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Article

Chronic exertional compartment syndrome (CECS) is an 
exercise-induced condition that is predominantly found in 
the tibialis anterior compartment (ant-CECS).7,22,24 Conser-
vative treatment may offer relief, but a substantial portion 
of patients are ultimately operated on.3 Results of a fasci-
otomy for ant-CECS are generally satisfactory, with success 
rates between 52% and 100%.8,13,25,35 However, complica-
tions associated with surgery, ranging from simple hemato-
mas to long-lasting disabilities, are not unusual.12,29 Injury 
of the superficial peroneal nerve (SPN) is a troublesome 
complication incidentally seen after a fasciotomy of the 
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Abstract
Background: Up to 8% of patients who underwent a fasciotomy for leg anterior chronic exertional compartment syndrome 
(ant-CECS) report sensory deficits suggestive of iatrogenic superficial peroneal nerve (SPN) injury. In the current study 
we aimed to thoroughly assess the risk of SPN injury during a semiblind fasciotomy of the anterior compartment using 2 
separate approaches.
Methods: A modified semiblind fasciotomy of the anterior compartment was performed via a longitudinal 2-cm skin 
incision 2 cm lateral of the anterior tibial crest halfway along the line fibular head-lateral malleolus both in cadaver legs and 
in patients with ant-CECS. In the cadaver legs, the skin was removed after the procedure and possible SPN injuries and 
spatial relationships between the SPN and the opened fascia were studied. Between January 2013 and December 2016, 64 
ant-CECS patients who underwent a fasciotomy of the anterior compartment were prospectively followed. Iatrogenic SPN 
injuries were assessed using questionnaires and physical examinations.
Results: Macroscopic SPN nerve injury was not observed in any of the 9 cadaver legs. In 8 specimens, the SPN was located 
at least 5 mm posterolateral to the opened fascia. In 1 specimen, an undamaged SPN branch crossed the operative field in 
a ventral plane. De novo sensory deficits suggestive for iatrogenic SPN injury were not observed in any of the 64 patients 
(120 legs; 36 females; median age, 22 years) who underwent a fasciotomy of the anterior compartment.
Conclusion: The proposed semiblind fasciotomy for treatment of ant-CECS was not associated with SPN injury in either 
the cadaveric study or our clinical series.
Level of Evidence: Level IV, case series.
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anterior (and lateral) compartment.26,29 Persistent pain, tin-
gling, and/or reduced skin sensation on the dorsum of the 
foot and the anterolateral ankle suggesting iatrogenic SPN 
injury are found in up to 8% of the patients who underwent 
a fasciotomy of the anterior compartment.6,23,27,28,31,33,34

Several operative techniques are currently available for 
the treatment of ant-CECS. A popular approach is a “semi-
blind fasciotomy” that was introduced in the late 1980s.9 
This technique is fast and requires a skin incision of only 
2-3 cm through which a small fascial cut is made that is 
extended subcutaneously toward the ankle and the fibular 
head using a fasciotome. As direct visual contact with the 
fasciotome’s tip is largely absent during this procedure, 
SPN injury may occur. To overcome this complication, 
others have used larger skin incisions4,11 or even multiple 
incisions.18,27 More recently, the assistance of an endo-
scope was advocated.20 True comparative studies are 
absent; hence, the optimal operative technique that is 
associated with a minimal risk of SPN injury has yet to be 
determined.

As a referral center, we perform a substantial number of 
semiblind anterior releases. In January 2013 we adopted a 
technique using a modified fasciotome in our hospital.5 If 
this technique is safe, it may provide a cost-effective and 
simple alternative for an endoscope-assisted fasciotomy of 
the leg anterior compartment. The aim of the present study 
was to accurately determine the risk of iatrogenic SPN 
injury using this modified semiblind technique. Therefore, 
we used 2 separate approaches. We performed a fasciot-
omy of the anterior compartment in human cadavers to 
objectively assess the risk for SPN injury. We also searched 
for SPN injuries in a prospectively followed cohort of ant-
CECS patients who underwent an anterior fasciotomy in 
our center.

Methods

Cadaver Study

We used 9 fresh frozen legs of 5 individuals. None of these 
were previously used for research purposes or operative 
training, and visible external scars suggesting previous major 
trauma or surgery were absent. One leg had a small skin 
defect over the anterolateral aspect, probably the result of 
postmortem freezing and storage (specimen 9, Figure 1A).

