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 Management of Acute Compartment Syndrome Clinical Practice Guideline 

Overview of Peer Review and Public Commentary  
The reviews and comments related to this clinical practice guideline are reprinted in this document and posted 
on the AAOS website. All peer reviewers and public commenters are required to disclose their conflict of 
interests.  
Peer Review 

AAOS contacted 7 organizations with content expertise to review a draft of the clinical practice guideline 
during the two-week peer review period in September 2018. 

• Four individuals provided comments via the electronic structured peer review form. No reviewers asked 
to remain anonymous.  

• The work group considered all comments and made some modifications when they were consistent with 
the evidence. 

Public Comment 
The new draft was then circulated for a two-week public comment period ending in November 2018. 

• AAOS received 5 comments including 1 representing a specialty society, 1 from an individual, and 3 
from industry. 

• If warranted and based on evidence, the guideline draft s modified by the work group members in 
response to the public comments.  
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Peer Reviewer Key 
 

Each peer reviewer was assigned a number (see below). All responses in this document are listed by the 
assigned peer reviewer’s number.   

Table 1. Peer Reviewer Key 
Reviewer Number Name of Reviewer (Required) What is the name of the society that you are representing? 

1 William Obremskey, MD, MPH 
MMHC 

Orthopaedic Trauma Association (OTA) 

2 Phinit Phisitkul, MD American Orthopaedic Foot & Ankle Society (AOFAS) 
3 L. Scott Levin American College of Surgeons (ACS) 
4 Danielle Katz, MD American College of Surgeons (ACS) 

 

 

Peer Reviewer Demographics 
 

Reviewer 
# 

Name of Reviewer 
(Required) 

Primary Specialty Work Setting What is the name of the 
society that you are 
representing? 

1 William Obremskey, 
MD, MPH, MMHC 

Trauma Academic Practice Orthopaedic Trauma 
Association (OTA) 

2 Phinit Phisitkul, MD Foot & Ankle Private Group or 
Practice 

American Orthopaedic Foot 
& Ankle Society (AOFAS) 

3 L. Scott Levin, MD, 
FACS, FAOA 

Hand Academic Practice American College of 
Surgeons (ACS) 

4 Danielle Katz, MD Pediatric Academic Practice American College of 
Surgeons (ACS) 

  



 
 

 
 

Peer Reviewers’ Disclosure Information 
 

All peer reviewers are required to disclose any possible conflicts that would bias their review via a series of 10 
questions (see Table 2). For any positive responses to the questions (i.e. “Yes”), the reviewer was asked to 
provide details on their possible conflict. 

Table 2. Disclosure Question Key 

Disclosure Question Disclosure Question Details 

A A) Do you or a member of your immediate family receive royalties for any 
pharmaceutical, biomaterial or orthopaedic product or device? 

B 
B) Within the past twelve months, have you or a member of your immediate family 
served on the speakers bureau or have you been paid an honorarium to present by any 
pharmaceutical, biomaterial or orthopaedic product or device company? 

C 
C) Are you or a member of your immediate family a PAID EMPLOYEE for any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

D 
D) Are you or a member of your immediate family a PAID CONSULTANT for any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

E 
E) Are you or a member of your immediate family an UNPAID CONSULTANT for 
any pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

F 
F) Do you or a member of your immediate family own stock or stock options in any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or supplier 
(excluding mutual funds) 

G 
G) Do you or a member of your immediate family receive research or institutional 
support as a principal investigator from any pharmaceutical, biomaterial or 
orthopaedic device or equipment company, or supplier? 

H 
H) Do you or a member of your immediate family receive any other financial or 
material support from any pharmaceutical, biomaterial or orthopaedic device and 
equipment company or supplier? 

I I) Do you or a member of your immediate family receive any royalties, financial or 
material support from any medical and/or orthopaedic publishers? 

J J) Do you or a member of your immediate family serve on the editorial or governing 
board of any medical and/or orthopaedic publication? 



 
 

 
 

Table 3. Peer Reviewer’s Disclosure Information   
Reviewer # Name of Reviewer 

(Required) 
Disclosure 

Available via 
AAOS 

Disclosure 
System 

A B C D E F G H I J 

1 William Obremskey, 
MD, MPH, MMHC 

Yes           

2 Phinit Phisitkul, MD Yes                      

3 L. Scott Levin, MD Yes           

4 Danielle Katz, MD Yes           

  

Peer Reviewer Responses to Structured Peer Review Form Questions 
All peer reviewers are asked 16 structured peer review questions which have been adapted from the Appraisal of 
Guidelines for Research and Evaluation (AGREE) II Criteria*. Their responses to these questions are listed on the next 
few pages.   

