Whitesides et al

AP = DBP - ICP

Delta pressure, currently used to diagnose acute
compartment syndrome, is less than or equal to 30
mmHg.

S



What's the normal Muscle Perfusion Pressure (MPP)?

MPP is the diastolic Blood Pressure -

P

minus

the IntraMuscular Pressure (IMP)

If MPP is below 30 mm mercury (Hg),
muscle hypoxia will occur



PATHOPRYSIOLOGY

* In normal tissue, there is a
steady state of flow between
the high-pressure arterial and
low-pressure venous systems A-V Gradient Theory

Vascular Consequences of Elevated
Intracompartment Pressure:

* Aninjury such as a fracture, a
burn, or anything that
damages the soft tissue can Ry T now
disrupt this gradient and “tilt
the seesaw”

artery arteriole capillary venule vein

Local Blood P,-P,

Flow B R

Image: Schmidt, OTA core curriculum presentation acute compartment syndrome 2018 Core curriculum V5



PATHOPHYSIOLOGY

* In damaged tissue, rising
pressure—>reduction in flow
to muscle

Increased interstitial pressure

A0 20 2 2 2 AN /

e Tissue ischemia

T 4E 4 44

* Reduction in flow—=>tissue
ischemia

* Tissue ischemia—>More
cellular injury and release of
osmotically active cellular
contents into interstitial
fluid

* Release of fluid = further
increase in pressure




Tissue survival

» Muscle
3-4 hours - reversible changes
6 hours - variable damage
- 8 hours - irreversible changes
» Nerve

- 2 hours - looses nerve conduction
4 hours - neuropraxia
- 8 hours - irreversible changes

O



Diagnosis

“Pain and the aggravation of pain by passive
stretching of the muscles in the compartment
in question are the most sensitive (and
generally the only) clinical finding before the
onset of ischemic dysfunction in the nerves

and muscles.”

-

Whitesides AAOS



History- Tightness of compartment, local
pain,duration

Clinical examination: the P’s

~ Pain out of proportion

~ Palpably tense compartment
~ Pain with passive stretch

» 1
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- Most reliable

» Pulselessness/Pallor

Compartment pressures- Objective parameter
Lab tests: CPK, Urine myoglobin

Pulse oximetry

~ |Is helpful in identifying limb hypoperfusion

~ |Is not sensitive enough to exclude compartment
syndrome.



Clinical parameters

Pain
~ First symptom
- Classically out of proportion to injury

- Exaggerated with passive stretch of involved
muscles in compartment

- Earliest symptom but inconsistent, minimal in
deep post. compartment

- Not applicable in unconscious/obtunded
patient




Tense compartment

-~ Early finding

- Compared to other side
Paresthesia

- Peripheral nerve tissue is more sensitive than
muscle to ischemia.

- Difficult to interpret

- Will progress to anesthesia if pressure not
relieved

S



Paralysis
- Very late finding

Irreversible nerve and muscle damage present.
- Paresis may be present early

Difficult to evaluate because of pain
If motor deficit develops, full recovery is rare

Pallor and Pulselessness

- Rarely present

Indicates direct damage to vessels rather than
compartment syndrome (therefore arteriography
indicated)

Vascular injury may be more of contributing factor to
syndrome rather than result.



Signs of compartment syndrome (5 Ps and

3 As)
5Ps

3 As

Pain Increased Analgesic
Paresthesia requirement
Pallor Anxiety

Paralysis Agitation

Pulselessness

Data from Bae DS, Kadivala RK, Waters PM. Acute



Compartment Pressure Monitoring

» Raised tissue pressure is primary event in
compartment syndrome and changes in ICP
precede the clinical signs and symptoms.

» When to monitor ?
» Where to monitor ?

» Threshold for diagnosis of Compartment
syndrome and fasciotomy ?




Compartment Pressure Monitoring

» When ?
-.Suspected compartment syndrome
-Equivocal or unreliable examination findings
.Obtunded patient with tight compartments
‘Vascular injury "
-Regional anesthetia
.Clinical adjunct

» Contraindication
-Clinically evident compartment syndrome

-



Continuous compartment pressure monitoring for
tibia fractures: does it influence outcome?

