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2) HEHYE| (pathophysiology)

HA 2EHA 24& wHEAQl Fatol &% 249 &4
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&]of] F35F A% (impaired bone perfusion) & AE#H A &4
ol Fd Q9107 Mty 3tk Gaeta TV T4 e &
5 AFeME ZahHo] IFHE = v, A H-5 (shin splint)

Saphenous
nerve

B posterior compartment

Fig. 1. (A) Fascia overlying the intramuscular septum should be preserved so as to protect the superficial peroneal nerve from direct
traumaor scar entrapment. (B) Skin incision should be placed posterior to the saphenous vein and nerve.
(L: lateral compartment, A: anterior compartment, DP: deep posterior compartment, SP: superficial posterior compartment)
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Table 1. Radiologic grading system for stressinjuries: the correlation between histology, radiography, bone scintigraphy and MR imaging.

Stress reaction Grade 1 Grade? Grade3 Graded
Histology Periosteal bone & ) ) Extensive tunneling & )
. . Cortical resorption . Microfractures
cortical tunneling reaction

Radiography: Corticd striations, . .

. . New bone formation True fracture line
Cortical bone gray cortex sign

] Blurring of trabecular
Radiography:

Cancellous bone

margins, faint sclerotic
densities

Sclerotic band True fractureline

) . . . Wide extensive lesion
Widefusformlesonwith

o Amorphous lesion M”qu, ms:r Moderately increased  highly incressed activity with |nt. ) ymcr
Scintigraphy . activity inthe ) . . : activity in the
in the bone marrow ) . cortical activity inthe corticomedullary .
cortical region i transcorticomedul lary
region .
region
MR imagin 11|-defined zone of Mild perioded Moderate to severe G3with “low sianal
bone marrow edema Hapen periosteal edemaand  G2onboth TIW & T2W . gnd.
(T2w) fractureline
(T2W) bone marrow edema (T2W)
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(2) 31419 A (Lower extremity biomechanics)
. 3]lZ (Pronated foot)

—?f?‘ QN9 x| o A 9] 3]} = (Pronated foot with hind—
foot valgus position) & 34 9 3}of] AEH AT} FIfsttt,
T3 BW3PA F3F 927 (midstance phase) & F4 £¢
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ii. 8% (Cavus foot)
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H, F2F B34 (sesamoid complex), 255 (lesser
metatarsal) ¥ $& ol 2AE#H A ZFHE {23 Q.

iii. 8k 4 (Varus alignment)
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(3) A4l 2 4 (systemic factors)
i.=4U% (Bone mineral density, BMD)
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DEXA (dual energy X—ray absorptiometry)
491 SUEY Gk MRIE o] §3to] &
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induced cortical bone remodeling) &
1,8,9,15,20) (Table 1).
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=ABSTRACT =

Chronic Compartment Syndrome and Stress Fracture

Chang-Hyuk Choi, M.D., Seung-Hoon Baek, M.D., ll-Woong Jang, M.D.

Department of Orthopaedic Surgery, School of Medicine, Catholic University of Daegu, Daegu, Korea

The prevaence of overuse syndrome in the lower extremity incdluding chronic compartment syndrome and gress
fracture isincreesing with popularity of sports activities. Chronic compartment syndromeis defined as eevetion of
theinterditid pressure during exertiond activitiesin aclosed osseofascid compartment that resultsin microvascular
compromise and operdtive procedures can be necessary if consarvative treetments fail. Stress fracture can be dlass-
fied as fatigue and inaufficiency fracture; stress fracture occurs by repeeted strain under sbnorma conditions from
the patient’ s activity wheress insufficiency fracture does by those from a process intrinsic to the bone. Mot stress
fractures occur in the lower extremity, most commonly in the tibid region. Fatigue fractures begin in ahletes with
the changein ther training programs. The radiogragphic findings are usudly diagnostic or at least strongly suggestive
and MRI hasproven to be abeneficid diagnostic toal for difficult diagnostic cases. Fatigue fractures are treated with
adecreasein attivity, but surgical procedure may be necessary inthosein anterior cortex of thetibid digphyss

Key Words. Sportsinjury, Overuse syndrome, Chronic compartment syndrome, Fatigue fracture, Fasciotomy
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