Table 5. Peer Reviewer Responses to Structured Peer Review Questions 1-4 
Reviewer 
# 

Name of 
Reviewer 
(Required) 

What is the 
name of the 
society that 
you are 
representing? 

1. The 
overall 
objective(s) 
of the 
guideline is 
(are) 
specifically 
described.  

2. The health 
question(s) 
covered by the 
guideline is 
(are) 
specifically 
described. 

3. The 
guideline’s 
target audience 
is clearly 
described. 

4. There is an 
explicit link 
between the 
recommendations 
and the 
supporting 
evidence. 

1 William 
Obremskey, MD, 
MPH, MMHC 

Orthopaedic 
Trauma 
Association 
(OTA) 

Strongly 
Agree 

Strongly Agree Strongly Agree Agree 

2 Phinit Phisitkul, 
MD 

American 
Orthopaedic 
Foot & Ankle 
Society 
(AOFAS) 

Strongly 
Agree 

Strongly Agree Strongly Agree Strongly Agree 

3 L. Scott Levin, 
MD 

American 
College of 
Surgeons (ACS) 

Agree Agree Agree Strongly Agree 

4 Danielle Katz, 
MD 

American 
College of 
Surgeons (ACS) 

Agree Strongly Agree Agree Agree 
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Table 6. Peer Reviewer Responses to Structured Peer Review Questions 5-8 
 

Reviewer 
# 

Name of 
Reviewer 
(Required) 

What is the 
name of the 
society that 
you are 
representing? 

5. Given the nature 
of the topic and the 
data, all clinically 
important outcomes 
are considered. 

6. The patients 
to whom this 
guideline is 
meant to apply 
are specifically 
described. 

7. The 
criteria used 
to select 
articles for 
inclusion are 
appropriate. 

8. The 
reasons 
why some 
studies 
were 
excluded 
are clearly 
described. 

1 

William 
Obremskey, 
MD, MPH, 
MMHC 

Orthopaedic 
Trauma 
Association 
(OTA) Strongly Agree   Neutral Agree 

2 

Phinit 
Phisitkul, 
MD 

American 
Orthopaedic 
Foot & Ankle 
Society 
(AOFAS) Strongly Agree Strongly Agree Agree 

Strongly 
Agree 

3 
L. Scott 
Levin, MD 

American 
College of 
Surgeons 
(ACS) Agree Agree Agree Agree 

4 
Danielle 
Katz, MD 

American 
College of 
Surgeons 
(ACS) Agree Agree Agree Agree 

 

  



9 
 

Table 7. Peer Reviewer Responses to Structured Peer Review Questions 9-12 
 

Reviewer 
# 

Name of 
Reviewer 
(Required) 

What is the 
name of the 
society that 
you are 
representing? 

9. All 
important 
studies that 
met the 
article 
inclusion 
criteria are 
included. 

10. The 
validity of the 
studies is 
appropriately 
appraised. 

11. The methods 
are described in 
such a way as to 
be reproducible. 

12. The 
statistical 
methods are 
appropriate 
to the 
material and 
the 
objectives of 
this 
guideline. 

1 

William 
Obremskey, 
MD, MPH, 
MMHC 

Orthopaedic 
Trauma 
Association 
(OTA) Disagree Neutral Agree 

Strongly 
Agree 

2 

Phinit 
Phisitkul, 
MD 

American 
Orthopaedic 
Foot & Ankle 
Society 
(AOFAS) 

Strongly 
Agree Strongly Agree Strongly Agree 

Strongly 
Agree 

3 
L. Scott 
Levin, MD 

American 
College of 
Surgeons 
(ACS) Agree Agree Agree Agree 

4 
Danielle 
Katz, MD 

American 
College of 
Surgeons 
(ACS) Neutral Neutral Agree Neutral 
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Table 8. Peer Reviewer Responses to Structured Peer Review Questions 13-16 

Reviewer # 
Name of 
Reviewer 
(Required) 

What is the 
name of the 
society that you 
are 
representing? 

13. Important 
parameters 
(e.g., setting, 
study 
population, 
study design) 
that could 
affect study 
results are 
systematically 
addressed. 