A fasciotomy of the anterior compartment of the leg was 
performed with the FascioMax system at Van Straten 
Medical, Nieuwegein, the Netherlands. This reusable device 
was designed and constructed in our hospital. In short, the 
novel instrument consisted of 2 parts: a thin fasciotome with 
a vertical knife and a speculum-type steel device with a han-
dle, lock, and 2 sturdy semicircular blades. These sturdy 
blades could be opened or closed, thus forming a 30-cm-
long, 5-mm-wide hollow tube that allows for insertion of the 

fasciotome. The device itself, including its mode of action, 
was previously described in detail.5 The fibular head and lat-
eral malleolus were marked and a 2-cm longitudinal skin 
incision was made 2-3 cm lateral to the lateral margin of the 
tibial crest, exactly halfway along the line between these 
landmarks (Figure 1A). From this location the anterior com-
partment was easily accessible. However, as the intramuscu-
lar septum was located more laterally, this location was not 
suitable for a fasciotomy of the lateral compartment. Next, 
the crural fascia was bluntly freed of overlying fatty tissue 
and a 1.5- to 2-cm fascial incision was made (Figure 1B). A 
2-cm-wide subcutaneous tunnel immediately superficial to 
the crural fascia was created toward the knee joint and the 
ankle joint (Figure 1C and D). The lower blade of the specu-
lum was inserted immediately underneath the tibialis ante-
rior muscle fascia and carefully advanced toward the knee 
(Figure 1E). By doing so, the upper blade automatically fol-
lowed through the subcutaneous tunnel superficial to the 
fascia. By closing the handle, the crural fascia was firmly 
grasped between the 2 blades. Once a correct position was 
confirmed by transcutaneous palpation, the thin rod with the 
vertical knife was advanced into the tube toward the end, 
thus cutting the fascia in a controlled fashion (Figure 1F). A 
4- to 5-cm portion of distal crural fascia toward the ankle 
joint was cut under direct visual inspection using a small 
retractor and scissors. The lateral compartment was not 
opened.

Once the fasciotomy was performed, skin and subcuta-
neous tissue were removed, the SPN was carefully inspected 
for macroscopic damage, and distances between SPN and 
cleaved fascia were measured. These measurements were 
only performed at the distal portion of the SPN, where the 
nerve is thought to surface through   the fascia and thus is at 
risk of injury. Additional measured parameters were com-
pleteness and length of the fasciotomy and the SPN course. 
The latter was to clarify the relation between the SPN and 
the opened fascia. By studying only 9 legs, the intention of 
the study was to describe a proof of concept but not to 
ascertain all possible anatomical SPN variants.

Patient Study

The Department of Sports Medicine of Máxima Medical  
Center in Veldhoven, the Netherlands is a referral center for 
exercise-induced leg entities. Patients were diagnosed with an 
ant-CECS if history and physical examination were suggestive 
of a CECS and intracompartmental pressure (ICP) was ele-
vated in the anterior compartment. ICP was termed elevated if 
it exceeded one or more of the following cutoff values: 15 mm 
Hg at rest, 30 mm Hg 1 minute after provocation, or 20 mm Hg 
5 minutes after provocation.21 A detailed description of the 
diagnostic process was previously published.5

Starting January 2013, each patient who was evalu-
ated for CECS in our institution was asked to complete a 
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questionnaire. They scored intensity and frequency of leg 
pain, tightness, cramps, muscle weakness, and altered sen-
sibility/tingling at rest and during exercise using a verbal 
rating scale (VRS). A similar questionnaire was completed 
3-6 months postoperatively (short term) and at least 12 
months postoperatively (long term). Some ant-CECS 
patients were referred only for diagnostics and underwent 
treatment in their referring hospital. Patients who opted for 
operative treatment in our center were counseled and 
treated by the senior author (M.S.). The operative proce-
dure for the anterior fasciotomy was similar to the method 
described above (cadaver study). Additional fasciotomies 
of the lateral and/or deep flexor compartment were only 

performed if a multicompartmental CECS was found dur-
ing ICP measurements. These were performed via addi-
tional skin incisions, either during the initial procedure or 
in an additional operation. The lateral compartment was 
not opened in patients with isolated ant-CECS, as this pos-
sibly adds risk and morbidity while clinical results may not 
be improved.28,32