J Trauma, 2008 Jun80(6).1330-5; discussion 1335,
Continuous compartment pressure monitoring for tibia fractures: does it influence outcome?

Harris IA', Kadir A, Donald G,
4 Author |

Abstract

es and late
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INnjury

Yvolume 52, Issue 10, October 2021, Pages 2111-3116

e (1.

ELSEVIER

Tibial shaft fractures - to monitor or
not? a multi-centre 2 year
comparative study assessing the
diagnosis of compartment syndrome
in patients with tibial diaphyseal
fractures

Matilda FR Powell-Bowns “, Joseph E Littlechild P, Liam Z yapp .
Alastair € Faulkner , Timothy © YWhite “, Margaret M McQueen “,

Andrew D Duckworth @9 © =

*eNo difference in the complications for monitored vs non-monitored
patients with a tibial shaft fracture.

*eContinuous compartment pressure monitoring appears to be a safe
with no increase in the rate of fasciotomies performed.

*eThere was a trend towards reduced time to fasciotomy and a reduced
rate of split skin grafting for wound closure with CCPM



https://www.sciencedirect.com/topics/medicine-and-dentistry/tibia-shaft-fracture
https://www.sciencedirect.com/topics/medicine-and-dentistry/fasciotomy
https://www.sciencedirect.com/topics/medicine-and-dentistry/skin-transplantation

Pressure Measurements

20cc SYRINGE Infusion

Technique

+ Designed by
Whitesides

« Consits of-

STERILE . Slmp|e

u STLINE « Can be used

for intermittent

recordings

CLOSED

Hg MANOMETER

3- WAY STOPCOCK

Disadvantage-

« Not suitable for continuous monitoring

« Required injection of saline into the compartment and in this way could
aggravate impending syndrome



Pressure M urements

Slit and wick Catheters

» Requires bubble free
column of saline

* The transducer dome

should be level with the

insertion site

More accurate

Can be used for

continuous monitoring

Disadvantage -Tip of the
catheter may become
blocked by a blood clot.



Pressure Measurements

Ausormaic 2o balarce Digeal display fwith low banery
tution efrrates manusl ndcator) © Quanty pressure raadng
230rg adjsImerts

Stryker STIC catheter system
Hand-held device

Easy to use

Measure acute compartment pressure quickly
Can be carried in pocket

More accurate

Can be used for continuous monitoring



Pressure Measurements

Near infrared spectroscopy (NIRS)

Non-invasive method of
detecting variations in the level
of muscle haemoglobin and
myoglobin.

Has good predictive power in
Chronic exertional CS
Diagnostic value in acute
compartment syndrome is
limited since changes in relative
oxygenation may have already
occurred .



Pressure Measurements

« Measurements must be

‘ I

made in all © x e ——
compartments - / aRY > Latn
» Highest pressure usually | £§» 2 o Bpetcs
seen in Anterior or deep s ——F /\' ::“
posterior compartment 2” ——f L . | ™ et
* Measurement made g WPy~ \\:Tg}‘
within 5 cm of fractures | £ 5 Se——]
« Marginal readings must § -t
be followed with repeat Tiom Twem T som Timewnl 6om T voem T 150m
physical exam and repeat el oS IR et e
compartment pressure Measurements (eatve 10 fracture ste
measurement
« Highest figure should be Distance from fracture affects pressure

used in deciding the need
for fasciotomies.

Heckman, Whitesides JBJS
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Pressure Threshold for Fasciotomy

McQueen, Court-Brown JBJS Br 1996

» 116 pts with tibial diaphyseal fx had continuous
monitoring of anterior compartment pressure for
24 hours

« 53 pts had ICP over 30 mmHg
« 30 pts had ICP over 40 mmHg
* 4 pts had ICP over 50 mmHg

» Only 3 had A P (DBP-ICP) of < 30, they had
fasciotomy

» None of the patients had any sequelae of the
compartment syndrome

» Decompression should be performed if the

I differential pressure level drops to under 30 mmHg



INTRAOPERATIVE PRESSURE
MEASUREMENT

Diastolic Blood Pressure in Patients With Tibia Fractures
Under Anaesthesia: Implications for the Diagnosis of
Compartment Syndrome

Sanjeev Kakar, MD, MRCS Eng,* Reza Firoozabadi, MD,7 Jason McKean, MD, }
and Paul Tornetta III, MD*

* This was a prospective cohort study in a level 1 trauma center, with a consecutive series of 242 patients
with a tibia fracture.