14. Health 
benefits, side 
effects, and 
risks are 
adequately 
addressed. 

15. The 
writing style 
is 
appropriate 
for health 
care 
professional
s. 

16. The 
grades 
assigned to 
each 
recommend
ation are 
appropriate. 

Additional comments 
regarding this CPG? 

1 

William 
Obremskey, 
MD, MPH, 
MMHC 

Orthopaedic 
Trauma 
Association 
(OTA) Agree Agree 

Strongly 
Agree Agree 

 

2 
Phinit 
Phisitkul, MD 

American 
Orthopaedic 
Foot & Ankle 
Society 
(AOFAS) 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree  

3 
L. Scott Levin, 
MD 

American 
College of 
Surgeons 
(ACS) Agree Agree Agree Agree 

For fasciotomy wound 
care, the use of negative 
pressure dressings may 
have a role in 
optimizing skin graft 
take compared with 
conventional skin graft 
dressings. 

4 
Danielle Katz, 
MD 

American 
College of 
Surgeons 
(ACS) Agree Agree Agree Neutral  

 

Peer Reviewers’ Recommendation for Use of this Guideline in Clinical Practice 
 

Would you recommend these guidelines for use in clinical practice? 
Reviewer 

# 
Name of Reviewer 
(Required) 

What is the name of the society 
that you are representing? 

Would you recommend these guidelines 
for use in clinical practice? (Required) 

1 William Obremskey, MD 
Orthopaedic Trauma Society 
(OTA) 

 

2 Phinit Phisitkul, MD 
American Orthopaedic Foot & 
Ankle Society (AOFAS) 

Strongly Recommend 

3 
L. Scott Levin, MD, FACS, 
FAOA 

American College of Surgeons 
(ACS) 

Recommend 

4 Danielle Katz American College of Surgeons 
(ACS) 

 

  



 
 

 
 

Peer Reviewer Detailed Responses 
 

Reviewer #1, William Obremskey, MD 

Reviewer 
# 

Name of 
Reviewer 
(Required) 

What is the 
name of the 
society that 
you are 
representing? 

Please provide a brief explanation of both your positive and 
negative answers in the preceding section. If applicable, please 
specify the draft page and line numbers in your comments. 
Please feel free to also comment on the overall structure and 
content of the Guideline: 

1 William 
Obremskey, 
MD 

Orthopaedic 
Trauma 
Association 
(OTA) 

1. Lines 320-326 
I understand that this guideline is DOD-funded, but if this is intended as 
a general CPG, then the military medicine section is out of place. 

2. Line 436 
Consider including “venous congestion form DVT” as another etiology. 
P Qvarfordt, B Eklöf, and P Ohlin. Intramuscular pressure in the lower 
leg in deep veinthrombosis and phlegmasia cerulae dolens. Ann Surg. 
1983 Apr; 197(4): 450–453. PMCID: PMC1352760 PMID: 6830350  
 
3. Lines 607-705 CK is not even mentioned as a potential “biomarker” 
of compartment syndrome. Trauma surgeons often attain this lab value 
and use it to raise concern for compartment syndrome. We should at 
least address it and state little or no data is available to support or 
contradict its use. 
https://journals.lww.com/jtrauma/Abstract/2013/02000/Serum_c 
reatine_kinase_levels_are_associated_with.14.aspx Serum creatine 
kinase levels are associated with extremity compartment syndrome. 
Valdez, Carrie MD; Schroeder, Elizabeth MD; Amdur, Richard PhD; 
Pascual, Jose MD, PhD; Sarani, Babak MD Journal of Trauma and 
Acute Care Surgery: February 2013 - Volume 74 - Issue 2 - p 441–447 
doi: 10.1097/TA.0b013e31827a0a36 This was excluded in Apendix II 
due to “not best evidence”. No other evidence is used for CK as a 
biomarker. CONCLUSION CK level greater than 4,000 U/L is 
associated with CS. A model combining maximal CK level greater than 
4,000 U/L, maximal chloride level greater than 104mg/dL, and minimal 
BUN level less than 10 mg/dL has a 100% association with CS.  
 