Postoperative Outpatient Evaluation

Each patient was invited to our outpatient clinic 2-4 weeks 
after the fasciotomy. They were asked whether they experi-
enced new alterations in skin sensation or a tingling feeling in 

Figure 1. Consecutive steps of a semiblind fasciotomy of the anterior compartment in cadavers. (A) Anatomical landmarks (fibular 
head and lateral malleolus) and the location of the incision are marked. Note the small skin defect just distal to the incision. (B) The 
crural fascia was bluntly freed of overlying fatty tissue and a 1.5- to 2-cm fascial incision was made. (C and D) A subcutaneous tunnel 
immediately superficial to the fascia is bluntly created toward the knee and ankle joint using spreading movements of scissors. (E) The 
lower blade of the speculum is inserted into the tibialis anterior muscle compartment and carefully advanced toward the knee just 
underneath the crural fascia. (F) After confirmation of the correct position by transcutaneous palpation, closing the handle fixates the 
fascia and the thin rod with the vertical knife is advanced into the tube toward the end.
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the leg. Anterolateral leg skin sensation was tested using light 
touch with gauze soaked in alcohol or swabs. We defined iat-
rogenic SPN injury as reduced skin sensation and/or tingling 
in the lower lateral portions of the leg and/or dorsum of the 
foot that was not present during the preoperative outpatient 
visit. In addition, we termed patient-reported newly acquired 
continuous altered skin sensibility or tingling as suggestive 
of SPN injury. When patients reported findings suggestive of 
SPN that were not noticed during the postoperative outpa-
tient visit, they were invited for a second outpatient visit.

Patient Selection

Between January 2013 and December 2016, 719 individuals 
were evaluated for CECS at our department of sports medi-
cine (Figure 2). A total of 137 patients were eligible for the 
present study as they were diagnosed with ant-CECS and 
treated in our hospital. Patients were excluded if they did not 
undergo a fasciotomy of the anterior compartment using the 
FascioMax technique (n = 18); were included in a random-
ized controlled trial (n = 29, all patients aged 18 years or 

Figure 2. Patient selection. CECS, chronic exertional compartment syndrome; DP, deep flexor compartment; ICP, 
intracompartmental pressure measurement; LAT, lateral compartment.
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older with isolated bilateral ant-CECS, Dutch trial registry 
number NTR4274); or declined further follow-up (n = 8). 
As 18 patients were lost to follow-up, the study population 
consisted of 64 patients. These patients all underwent a fas-
ciotomy of the anterior compartment, had completed preop-
erative and postoperative questionnaires, and had visited the 
outpatient clinic after surgery at least once.

Statistics and Ethics

SPSS Statistics, Windows version 22.0.0.0 (IBM Corp., 
Armonk, NY), was used for all analyses. Data are shown as 
mean (± SD) when normally distributed, or as median 
(range) when not normally distributed. The Radboud 
University Department of Anatomy provided us with the 
cadaveric specimens. All deceased patients had given con-
sent for scientific usage of their bodies after their death. All 
procedures performed in this study were in accordance with 
the ethical standards of our institutional research committee 
and with the Declaration of Helsinki. The local medical ethi-
cal committee judged that the rules laid down in the Medical 
Research Involving Human Subjects Act (WMO) did not 
apply to the study protocol. No outside funding was used.

Results

Cadaver Study

Characteristics of the deceased patients and measured dis-
tances are depicted in Table 1. The SPN was not visible via 
the 2-cm skin incision in any of the 9 legs. The introduction 
of the fasciotome occurred smoothly and always at the first 
attempt. The median length of the released fascia was 212 
mm (range, 175-235). The median distance between the 
fibular head and the released fascia was 48 mm (range, 
25-110), and the median distance between the lateral malleo-
lus and the released fascia was 105 mm (range, 60-125). One 
fasciotomy was incomplete as a proximal portion of the fas-
cia was still intact (specimen 1). This failure may have been 
due to a suboptimal quality of the cadaver’s crural fascia as 
multiple fascial defects were seen after removal of the skin.