* Measured diastolic blood pressure preoperatively, intraoperatively and postoperatively

* Found ~20 mmhg (lower) difference in intraop pressures

notes that the delta p may be spuriously low intraoperatively, and with tibial nailing, it is safe to

assume the delta p will return to a higher level postoperatively.

They recommended continued monitoring in the postoperative period with clinical examination

and measurements as needed

for the diagnosis of compartment syndrome. J Orthop Trauma. 2007 Feb;21(2):99-103



Emergent Treatment

» Remove cast or dressing

» Place at level of heart
(DO NOT ELEVATE as elevation reduces the arterial
inflow and the arterio-venous pressure gradient on
which perfusion depends.
Perfusion pressure = P, - P,

» Alert OR and Anesthesia

» Medical treatment- Supplemental oxygen
administration

» Ensure patient is normotensive, as hypotension
reduces perfusion pressure and facilitates further
tissue injury.




Removal of circumferential Casts

Compartmental pressure
falls by 30% when cast is
split on one side

Falls by 65% when the
cast is spread after
splitting.

Splitting the padding
reduces it by a further
10% and complete
removal of cast by
another 15%

Total of 85-90%
reduction by just taking
off the plaster!

Pressure ('0)

70

)

Cast imact

Cant cut

Cast off

Tme




Surgical Treatment

« Fasciotomy
Fasciotomy
Fasciotomy

= All Compartments




Surgical Treatment

Fasciotomy

» Prophylactic release of pressure before
permanent damage occurs

» Does not reverse the damage present but can
prevent secondary sequelae of the CS

» Look for direct injury to vessels and nerves,
should be repaired, if these exist.

» Fracture care- stabilise
» Plating
* Intramedullary nailing or
+ External fixator




Provisional stabilization of fractures associated with compartment
syndrome with an external fixator.,




Indications for fasciotomy

Unequivocal positive clinical findings
Pressure within 15-20 mm hg of DBP

Rising tissue pressure

Significant tissue injury or high risk pt

> 6 hours of total limb ischemia

Injury at high risk of compartment syndrome

w w w w w w

CONTRAINDICATION -
Missed compartment syndrome (>24-48 hrs)

(Sheridan and Matsen reported an infection rate of
46 % and an amputation rate of 21 % after late
fasciotomy.)




Fasciotomy Principles

» Make early diagnosis
» Long extensile incisions

» Release all fascial
compartments

» Preserve neurovascular
structures

» Debride necrotic tissues

» Coverage within 7-10
days




Swaeling of musdes

Cross-saction through CAUSING COmMpres s on
calf showing musde of nerves and blood
compartments
Lower leg oo
[

» 4 compartments v

Superficial posterior
compartment

- Lateral: Peroneus
longus and brevis

« Anterior: EHL, EDL, Cross section
Tibialis anterior, g
Peroneus tertius fi Bone

« Supeficial posterior-

Posterior
tibial artery

Deep posterior
compartment

Antenior

Gastrocnemius, Latoral tibial artery
plantarls,SoI_eus . ¥
B Deep pOSterlOl'- compartment bore

Tibialis posterior,
FHL, FDL

Anterior (front) view
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Compartment syndrome of Leg

» Three decompression techniques
* Fibulectomy
« Perifibular fasciotomy
* Double-incision fasciotomy

» Fibulectomy

« Described by Patman and Thompson
« |Is unnecessary and too radical
« Obsolete now




Perifibular Fasciotomy

» Matsen et al (1980)

» Single lateral incision just posterior to fibula (extends proximally
from the head of the fibula and distally to the ankle)

» Expose and protect Common Peroneal Nerve proximally
» More difficult for decompression of deep compartment




