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Description

Occasionally, following trauma to a limb, particularly a
simple fracture or crush injury, the venous outflow from a
fascial compartment may become obstructed by swelling,
causing the pressure to rise gradually within the
compartment. When the pressure reaches a critical level,
any nerves passing through the compartment cease to
function, initially causing paraesthesiae, followed by loss of
sensation within the area supplied by the nerve. Because the
pressure continues to rise, tissue perfusion may cease,
particularly within the muscles, and, rarely, appoint could
also be reached when the pressure rises above arterial level
and every one structures within the compartment become
ischaemic. If the pressure isn't relieved urgently, the
necrotic muscle may cause the necessity for limb
amputation. In less dramatic cases, the eventual replacement
of the muscle by fibrous tissue may end in contracture of
the muscle and deformity of the associated joints. Clinical
features the condition occurs most ordinarily following
closed fractures of the tibia and fibula, but can arise in any
of the fascial compartments of the upper or lower limbs and
should follow open fractures or more proximal vascular
injuries. The syndrome usually develops during the 24
hours to 48 hours after injury, but occasionally later. Pain at
the location of the affected compartment is typically the
earliest and most vital feature, with paraesthesiae, numbness
and muscular weakness developing later. The pain is
usually made worse by stretching the affected muscles,
which also are tender. Swelling of the ankle, foot or hand
isn't necessarily a feature. Neurological signs eventually
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develop if the pressure isn't released and within the late case the
peripheral pulses may become impalpable. Presence or absence
of the pulses isn’t, however, an honest guide to the diagnosis.
Treatment the foremost important aspect of management is an
awareness that the condition may develop. If any of the above
features appear, the condition should be suspected. It’s possible
to live the intra - compartmental pressures employing a simple
manometric device and pressures within 30 mmHg of the
diastolic vital sign are wusually considered a sign for
decompression. This is often administered by splitting the deep
fascia over the length of the compartment (fasciotomy). The
skin is additionally often left open. Within the lower foot could
also be necessary to decompress all four muscle compartments.
If the equipment isn't available for measuring the pressures,
decompression should be administered on clinical suspicion. At
the time of debridement all necrotic tissue must be removed.
These arise from continued pressure, usually over a bony
prominence. They’re essentially ischaemic and more likely to
occur if there's loss of sensation. They’re preventable by
avoiding long periods of continuous pressure. Three to 4 hours
could also be sufficient to cause skin necrosis. The sacrum and
heels are the foremost vulnerable sites for true bed sores and
these can usually be avoided by moving or turning the patient
every 2 hours. Pressure sores from splints and plasters also are
common. Treatment it's better to travel to considerable trouble
to stop pressure sores than to possess to treat them, because
they're difficult to heal. Small sores will often heal with simple
dressings, after removal of sloughs if necessary. The foremost
important think about successful treatment is to avoid further
pressure. Large sores may require wide surgical excision and
skin grafting, often by the rotation of thick flaps of skin and
subcutaneous tissue. Chronic peripheral ulcers, caused by
pressure and typically related to sensory loss, can often be
healed by enclosing the limb during a series of ‘ skin - tight
"plaster - casts and avoiding weight - bearing until healing has
occurred. Self - inflicted injuries any recurrent haematoma or
recurrent bleeding which is seemingly inexplicable should
arouse suspicion of self - infliction. The dorsum of the hand
and wrist may be a particularly common site. A period during a
plaster - cast will usually allow healing, but the damage may
recur when the plaster is removed. These injuries often cease
when their cause has been discovered.
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