Macroscopic SPN injury was not observed. In all 9 legs, 
the SPN originated from the common peroneal nerve proxi-
mal in the lateral compartment. In 6/9 legs, the SPN exited 
the lateral compartment through the crural fascia and con-
tinued subcutaneously toward the ankle joint. In these 6 
specimens, the nerve remained lateral of the released fascia 
by at least 7 mm (Figure 3A, Table 1). In the remaining 3 
legs, the SPN branched in the lateral compartment; one 
branch remained in the lateral compartment, whereas the 
other branch exited the lateral compartment through the 
crural fascia. In 2 of these legs (specimens 4 and 7), this 

medial subcutaneous branch coursed at least 5 mm lateral to 
the released fascia. However, in 1 leg (specimen 3) the SPN 
was potentially at risk as its subcutaneous branch crossed 
the opened fascia in a ventral plane (Figure 3B). Even 
though the nerve crossed the released fascia, it was macro-
scopically intact.

Patient Study

Of the 64 included patients, 36 were female (56%) and the 
median age was 22 years (range, 15-65). A total of 62 
patients participated in sports (socially, n = 25; locally 
competitive, n = 23; nationally competitive, n = 13; inter-
nationally competitive, n = 1). Most patients were engaged 
in running (n = 17) or ball sports (n = 35). Symptoms had 
started 29 months prior to analysis (median range, 3-360) 
and resulted in practicing sports with complaints (n = 7), 
lowering the level/intensity (n = 19), choosing a different 
sport (n = 4), or quitting sports altogether (n = 32). A bilat-
eral fasciotomy was performed in 56 patients, amounting to 
a total of 120 operated legs. In 55% of the patients (35/64), 
only the anterior compartment was decompressed. The 
remaining 29 patients (45%) also underwent a fasciotomy 
of the deep flexor compartment (n = 18), lateral compart-
ment (n = 9), or both the deep flexor and the lateral com-
partment (n = 2). One ant-CECS patient was also diagnosed 
with a concurrent distal SPN entrapment and underwent a 
release of the SPN via a separate incision just above the 
ankle joint. The SPN was not seen in any of the patients 
during the procedure. Perioperative complications such as 
bleeding or the necessity to extend the 2-cm incision were 
not encountered.

During the postoperative visit, we identified 5 patients 
with postoperative sensory complaints and/or abnormali-
ties during neurological examination of the operated legs 
(Table 2). Four of these 5 patients also reported continuous 
sensory leg complaints in the operated legs. In 3 of these 5 
patients, sensory deficits were already documented during 
the preoperative outpatient clinic visit. Surgery had not 
altered these preexisting sensory complaints. New-onset 
sensory deficits were diagnosed in the 2 remaining patients. 
One patient, who had undergone combined anterior and 
deep flexor muscle decompression, reported skin numb-
ness of a medial portion of the distal leg that was ascribed 
to an injured side branch of the saphenous nerve. The sec-
ond patient had reduced skin sensibility of a 9 × 4–cm area 
of a proximal portion of the left lateral leg. This hyposensi-
tivity may have been caused by injury of a proximal side 
branch of the sural nerve. However, skin sensibility of his 
distal leg and foot was unaltered, indicating an intact SPN. 
Therefore, none of the 120 legs displayed new-onset sen-
sory deficits suggestive of iatrogenic SPN injury.
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Table 1. Characteristics and Measurements of the Cadaveric Legs.

Specimen 1 2 3 4 5 6 7 8 9

Patient A A B B C C D D E
Age at death, y 85 85 92 92 83 83 92 92 70
Gender Male Male Male Male Male Male Female Female Female
Weight, kg 61 61 81 81 83 83 44 44 81
Length, m 1.77 1.77 1.78 1.78 1.78 1.78 1.59 1.59 1.66
Leg Right Left Right Left Right Left Right Left Right
Distance from fibular  

head to the lateral malleolus, 
mm

380 385 355 350 370 370 350 360 350

Distance from fibular head to 
the skin incision, mm

180 182 168 165 175 175 165 170 165

Length of cleaved  
fascia, mm

175 235 212 215 220 195 195 206 220

Length of cleaved fascia/length 
of fibular head to the lateral 
malleolus, %

46 61 60 61 59 53 56 57 63

Fasciotomy complete No Yes Yes Yes Yes Yes Yes Yes Yes
Distance from fibular head to 