Double incision Fasciotomy

» In most instances it affords better
exposure of the four M
compartments o —

» Two vertical incisions extending
from knee to ankle separated by
minimum 8 cm

» One incision over interval
between anterior and lateral
compartments

« Superficial peroneal nerve

» Other incision located 1-2 cm
behind posteromedial aspect of
tibia

« Saphenous nerve and vein




Double incision Fasciotomy

» The use of generous
skin incisions is
supported

» Lengthening the skin
incisions to an average
of 16 cm decreases
intra compartmental
pressures significantly
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LEG FASCIOTOMY

* Draw all anticipated surgical
incisions — do not place implants
through a fasciotomy incision
that is left open

* Infection Risk

* Planned plateau incision




* Dual Incision

* Incision over the lateral leg
with two deep fascial
incisions using scissors
(anterior and lateral
compartments)

* |dentification of superficial
peroneal nerve in the lateral
compartment




LEG FASCIOTOMY

* Dual Incision

* Incision posterior to the
posteromedial tibia with
release of superficial and
deep posterior
compartments

* Find the soleal bridge and
enter the deep posterior
compartment off the back of
the tibia

Image provided by Lisa Cannada MD



Forearm

» Anatomy-3 compartmentg Yo
* Mobile wad-BR,ECRL,ECRB

« Volar-Superficial and deep
flexors

« Dorsal-Extensors

* Pronator quadratus
described as a separate
compartment

.




Forearm Fasciotomy

Fasciotomies of volar flexor compartment-
« Volar Henry Approach or
« Volar ulnar approach

Fasciotomy of dorsal compartment
« Thompson exposure

No tourniquet should be used.

Radcka) artery
Flexor carpi radialis
Floxor digitorum o
superhcialis >y -
Floxor p \
carpi
uinaris

A Extonsor carpl radialis brovis




Forearm Fascioton

Volar ulnar approach




Areas of Maximum
Compression of
Median Nerve

Volar Incision




Forearm Fasciotomy

Protect median nerve, brachial
artery and tendons after release

Consider dorsal release




Foot

» 9 compartments — e
» Clinical suspicion O Al 7 i
with S——
- Lisfranc fracture "™ oonen
dislocation e

» Calcaneal fracture | ...

CENTRAL COMPARTMENT



COMPARTMENTS OF THE FOOT

9 main compartments (controversial)

emedial

eabductor hallucis

eflexor hallucis brevis
e|ateral

eabductor digiti minimi

eflexor digiti minimi brevis
einterosseous (x4)
ecentral (x3)

esuperficial

oflexor digitorum brevis

ecentral
equadratus plantae
edeep
eadductor hallucis
eposterior tibial neurovascular bundle



Fasciotomy of Foot

» Two approaches

« Dorsal incision-to release the

interosseous and adductor

« Medial incision-to release the medial,

superficial ,lateral and calcaneal

compartments




FOOT COMPARTMENT SYNDROME
CONTROVERSY

Failure or delay to diagnose acute compartment syndrome may lead to irreparable
soft-tissue damage and poor long-term function .Controversy exists regarding acute
versus delayed management of FCS. Limited data exists regarding long-term
outcomes of patients who develop an acute FCS. Many authors advocate toward
emergent fasciotomy in attempts to improve blood flow by decreasing intra-
compartmental pressures and prevent nerve-based pain; however, this belief is not
universally shared due to the inherent risks of these procedures. Techniques for
compartment release are inconsistent in the literature, likely arising from the debate
regarding the number of foot compartments that exist and the compartments that
are clinically relevant for decompression

Near two-thirds of patients who underwent decompressive fasciotomy complained
of pain, discomfort, and stiffness with ambulation at 1-year follow-up..

Patients must be counseled on the reported outcomes and potential complications
of both surgical compartment release and nonsurgical management, thus allowing
the patient to make an informed decision regarding treatment.



