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- prolonged ischaemic and muscular damage -> rhabdomyolysis and reperfusion injury on release.

- limb often initially numb with a peripheral pulse -> rapid swelling with compartment syndrome
MANAGEMENT (otherwise healthy adult)

Field

- full monitoring

- IV N/S 1L/hr prior to extrication

- post extrication: 500mL N/S alternating with 500mL 5% glucose (per hour)

Hospital

- add 50mEqu of NaHCO3 to every second 500mL glucose (maintain urinary pH > 6.5)

- once urine flow established add 2g/kg of 20% mannitol (ever give more than 200g/day and never administer in established anuria)

- aim for urine flow 8L/day (will require 12 L/day)

- if HCO3 produces pH > 7.45 -> give acetazolamide 500mg

- continue until myoglobin disappears from urine

Limb care

- splint joints in a functional position

- active and passive movement as soon as pain allows

- contractures and paralysis dealt with late reconstructive surgery

Fasciotomies

- recommended within 6 hours of a compartment syndrome BUT NOT when muscle is already dead (which is inevitable in crush compartment syndrome)
- often done -> significant increase in bleeding, coagulopathy, sepsis and mortality

- in closed injuries -> there is no place for fasciotomies
- only indicated if a distal pulse is absent and when major artery and systemic hypotension have been excluded

- necrosis and severe infection sets in 2-5 days post injury -> must be amputated

Hyperbaric O2

- reduces oedema

- floods ECF with O2

COMPLICATIONS

- hypovolaemia

- hyperkalaemia

- hypocalcaemia

- metabolic acidosis

- acute myoglobinuric renal failure

- acute muscle-crush compartment syndrome

- death
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