cleaved fascia, mm
110 65 25 45 48 55 48 45 55

Distance from lateral 
malleolus to cleaved fascia, 
mm

125 82 115 100 88 120 105 115 60

Course SPNa 1 1 3 2 1 1 2 1 1
Distance from compartmental 

exit SPN to lateral malleolus, 
mm

100 115 160 100 90 105 160 150 107

Macroscopic injury SPN No No No No No No No No No
Distance from the most distal 

point cleaved fascia to SPN, 
mm

Subfascial 11 0 22 Subfascial Subfascial 9 16 18

Distance from cleaved fascia 
20 mm proximal (from most 
distal) to SPN, mm

Subfascial 13 0 Subfascial Subfascial Subfascial 7 10 18

Distance from cleaved fascia 
40 mm proximal (from most 
distal) to SPN, mm

Subfascial 13 0 Subfascial Subfascial Subfascial 5 7 17

Distance from cleaved fascia 
60 mm proximal (from most 
distal) to SPN, mm

Subfascial Subfascial Subfascial Subfascial Subfascial Subfascial Subfascial Subfascial Subfascial

Abbreviation: SPN, superficial peroneal nerve.
aCourse superficial peroneal nerve: 1, does not branch  and leaves lateral compartment through crural fascia, continues laterally in distal direction while 
subcutaneous; 2, branches once in lateral compartment, 1 branch remains in the lateral compartment, the subcutaneous branch continues laterally after 
piercing the crural fascia; 3, one SPN branch is intracompartmental, its subcutaneous branch continues in the anterior direction.

Discussion

The aim of the current study was to assess the risk of iat-
rogenic SPN injury during a modified semiblind fasciot-
omy of the anterior compartment of the leg. We did not 
find macroscopic damage of the SPN in any of the 9 
cadaveric legs, although a branch of the SPN was poten-
tially at risk in 1 specimen as it crossed the operative field. 
Furthermore, signs of iatrogenic SPN injury were not 
identified in a prospective cohort of 64 patients who had 

undergone a fasciotomy of the anterior compartment in 
120 legs. Therefore, this modified semiblind technique 
carried a low risk of SPN injury during a fasciotomy of the 
anterior compartment.

Due to its location, the SPN is at risk during a fasci-
otomy of the anterior compartment. Its course and ana-
tomical variations were previously studied in cadavers.1,2 
The SPN consistently originates in the proximal lateral 
compartment of the leg as a branch of the common pero-
neal nerve.1 Toward the ankle joint its course is highly 
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Figure 3. Superficial peroneal nerve (SPN) after skin removal following an anterior compartment fasciotomy in a cadaver leg. (A) 
The distance between the opened fascia (left-hand forceps) and the SPN (right-hand forceps) was measured. (B) The SPN branched 
in the lateral compartment in specimen 3. One branch continued in the lateral compartment (*), while the other exited the lateral 
compartment and crossed the released crural fascia in a ventral plane (#). Although at risk, this branch was not damaged.

Table 2. Patients With Sensory Deficits After Surgery, Either Self-Reported or Diagnosed During Outpatient Visit.

ID Source Findings

62 Patient questionnaire Reported newly acquired continuous sensory deficits after surgery
 Outpatient clinic, preoperative Tingling and reduced sensibility in dorsal side foot during palpation of 

anterior compartment
 Procedure Left tibialis anterior fasciotomy
 Outpatient clinic, postoperative Unchanged tingling and reduced sensibility
 Additional examinations Electromyography: reduced conductivity SPN
 Conclusion Peroneal entrapment syndrome, successfully treated with surgical release
203 Patient questionnaire Reported newly acquired continuous sensory deficits after surgery
 Outpatient clinic, preoperative No sensory deficits
 Procedure Bilateral tibialis anterior fasciotomy
 Outpatient clinic, postoperative Reduced sensibility in strip (9 × 4 cm) of proximal left lower leg, normal 

sensibility distal portion
 Additional examinations None
 Conclusion Injury to proximal side branch of the sural nerve
266 Patient questionnaire Reported no newly acquired continuous sensory deficits after surgery
 Outpatient clinic, preoperative Tingling in lateral left lower leg and toes
 Procedure Bilateral anterior + deep flexor fasciotomy
 Outpatient clinic, postoperative Unchanged tingling in lateral left lower leg and toes
 Additional examinations Intracompartmental pressure measurement: elevated pressure in lateral 