4. Lines 792-838 
When addressing the limits of physical exam, they could have cited 
Shuler et al JBJS-A 2010: 
https://journals.lww.com/jbjsjournal/Abstract/2010/02000/Physic 
ians__Ability_to_Manually_Detect_Isolated.13.aspx Shuler, Franklin 
D., MD, PhD1; Dietz, Matthew J., MD1JBJS Physicians’ Ability to 
Manually Detect Isolated Elevations in Leg Intracompartmental 
Pressure: February 2010 - Volume 92 - Issue 2 - p 361-367. doi: 
10.2106/JBJS.I.00411 This reference was excluded  
 
There are other questions that they haven’t addressed. I presume because 
they decided the literature was inconclusive, but I think they should have 
stated such. Examples: Near-Infrared Spectroscopy; muscle oxygenation 
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in acute compartment syndrome; 2 incision vs. 1 incision for leg; timing 
of closure; method of closure  
 
5. Lines 609-629 
Alamshah et al-study design does not account for or even mention other 
injuries as a potential cause of myoglobinuria or elevated troponin levels 
in the 14 pts who underwent fasciotomy. They only exclude crush and 
“wide-open” muscular injuries- this is a major flaw in study design and I 
do not think qualifies as a moderate evidence study. 
 
The Clinical Practice Guideline on acute compartment syndrome has 
been methodically executed. The process of literature review was robust. 
Recommendations were graded fairly and based on the principle of 
evidence-based medicine. Despite having low evidence to support 
physical examination, further clarification of clinical settings leading to 
the possibility of compartment syndrome may be helpful. Indications for 
the investigations such as serum biomarkers and pressure measurement 
can be further clarified. Surgical treatment techniques and the number of 
incisions may be of interest to orthopaedic surgeons. 
 
6. Line 646 
typo: greated; pressure methods 
 
7. Line 807 
typo: indicate 

 



 
 

 
 

Workgroup Response 
  

Dear William Obremskey, MD, MPH, MMHC, 

Thank you for your expert review of the Clinical Practice Guideline on Acute Compartment Syndrome. We 
will address your comments by guideline section in the order that you listed them.  

A. We have added a transition statement to clarify the overview section, "This CPG addresses ACS in all 
settings, however, there are many military applications to these recommendations as well.”  
 

B. Though this study is relevant in general topic, the authors do not formally examine the diagnosis of acute 
compartment syndrome. There are also a few concerns of bias given the design and comparison groups, but 
this article was ultimately not considered due to the lack of confirmed ACS diagnosis. The phrase 
“regardless of etiology” was used to hopefully address this concern. 
 

C. There was no literature meeting the quality standard for inclusion. The referenced Valdez study was 
originally included but appraised as "very low quality" for a variety of bias risks, which is why the "not best 
evidence" language was used. Studies at "very low quality" have too many design flaws to be considered for 
forming recommendations. The group did form a consensus statement stating that serum biomarkers do 
not provide useful information to guide decision making when considering fasciotomy for a presumed late-
presentation or missed acute compartment syndrome. 
 

D. The inclusion criteria for AAOS guidelines requires studies to examine living human subjects, and the 
Schuler study was a cadaver model. These criteria were set to ensure recommendations are made 
considering the most clinically relevant and directly applicable evidence. 
 

E. Double incision vs single incision, timing of closure, and method of closure were all topics that were 
addressed and are presented in the data tables. However, the evidence for these topics is limited in quality 
and quantity, so the group was unable to form evidence-based recommendations to address them. NIRS 
and muscle oxygenation were considered, however, these topics did not result in any literature meeting the 
inclusion criteria and/or quality standard for inclusion. Consensus statements were formed by the group 
regarding NIRS and fasciotomy incision methods. 
 

F. This article was discussed in detail with the group, and we did initially share similar concerns for the 
quality. However, the population was recruited as patients with injuries consistent with suspected ACS, so 
the quality did not suffer in the "representative population" domain. Confounder bias is not a concerning 
area of bias for diagnostic comparisons, as we are looking at patient counts of association to the reference 
standard through likelihood ratios; removing related conditions might even make the results stronger. 
However, given the overall quality concern and limited effect size, the group opted to use the language 
"may assist" as to only suggest use of these markers for rare instances when it may be needed to help 
confirm the diagnosis along with pressure/clinical measures. 
 

G. Updated 
 

H. Updated 
 

2018 ACS Guideline Work Group 
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Reviewer #2, Phinit Phisitkul, MD 
 

Reviewer 
# Name of 

Reviewer 
(Required) 

What is the name 
of the society that 

you are 
representing? 

