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We report a rare case of compartment syndrome in a 29-year-old
athlete
following
elbow
dislocation.
Five
hours
after orthopaedic reduction. Surgical decompression by fasciotomies of
the volar and dorsal compartments of the forearm is performed. There
was a complete disappearance of symptoms during the clinical
monitoring. In conclusion, this article highlights the importance of the
clinical suspicion of compartment syndrome following a dislocation of
the elbow, which is often underestimated.
Copy Right, IJAR, 2018,. All rights reserved.

……………………………………………………………………………………………………....
Introduction:The acute compartment syndrome is a hyper-pressure in one or more muscle compartments secondary most often to
trauma [1]. This is a surgical emergency, fasciotomy is the only way to decompress the compartment concerned
which decided on clinical signs and measurement of intramuscular pressure [2, 3]. In the absence of early
decompression, sequelae can be severe including amputation. We report here a rare case of acute compartment
syndrome of the forearm following dislocation of the elbow in a young athlete.
Case Report:A 29-year-old footballer arrives in emergency room for acute dislocation of the left elbow. Examination at
admission does not find any vascular or nervous disturbances [Fig 1 and 2].

Figure 1a; b:- Clinical aspect of elbow dislocation.
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Figure 2:- Pure postero-external dislocation of the elbow on standard radiography
The dislocation was reduced under sedation and immobilized in a splint. Five hours later, the patient returns to the
emergency room, this time for significant pain and swelling of the forearm and hand with partial sensory-motor
deficiency of the radial nerve and median nerve [Fig 3].

Figure 3a; b:- Clinical aspect of the forearm five hours after the reduction of elbow dislocation
The diagnosis of compartment syndrome is based on the neurological signs and the pain resistant to the strong
analgesics. Emergency surgical decompression was performed by fasciotomies of the volar and dorsal compartments
of the forearm. An incision extending from the biceps tendon to the palm of the hand, without decompression of the
canal. An extensor compartment release was also performed through a direct dorsal incision [fig 4].

Figure 4a; b:- Decompression fasciotomies of the ventral and dorsal forearm compartments.
The fascial incisions allowed us to make a complete inspection of the muscles of all compartments to check their
viability. The forearm was immobilized in a splint. Fasciotomy wounds were covered with a fatty
dressing. Recovery of fasciotomy wounds was performed after 48 hours with a nearing of the wound edges, a
complete controlled wound healing was obtained after eight weeks without functional sequels.
There was a complete disappearance of the pre-operative symptoms during intra-hospital monitoring. The follow-up
period was twenty-four months the patient was very satisfied both aesthetically and functionally.

Discussion:The acute compartment syndrome is rarely associated with pure dislocation of the elbow [4]. A combination of
clinical signs and compartment pressure monitoring is often required to make a diagnosis of forearm compartment
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syndrome, a recent review finding that monitoring of the forearm is only used approximately 50% of the times
[1,2,4]. It is also important to note that presentations of compartment syndrome are not always acute, but may be
sub-acute and at times chronic [5]. Overall, the typical patient at risk of making an acute compartment syndrome is a
man younger than 35 years and has been involved in a high energy sport or traffic collision [6, 7].
The fasciotomy can be performed at the latest within the first 6 hours, either due to a clinically obvious case of
syndrome and / or to the results of compartment pressure measurements [8]. The fasciotomies incisions must be
large enough to adequately decompress affected compartments [5].
Although there is no consensus regarding the optimum timing of wound closure [9], several authors advocate a
closure delayed after seven days which allows wound edges approximation at closure [10]. Some techniques
developed can facilitate skin closure such as vacuum-assisted closure and shoelace suturing techniques [9].

Conclusion:The compartment syndrome can express itself clinically in various aspects. In the absence of early decompression,
sequelae can be very important and irreversible, including amputation.
This work highlights the importance of clinical monitoring of any reduced elbow dislocation for a few hours even if
no clear vascular disruptions are presents, which is not done often enough in our current practice.
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