Gluteal compartment syndrome: a serious pain in the rear
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Introduction Case Description Hospital Course m

*  Compartment syndrome (CS) is a potentially History of Presenting Illness: HD#3: CK, Cr levels rise despite aggressive resuscitation «  Gluteal compartment syndrome is exceedingly
limb-threatening condition characterized by A 60-year-old male with a history of polysubstance use presented to ' . i rare. Diagnosis can be challenging as the
elevated iptracompaﬂmeqtal pressure thqt _ the ED with altered mental status after ingesting an unknown CVVH, HCO3 drip MEntauen.imptaved withi VL buttock may objectively feel soft even when
compromises local perfuswn, !eadlng to ischemia substance the night prior. Patient’s last well-known status was at ; compartment syndrome is present.!!

?slg(lil ‘fj[g;zrslgil necrosis of soft tissue and neural least three days prior. HD#3: Complains of LLE numbness * When 'left'untr'eated, ﬁt can 'result in multiple
. _ , . - ; complications including sciatic nerve palsy.

* Acute compartment syndrome is considered a Vitals: T 97.4°F, HR 91 bpm, BP 66/36 mmHg, RR 12, 02 95% RA ] dCT p_el:;ls O?timid: i liil};)mgy Con;iunatl.on,: 35 powe: " Although the sciatic nerve is not part of the
,:S‘ur'g’lycal en'flergef'lcy, as' delay in treatm'ent GCS Of 10 (E2 V4 M4) marked edeéma 1 the gluteal musculature , concern for sciatic nerve paisy gluteal Compartment, lts position posterior to
increases T}Sk Qf mc?rbldlty a_nd mprtallty. ’ the gluteus maximus and medius puts it at risk

*  While CS is primarily a clinical diagnosis, ' Initial Hospital Course: HD#3: Unable to move LLE @hours after neurology eval) for compression secondary to swelling.*
‘rnea'surmg‘1ntra-compartmental pressures can aid * Fluid bolus given with sustained improvement in blood pressure ‘ _ . . * Rhabdomyolysis is a potentially lethal
in diagnosis.3 * Naloxone was administered, but the patient remained confused Urgent orthopedic consultation 0’5 power of the entire LLE complication of the syndrome. As myocytes die,

*  Classical signs include the 5-Ps: pain, pallor, At no point was he able to verbalize any history or subjective intracellular proteins such as myoglobin and
paresthesia, paralysis, and pulselessness.!* complaints, he just yelled profanities at staff HDi3: OF for ureent sluteal fasciotom creatine kinase are released into the bloodstream

. Th@ distal lower e).ctremltles are mos‘F affected, as * He was observed to have gross motor function in all four i : _g £ Y and can result in acute kidney injury or even
limited space restricts expansion during trauma or extremities (swinging and kicking at staff) Tensor fascia lata and glum’“S medius No obvious myonecrosis renalfilinpe 12
swelling 3 compartments both tight v Cliteal sompats N s Tistoicali

- partment syndrome is historically

*  Gluteal compartment Syn_drome 18 extremely rare First 48 Hours: managed by urgent fasciotomy, often done via
and predominantly associated with extended * Admitted to the medical stepdown unit for treatment of Returned to MICU for ongoing care the Kocher-Langenbeck approach, 1 regardless
periods of immobility and traumatic injury; rhabdomyolysis . L of the presence of neurological deficit.!
howe\{cr, ‘Fhe.re is a growing body of 1.1tt.§r:?1ture « Noted to have a deep tissue injury to the left buttock CKs begin to improve within 48h Extubated, unable to move LLE s Awecent metsanalysinfoandnosigificent
reporting incidence in the context of illicit * General surgery consulted, buttock was soft and nontender. He difference in the incidence of neurological
su-bstanc.e use and overdose 368 ‘ ‘ withdrew to pain indicating motor and sensation were intact Rematned ifthospital for over 12 weeks deficits between medically and surgically

= Diagnosing GCS can be challenging, particularly » Kidney functioned and rhabdomyolysis continue to worsen after T T . g managed patients who presented without an
in patients with altered mental status or unreliable 24 hours, so hemodialysis was initiated tp Hexton but no sepsatlon, Discharged to acute rehabilitation initial neurological deficit.!
histories. Symptoms such as pain and pallor may renal recovery achieved
be subtle or overlooked.”
fasciotomy is considered the standard of care.”

(‘ompunent Result (omponent Result Marked edema involving ;}Iuteal ?ompar‘z’{lgnt Sindromt? isa rﬁrehb'utdpoter;tially
evastating condition that requires a high index o
Fig 1. Gluteal Compartment Anatomy9 WBE : 128 1000k Tbl_h. 0.5 mg/dL fhie left g!uteal and suspicion,gparticularly in patﬁ:nts with f)rolonged
Hemoglobin |17.4 g/dl. Dbili <02 mp/dl. a(':.lductm musgulature immobilization, trauma, or drug overdose. Delayed
Hematocrit | 52% AST 1,492 U/L withiasymmetsic diagnosis can result in irreversible neurovascular
Platelets 108 x 1000/uL ALT 686 U/L suk?cutane(.)us edema and damage, muscle necrosis, and poor functional outcomes.
Sodium 138 mmol/L Alk Phos |52 U/L ﬂ‘_lld tracking a'long‘ the Teft Early recognition and prompt surgical decompression are
Potassium | 5.2 mmol/L Tactate 6.3 miolL thlgh.' Qoncernlng for critical to optimizing patient recovery and minimizing
Chloride 103 mmol/L CK 19,037 U/L myositis. long-term morbidity.
Bicarbonate |13 mmol/L Toxicology |+ fentanyl, + cocaine
BUN 37 mg/dL Blood Coagulase negative i - References
Creatinine 3.9 mg/dL culture Staphylococcus
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The gluteus maximus in purple, gluteus medius and minimus ~ 20000 e ' Vo performed through the gluteus . _— lezm:cmxmumdUw:x;ax::m:ﬂ:«g:c e

in orange, and tensor fascia lata in green. The sciatic nerve © 10000 ﬁ {;ﬁﬁ::;;ﬁi?:a]ﬁﬁiizogfﬁﬁe : i 1 G e e e SCR

(red arrow) sits between the gluteus maximus and piriformis 0 HDI HD2 HD3 HD4 HD5 HD6 HD7 HD9 DIC compartments, with direct o O s s
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