Please provide a brief explanation of both your positive 
and negative answers in the preceding section. If 
applicable, please specify the draft page and line 
numbers in your comments. Please feel free to also 
comment on the overall structure and content of the 
Guideline: 

2 

Phinit 
Phisitkul, MD 

American 
Orthopaedics Foot & 

Ankle Society 
(AOFAS)  

The Clinical Practice Guideline on Acute Compartment 
Syndrome has been methodically executed. The process of 
literature review was robust. Recommendations were graded 
fairly and based on the principle of evidence-based medicine. 
Despite having low evidence to support physical examination, 
further clarification of clinical settings leading to the possibility 
of compartment syndrome may be helpful. Indications for the 
investigations such as serum biomarkers and pressure 
measurement can be further clarified. Surgical treatment 
techniques and the number of incisions may be of interest to 
orthopaedic surgeons. 

 

  



 
 

 
 

Workgroup Response  
 

Dear Phinit Phisitkul, MD, 

Thank you for your expert review of the Clinical Practice Guideline on the Acute Compartment Syndrome. 
We will address your comments by guideline section in the order that you listed them.  

A. Thank you for your complimentary and valuable feedback. There is an evidence recommendation 
as well as a consensus statement developed regarding pressure measurement. In the absence of 
reliable literature regarding biomarkers, the group opted to form a consensus statement, which 
includes the following language: “Laboratory value abnormalities alone do not provide sufficient 
guidance to indicate when fasciotomy is needed.” 

 

2018 ACS Guideline Work Group 
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Reviewer #3, L. Scott Levin, MD, FAC, FAOA 
 

Reviewer 
# Name of 

Reviewer 
(Required) 

What is the name of 
the society that you 
are representing? 

Please provide a brief explanation of both your 
positive and negative answers in the preceding 
section. If applicable, please specify the draft page 
and line numbers in your comments. Please feel 
free to also comment on the overall structure and 
content of the Guideline: 

3 L. Scott Levin, 
MD, FACS, 
FAOA 

American College of 
Surgeons (ACS) 

For fasciotomy wound care, the use of negative 
pressure dressings may have a role in optimizing skin 
graft take compared with conventional skin graft 
dressings. 

 

  



 
 

 
 

Workgroup Response  
 

Dear L. Scott Levin, MD, FACS, FAOA,  

Thank you for your expert review of the Clinical Practice Guideline on the Postoperative Management of 
Surgical Site Infection. We will address your comments by guideline section in the order that you listed 
them.  

A. Thank you for your complimentary and valuable feedback. NPWT was addressed and commented 
on in the document along with grafting as an outcome. However, skin grafting technique was 
determined to be outside the scope of this project focusing on ACS diagnosis and treatment. 

 

2018 RC Guideline Work Group 
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Reviewer #4, Danielle Katz, MD 
 

Reviewer 
# Name of 

Reviewer 
(Required) 

What is the name of 
the society that you 
are representing? 

Please provide a brief explanation of both your 
positive and negative answers in the preceding section. 
If applicable, please specify the draft page and line 
numbers in your comments. Please feel free to also 
comment on the overall structure and content of the 
Guideline: 

4 
Danielle Katz, 
MD 

American College of 
Surgeons (ACS) 

Looks good. 
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Workgroup Response  
 

Dear Danielle Katz, MD, 

Thank you for your expert review of the Clinical Practice Guideline on the Postoperative Management of 
Surgical Site Infection. We will address your comments by guideline section in the order that you listed them.  

A. Thank you for your complimentary and valuable feedback. 

2018 RC Guideline Work Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

20 
 

Public Commenter Demographics 
 

Table 1. Public Comment Key 
Reviewer Number Name of Reviewer (Required) What is the name of the society that you are representing? 

1 Mark Sinclair, MD Pediatric Orthopaedic Society of North America 
2 Will Schaffer, MD, FAAOS, FAOA  
3 Steve McCollam, MD  
4 Thomas Murray, MD AAOS Board of Councilors (BOC) 
5 Kevin Shea, MD  

 

Public Comment Reviewers’ Disclosure Information 
All peer reviewers are required to disclose any possible conflicts that would bias their review via a series of 10 questions (see Table 
2). For any positive responses to the questions (i.e. “Yes”), the reviewer was asked to provide details on their possible conflict. 

