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We identified patients who underwent surgery for repair of tibia and fibula 
fractures and subsequent fasciotomy. Surgical repair of tibia and fibula 
fractures as well as fasciotomies were identified using a ICD-9/10 codes. 
Diagnoses of compartment syndrome was also identified using previously 
published set of ICD-9/10 codes.

There is controversy surrounding the use of regional anesthesia for the 
surgical repair of tibia and fibula fractures. Patients with fractures of the tibia 
and fibula are at risk for acute compartment syndrome (ACS). A concern 
raised by many is that the use of regional anesthesia in patients at risk for 
compartment syndrome will mask early symptoms (specifically those that rely 
on pain), and delay treatment. In this study, we use large nationally 
representative database to describe the utilization of regional anesthesia for 
repair of lower leg fractures. Our goals were 1) to see if we could detect 
differences in the rate of fasciotomies following repair of lower leg fractures in 
patient that receive a peripheral nerve block; 2) to describe the current 
practice patterns of regional anesthesia for patients who have undergone 
surgical repair of tibia/fibula fractures. We hypothesized that patients who 
received nerve blocks for tibia/fibula fracture repair had a higher incidence of 
fasciotomy and a delay in fasciotomy compared to patients who did not have 
regional anesthesia. 

INTRODUCTION

METHODS

Peripheral nerve blocks were not associated with an increased incidence of fasciotomy 
in patients undergoing repair of tibia and fibular fractures. In the subset of patient who 
required a fasciotomy in the acute postoperative period (POD 1-4), there were 
observed differences in patients who received nerve blocks and those who did not. 
Most of the patients who did not receive nerve blocks had fasciotomies on POD 1 and 
POD 2; whereas in patients that received nerve blocks, there was a trend of increased 
fasciotomy on POD 3. 
This is the first attempt to use a large nationally representative database to study 
regional anesthesia use for patients undergoing surgical fixation of tibia and fibula 
fractures. In this dataset, regional anesthesia was not associated with an increased 
incidence of fasciotomies.

Our study population included 77,685 patients who underwent surgery for a 
tibia/fibula fracture, of which 5,241 (6.7%) patients had a peripheral nerve block. 
Overall, 3,009 (3.9%) of patients received an ACS diagnosis and 2,448 (3.2%) 
underwent a fasciotomy.  Fasciotomies were performed less frequently in patients 
who had received regional anesthesia compared to patients who did not (1.7% 
compared to 3.3%, p<0.001). Most patients who received a fasciotomy had it 
performed on the day of the index surgery (n=1854). The acute postoperative period 
was defined as postoperative day 1 through post operative day 4. 

RESULTS

DISCUSSION

“Peripheral nerve blocks were 
not associated with an 
increased incidence of 
fasciotomy in patients 

undergoing repair of tibia and 
fibular fractures. ”