compartment
 Conclusion Sensory deficits due to CECS of the lateral compartment
268 Patient questionnaire Reported newly acquired continuous sensory deficits after surgery
 Outpatient clinic, preoperative Reduced sensibility in sole and lateral side right foot
 Procedure Right tibialis anterior + deep flexor fasciotomy
 Outpatient clinic, postoperative Unchanged reduced sensibility in sole and lateral side right foot
 Additional examinations None
 Conclusion Preexisting sensory deficits not suspect for operative SPN injury
422 Patient questionnaire Reported newly acquired continuous sensory deficits after surgery
 Outpatient clinic, preoperative No sensory deficits
 Procedure Bilateral anterior + deep flexor fasciotomy
 Outpatient clinic, postoperative Reduced sensibility in medial distal right lower leg
 Additional examinations None
 Conclusion Injury of the saphenous nerve

Abbreviations: CECS, chronic exertional compartment syndrome; SPN, superficial peroneal nerve.
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variable and the nerve may be at risk if it approaches the 
operative field. In our current small series, the SPN was 
located safely posterolateral to the released fascia in 8/9 
legs. In 1, however, an SPN side branch crossed the 
released fascia in a ventral plane. Although this branch 
was not damaged, an SPN is clearly at risk in patients 
with this SPN variant during a fasciotomy of the anterior 
compartment.

Several operative techniques have been advocated for 
treating ant-CECS. Approaches vary in terms of inva-
siveness, efficacy, and risk of complications, including 
SPN injury. A completely open technique offers direct 
visual contact, but at the expense of a rather large skin 
incision.19 Invasiveness can be reduced by using 2 or 3 
smaller incisions7,26 or by using a fasciotome through a 
single 2-cm skin incision.9 SPN injury has been reported 
after both open and semiblind techniques.4,8,10,31,34 More 
recently, the use of endoscopic assistance to enhance vis-
ibility without increasing incisional length has been 
reported.16 Early reports of endoscope-assisted fascioto-
mies suggest that the risk of SPN injury is reduced com-
pared with a conventional semiblind technique.14,15 
However, clinical results were not superior to those of 
non–endoscopic-assisted techniques, and endoscope-
assisted fasciotomies are likely to be more expensive and 
time-consuming.16,17,30,36 Therefore, it is still question-
able whether the increased visibility outweighs the 
disadvantages.

In the present cadaver and human study, the SPN was 
not injured during a fasciotomy of the anterior compart-
ment. These optimal results may be explained in several 
ways. First, the proposed point of introduction of the fas-
ciotome was safe. The 2-cm skin incision, located 2-3 cm 
lateral to the tibial crest and exactly halfway between the 
fibular head and lateral malleolus, offered optimal visi-
bility of the area where the SPN was most likely to sur-
face through the crural fascia.2 Moreover, by using this 
location, the fasciotomy toward the ankle joint was exe-
cuted under direct visual contact, preventing injury to an 
SPN variant that crosses the operative area. Second, this 
location allowed for a safe and reliable release of much 
larger proximal portions of the crural fascia. The 
FascioMax system likely separated the fascia from its 
overlying subcutaneous tissue and may thus have mini-
mized the risk of nerve injury during the fasciotomy 
toward the knee when direct visual contact was lacking. 
However, it may have not been possible to avoid injury 
of all small, clinically less relevant proximal sensory 
branches, as illustrated by one patient (ID 203, Table 2).

The current study has limitations. The cadaver study 
entailed a limited number of specimens and alternative 
anatomical SPN variants are likely to exist. However, we 
feel confident that the proposed technique minimized the 
risk of SPN injury during a fasciotomy of the anterior 

compartment, as was illustrated by the absence of SPN 
injuries. Also, the clinical study entailed a limited number 
(64 patients, 120 legs) of selected cases. However, we 
believe that the volume of this case series was sufficient for 
the current goal, which was to evaluate the number of SPN 
injuries after a fasciotomy of the anterior compartment. 
The presented modified approach will be compared with a 
standard-of-care operative treatment in a currently ongoing 
randomized controlled trial. The strengths of the study 
were the use of both anatomical and clinical data. Moreover, 
by using data from outpatient clinic visits and patient-
reported outcomes, the risk of missed SPN injuries was 
minimized.

Conclusion

The present study demonstrated that the proposed modified 
semiblind fasciotomy for the treatment of ant-CECS was 
not associated with iatrogenic SPN injury. This method 
appears to be a simple and safe alternative for open or endo-
scope-assisted techniques.
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