Table 2. Disclosure Question Key 

Disclosure Question Disclosure Question Details 

A A) Do you or a member of your immediate family receive royalties for any 
pharmaceutical, biomaterial or orthopaedic product or device? 

B 
B) Within the past twelve months, have you or a member of your immediate family 
served on the speakers bureau or have you been paid an honorarium to present by any 
pharmaceutical, biomaterial or orthopaedic product or device company? 

C 
C) Are you or a member of your immediate family a PAID EMPLOYEE for any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

D 
D) Are you or a member of your immediate family a PAID CONSULTANT for any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

E 
E) Are you or a member of your immediate family an UNPAID CONSULTANT for 
any pharmaceutical, biomaterial or orthopaedic device or equipment company, or 
supplier? 

F 
F) Do you or a member of your immediate family own stock or stock options in any 
pharmaceutical, biomaterial or orthopaedic device or equipment company, or supplier 
(excluding mutual funds) 

G 
G) Do you or a member of your immediate family receive research or institutional 
support as a principal investigator from any pharmaceutical, biomaterial or 
orthopaedic device or equipment company, or supplier? 

H 
H) Do you or a member of your immediate family receive any other financial or 
material support from any pharmaceutical, biomaterial or orthopaedic device and 
equipment company or supplier? 

I I) Do you or a member of your immediate family receive any royalties, financial or 
material support from any medical and/or orthopaedic publishers? 

J J) Do you or a member of your immediate family serve on the editorial or governing 
board of any medical and/or orthopaedic publication? 
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 Table 3. Public Comment Reviewer’s Disclosure Information   
 

Reviewer # Name of Reviewer 
(Required) 

Disclosure 
Available via 

AAOS 
Disclosure 

System 

A B C D E F G H I J 

1 Mark Sinclair, MD Yes           

2 Will Schaffer, MD, 
FAAOS, FAOA 

Yes                      

3 Steve McCollam, MD Yes           

4 Thomas Murray, MD Yes           

5 Kevin Shea, MD Yes           
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Public Comment Reviewer Responses to Structured Public Comment Questions 
 

All peer reviewers are asked 16 structured peer review questions which have been adapted from the Appraisal 
of Guidelines for Research and Evaluation (AGREE) II Criteria*. Their responses to these questions are listed 
on the next few pages.   

Table 4. Public Comment Reviewer Responses to Structured Public Comment Review Questions  
Reviewer 
# 

Name of 
Reviewer 
(Required) 

Please list 
your primary 
specialty 
(Required): 

Please list 
your work 
setting 
(Required):  

Are you 
reviewing this 
guideline as a 
representative 
of a 
professional 
society? 

May we list 
your society as 
a reviewer of 
this guideline? 

If reviewing on 
behalf of a 
professional 
society, please list 
the name of the 
society that you 
are representing. 

1 Mark Sinclair, 
MD 

Pediatric 
Orthopaedics 

Academic 
Practice 

Yes Yes Pediatric 
Orthopaedic 
Society of North 
America (POSNA) 

2 Will Schaffer, 
MD, FAAOS, 
FAOA 

Adult Spine Admin 
Retired 
from 
Clinical 
Practice 

No Yes  

3 Steve McCollam, 
MD 

Hand Private 
Group or 
Practice 

Yes No   

4 Thomas Murray, 
MD 

Arthroscopy Private 
Group or 
Practice 

Yes Yes Board of 
Councilors (BOC) 

 Kevin Shea, MD Sports 
Medicine 

Academic 
Practice 

No No  
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Table 5. Public Comment Reviewer Responses to Structured Public Comment Questions 1-5 
Reviewer 
# 

Name of 
Reviewer 
(Required) 

1. What CPG 
topic are you 
reviewing 

2. The 
overall 
objective(s) 
of the 
guideline is 
(are) 
specifically 
described? 

3. The health 
question(s) 
covered by the 
guideline is 
(are) 
specifically 
described? 

5. The 
guideline’s 
target audience 
is clearly 
described? 

5. There is an 
explicit link between 
the 
recommendation 
and the supporting 
evidence. 

1 Mark Sinclair, MD Acute 
Compartment 
Syndrome 

Agree Agree Agree Strongly Agree 

2 Will Schaffer, 
MD, FAAOS, 
FAOA 

Acute 
Compartment 
Syndrome 

Strongly 
Agree 

Strongly Agree Strongly Agree Agree 

3 Steve McCollam, 
MD 

Acute 
Compartment 
Syndrome 

Agree Agree Agree Agree 

4 Thomas Murray, 
MD 

Acute 
Compartment 
Syndrome 

Agree Agree Agree Agree 

5 Kevin Shea, MD Acute 
Compartment 
Syndrome 

Strongly 
Agree 

Agree Strongly Agree Strongly Agree 

 