Hand

» CS of hand are rare

» About half also have simultaneous

forearm CS

» Difficult to measure tissue pressure

10 compartments
Dorsal interossei (4)

Palmar interossei (3)
Thenar and Hypothenar
Adductor pollicis




Hand Fasciotomy

Finger/Hand Compartment Release

Dorsal incisions
(In ine with the 2+ & 4* metacarpal)

© Damian Rispols, MD 2010 f&lease



Thigh

Quadnceps compartment

Adductor compartment

» 3 Compartments

« Anterior (Quadriceps)
« Posterior (Hamstrings)
« Medial (Adductors)

» Acute CS of thigh is uncommon

» Risk factors

+ Polytrauma
» Severe blunt trauma to thigh Posterior or hamstring compartment
« Vascular injury

* Prolonged external compression

+ Over lengthening with skeletal traction




Fasciotomy of Thigh

Anterior

Lateral



Delayed Fasciotomy @

s it Safe? L S S |

w

Limited evidence

Infection rate of 46% and amputation rate of 21% after a

delay of 12 hours (Sheridan, Matsen.JBJS 1976)

Finkelstein et al. J Trauma 1996

+ 5 pts, nine fasciotomies in lower limbs

« Avg delay 56 h. (35-96 hrs).

¢ ] ﬁt died of septicaemia and multi organ failure, the
others required amputations

Recommendations

« |If the CS has existed for more than 8-10 hrs,
supportive treatment of acute renal failure should be
considered.

* Routine fasciotomy may not be successful in delayed
cases and the decision to perform fasciotomy requires
judgment by the most experienced surgeon available.

e

-

w



MISSED COMPARTMENT
SYNDROME

Managing missed lower extremity compartment syndrome
in the physiologically stable patient: A systematic review
and lessons from a Level | trauma center

Graeme E. Glass, PhD, FRCS(Plast), Robert M.T. Staruch, MBBES, MRCS,
Jonathan Simmons, MS5c, FRCS(Plast), Graham Lawton, MD, FRCS{Plast),
Jagdeep Nanchahal, PhD, FRCS(Plast), FRACS, Abhilash Jain, M5¢, PhD, FRCS({Plast),
and Shehan P Hettiaratchy, MA({Oxon), DM, FRCS(Plast), Oxford, United Kingdom

* No high quality literature in guiding treatment

e Classic findings show 46% infection and 21% amputation

* Multiple authors recommend close monitoring of renal and metabolic
function with nonop treatment

* Late decompression and fasciotomy associated with high amputation rate



Wound Management

»

After the fasciotomy, wound must be debrided of
all devitalized tissue.

Wound is not closed at initial surgery.

Bulky compression dressing and a splint are
applied.

“VAC” (Vacuum Assisted Closure) can be used

Foot and ankle should be placed in neutral to
prevent equinus contracture.

Incision for the fasciotomy usually can be closed
after three to five days

After 48 hours, the wound is inspected and any
further necrotic tissue is removed.




Wound Management

» After 48-72 hours, the wound is inspected and any
further necrotic tissue is removed.

« Limb should not be at risk for further swelling

« Pt should be adequately stabilized

« Usually requires skin graft

+ Delayed primary closure is possible if residual swelling is minimal
+ Flap coverage needed if nerves, vessels, or bone exposed

» Goal is to obtain definitive coverage within 7-10 days

» Several techniques are available
+ Progressive closure by wire sutures or tape
« ETE(External Tissue Extender) tension bands
« Dermatotraction by Sure-Closure®
+ Rod-tensioning device
kin grafting












Complications Related to Fasciotomies

» Altered sensation within the margins of the wound (77%)
» Dry, scaly skin (40%)

» Pruritus (33%)

» Discolored wounds (30%)

» Swollen limbs (25%)

» Tethered scars (26%)

» Recurrent ulceration (13%)

» Muscle herniation (13%)

» Pain related to the wound (10%)

» Tethered tendons (7%)




Complications related to CS

» Volkmann’s contracture
» Weak dorsiflexors

» Claw toes

» Sensory loss

» Chronic pain

» Amputation




Get a good Consent in written / recorded
on video

Need for fasciotomy

May lose the limb even after fasciotomy

Even if it survives, there may be loss of part

Will require secondary surgery for the wound created
Scar formation

May need secondary surgery for correcting the problems already
caused by ischemia

2 major studies show that greater than 50%cases decided against
doctors.



SUSPECTED COMPARTMENT SYNDROME
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Take home message

* Keep a high index of suspicion

* Treat as soon as you suspect CS

* If clinically evident, do not measure
* Always get a get a good Consent

* Fasciotomy is
* Reliable, safe, and effective

* The only treatment for compartment syndrome,
when performed in time
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