Table 6. Public Comment Reviewer Responses to Structured Public Comment Questions 6-10 
Reviewer 
# 

Name of 
Reviewer 
(Required) 

6. Given the 
nature of the 
topic and the 
data, all 
clinically 
important 
outcomes are 
considered. 

7. The 
patients to 
whom this 
guideline is 
meant to 
apply are 
specifically 
described. 

8. The criteria 
used to select 
articles for 
inclusion are 
appropriate. 

9. The reasons 
why some 
studies were 
excluded are 
clearly 
described. 

10. All important 
studies that met 
the article 
inclusion criteria 
are included. 

1 Mark Sinclair, MD Agree Agree Agree Agree Strongly Agree 

2 Will Schaffer, 
MD, FAAOS, 
FAOA 

Strongly Agree Strongly 
Agree 

Strongly Agree Strongly Agree Agree 

3 Steve McCollam, 
MD 

Agree Agree Agree Agree  

4 Thomas Murray, 
MD 

Agree Agree Agree Agree Agree 

5 Kevin Shea, MD Strongly Agree Strongly 
Agree 

Strongly Agree Strongly Agree Strongly Agree 
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Table 7. Public Comment Reviewer Responses to Structured Public Comment Questions 11-15 
Reviewer 
# 

Name of 
Reviewer 
(Required) 

11. The validity 
of the studies is 
appropriate 
appraised. 

12. The 
methods are 
described in 
such a way 
as to be 
reproducible. 

13. The 
statistical 
methods are 
appropriate to 
the material 
and the 
objectives of 
this guideline. 

14. Important 
parameters (e.g., 
setting, study, 
population, study 
design) that could 
affect study results 
are systematically 
addressed. 

15. Health benefits, 
side effects, and 
risks are 
adequately 
addressed. 

1 Mark Sinclair, MD Agree Agree Agree Agree Strongly Agree 

2 Will Schaffer, 
MD, FAAOS, 
FAOA 

Strongly Agree Strongly 
Agree 

Strongly Agree Strongly Agree Agree 

3 Steve McCollam, 
MD 

 Agree  Agree Agree 

4 Thomas Murray, 
MD 

Agree Agree Agree Agree Agree 

5 Kevin Shea, MD Strongly Agree Strongly 
Agree 

Strongly Agree Strongly Agree Strongly Agree 

 

Table 8. Public Comment Reviewer Responses to Structured Public Comment Questions 16-17 
Reviewer 
# 

Name of 
Reviewer 
(Required) 

16. The 
writing style is 
appropriate 
for health care 
professionals. 

17. The grades 
assigned to each 
recommendaton 
are 
appropriate. 

1 Mark Sinclair, MD Agree Agree 

2 Will Schaffer, 
MD, FAAOS, 
FAOA 

Strongly Agree Strongly Agree 

3 Steve McCollam, 
MD 

Strongly Agree  

4 Thomas Murray, 
MD 

Agree Agree 

5 Kevin Shea, MD Strongly Agree Strongly Agree 
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Public Comment Responses to Structured Public Comment Questions 

Public Comment Open Responses 
Name of 
Reviewer 
(Required) 

Comments 

Will Shafer, 
MD 

The literature is surprisingly limited & the fact the best available literature is 20-40 years old 
points to the dire need for further research. The consensus statements should be included in the 
CPG and not in an appending document due to the limited nature of the literature. 

Steve 
McCollam, MD 

The CPG seems reasonable in its conclusions 

Thomas 
Murray, MD 

Regarding the guideline on compartment release for late compartment syndrome and necrosis, 
the recommendation is to avoid violating the compartment for fear of the risk of secondary 
infection of the necrotic muscle and the risk of repercussion injury. As a result, it seems that a 
less than ideal method of fracture fixation is recommended to avoid the compartment of 
concern. Is there literature to support that recommendation? Does the risk of repercussion 
and/or secondary infection outweigh the risk of less than ideal fracture fixation? 

Kevin Shea, 
MD 

Very well done, using a robust CPG process, consistent with the Institute of Medicine Standards 
for the production of Evidence Based Clinical Practice Guidelines 

Mark Sinclair, 
MD 

The clinical practice guideline (CPG) on acute compartment syndrome (ACS) was well 
researched, thoughtful, and extensive. The authors give appropriate emphasis to the fact that 
this is a difficult topic to reach strong conclusions on because the diagnosis is based frequently 
on the treatment, and therefore conclusions are prone to significant bias. Because of these 
difficulties, and the limits on the strength of the literature, the majority of the authors’ 
recommendations had to be reached by “consensus.” While this could be perceived as a 
weakness of the CPG, we appreciate the authors’ honest evaluation of the existing literature and 
not over-reaching on their conclusions. Re: Patient Population (417-420) “This document 
addresses the management of acute compartment syndrome of traumatized extremities in adult 
patients.” The authors note that the document is not intended to address the management of 
chronic exertional compartment syndrome. We would recommend that this document directly 
express that the information in the CPG cannot be fully extrapolated to the treatment of children 
and adolescents. The clinical findings of compartment syndrome can present differently in 
children than adults, especially young children who cannot fully express themselves. Pediatric 
orthopaedic surgeons are trained to monitor children for the “3A’s” of increasing anxiety, 
agitation, and analgesic requirement (Noonan, 2010). In addition, normal compartment 
pressures in children are higher than normal pressures in adults. In one study comparing 
average pressures in the four lower leg compartments in healthy children and adults, the average 
pressure in the four compartments varied between 13.3 mmHg-16.6 mmHg in children and 
between 5.2 mmHg and 9.7 mmHg in adults (Staudt, 2008). Because of these higher pressures, 
some pediatric providers recommend using the mean arterial pressure (MAP) – 
intracompartmental pressure (ICP) < 30mmHg vs. using the adult standard of diastolic blood 
pressure (DBP) – ICP < 30mmHg for diagnosis. While time is of the essence in the diagnosis 
and treatment of acute compartment syndrome in both children and adults, there is some 
evidence that children may have more reserve in tolerating increased ICP or better ability to 
recover from it. In a study of 43 cases of acute compartment syndrome of the leg from two 
pediatric trauma centers, Flynn (Flynn, 2011) reported excellent functional outcomes in 41/43 
patients. The average time from injury to fasciotomy was 20.5 hours (3.9 hours to 118 hours). 
The two patients that lost function had their fasciotomies performed more than 80 hours after 
injury. Despite longer periods of time from injury to surgery in many cases, excellent outcomes 
were still observed for the majority of patients. This finding in children subsequently affects the 
authors’ recommendations re: fasciotomies for late or missed acute compartment syndrome. 
The consensus recommendation was that “performing fasciotomy is not indicated in an adult 
with evidence of irreversible intracompartmental (neuromuscular/vascular) damage.” Defining 
the point of irreversible intracompartmental damage for adults with compartment syndrome is 
difficult. Flynn’s data represents that the point of no return for children, while also very difficult 
to define, is likely longer than that for adults, or at the very least is different. This supports 
further that not all the findings of the authors of the CPG on acute compartment syndrome can 
be directly translated to the pediatric population. Since not all readers may be aware of this, we 
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believe this should be more directly expressed in paragraph 417-420. We believe this input as it 
directly relates to the pediatric population is the feedback most helpful to the authors when 
asking for public commentary from the Pediatric Orthopaedic Society of North America 
(POSNA). We would like to congratulate the authors on their comprehensive efforts regarding 
this important clinical condition. Sincerely, Allan Beebe, MD, Jeffrey Cassidy, MD, Shawn 
“Skip” Gilbert, MD, Kristin Livingston, MD, Mark Sinclair, MD (Chair) Members of the 
POSNA Trauma, Prevention, and Disaster Response Committee, on behalf of POSNA 
References: Noonan KJ et al. Compartment Syndrome in the Pediatric Patient. Journal of 
Pediatric Orthopaedics, 2010;30(2 Supplement):96-101. Staudt JM et al. Normal Compartment 
Pressures of the Lower Leg in Children. J Bone Joint Surg Br 2008;90(2):290-295. Flynn JM et 
al. Acute Traumatic Compartment Syndrome of the Leg in Children: Diagnosis and Outcome. J 
Bone Joint Surg Am 2011;93(10):937-941. 
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Appendix A – Structured Peer Review/Public Comment Form
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