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RESUMO
Benevides ML, Nochi Jr RJ — Rabdomidlise por Sindrome Compar-
timental Glutea apds Cirurgia Bariatrica. Relato de Caso.

JUSTIFICATIVA E OBJETIVOS: A cirurgia bariétrica tornou-se
rotineira e muitas complicacées tém sido relatadas. O objetivo
deste relato foi apresentar um caso de sindrome compartimental
glutea que evoluiu para insuficiéncia renal aguda apds cirurgia
bariatrica e discutir aspectos do diagndstico e condutas profildtica
e terapéutica.

RELATO DO CASO: Paciente do sexo masculino, 42 anos, bran-
co, indice de massa corporal (IMC) 43, estado fisico ASA Il, sub-
metido a cirurgia baridtrica tipo duodenal switch, sob anestesia
geral associada a anestesia peridural. O procedimento transcor-
reu sem intercorréncias. O tempo anestésico-cirdrgico foi de 3 horas
e 30 minutos. No primeiro dia do pds-operatdrio o paciente apresen-
tou dor na regido lombossacral e nas ndadegas, além de parestesia
nos membros inferiores na distribuicdo do nervo isquidtico. Duran-
te 0 exame, as nddegas apresentavam discreta palidez, tensas,
edemaciadas, dolorosas a palpacao e a movimentagao. Foi diag-
nosticada sindrome compartimental glutea que evoluiu com rab-
domidlise e insuficiéncia renal aguda. Houve recuperagao da fungédo
renal e nenhuma seqliela motora ou sensitiva foi detectada.

CONCLUSOES: Os pacientes obesos mdrbidos submetidos & ci-
rurgia baridtrica podem apresentar sindrome compartimental
glutea. Quando nao diagnosticada e tratada precocemente, podem
evoluir com rabdomidlise e insuficiéncia renal aguda que represen-
tam grave ameaga a vida.
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SUMMARY
Benevides ML, Nochi Jr. RJ — Rhabdomyolysis Secondary to Gluteal
Compartment Syndrome after Bariatric Surgery. Case Report.

BACKGROUND AND OBJECTIVES: Bariatric surgery has become
a common procedure and several complications have been re-
ported. The objective of this report is to present a case of gluteal
compartment syndrome that evolved to acute renal failure after
bariatric surgery and to discuss the diagnosis, and the prophylactic
and therapeutic measures.

CASE REPORT: A 42 years old male patient, white, with a body
mass index (BMI) of 43, physical status ASA Il, who underwent ba-
riatric surgery of the duodenal switch type, under general anesthesia
associated with epidural anesthesia. There were no complications
during the procedure. The anesthetic-surgical procedure lasted 3
hours and 30 minutes. On postoperative day one the patient deve-
loped lumbosacral and gluteal pain, besides paresthesia in the
lower limbs in the distribution of the sciatic nerve. On physical exam,
the buttocks were slightly pale, tight, swollen, and painful to pal-
pation and to movement. A diagnosis of gluteal compartment
syndrome was made; it evolved to rhabdomyolysis and acute renal
failure. The renal function improved and the patient did not present
any motor or sensitive deficits.

CONCLUSIONS: Patients with morbid obesity undergoing bariatric
surgery may present gluteal compartment syndrome as a compli-
cation. When it is not diagnosed and treated promptly, it may evolve
to rhabdomyolysis and acute renal failure, which represents a
serious life-threatening situation.

Key Words: COMPLICATIONS: gluteal compartimental syndrome,
rabdomiolisis, renal insufficiency; DISEASES, Morbidity obesity,
SURGERY, Bariatric.

INTRODUCAO

Asindrome compartimental glitea classicamente ocor-
re no espag¢o anatomicamente confinado por estruturas
nao-distensiveis. O compartimento gluteo contém os mus-
culos gluteo maximo, médio e minimo circundados pela
fascia lata, posteriormente, e pelo tensor da fascia lata, an-
teriormente. A lesédo inicial consiste em prolongada com-
pressado direta da musculatura, podendo conduzir a edema,
aumento da pressao intracompartimental, isquemia, gli-
colise anaerdbia, produgdo de lactato e ions H*, liberagao de
mediadores da inflamacéo, liberacdo de radicais livres,
necrose muscular, hipovolemia devido a grande sequles-
tragéo liquida, liberagdo de mioglobina, formagédo de &acido
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urico, elevagao da creatinofosfoquinase (CPK), mioglo-
bindria e insuficiéncia renal aguda'2.

O objetivo deste relato foi apresentar um caso de sindrome
compartimental glutea que evoluiu para insuficiéncia renal
aguda apos cirurgia bariatrica e discutir aspectos do diag-
néstico e condutas profilatica e terapéutica.

RELATO DO CASO

Paciente do sexo masculino, 42 anos, branco, indice de
massa corporal (IMC) 43, portador de hipertensao arterial
sistémica em uso regular de maleato de enalapril (10 mg.d-
"), foi submetido a cirurgia bariatrica tipo duodenal switch®
sob anestesia geral associada a anestesia peridural lom-
bar com pungéo em L,-L,, sem colocagéo de cateter. O pro-
cedimento anestésico-cirurgico durou 3 horas e 30 minutos,
sem intercorréncias. O paciente foi hidratado com 3.500 mL
de solucdo de Ringer com lactato e apresentou durante esse
periodo diurese de 450 mL de coloragdo amarelo-clara.
Apds 15 minutos do término da cirurgia o paciente foi
extubado, permaneceu ainda em observagdo por cerca de
20 minutos na sala de cirurgia e entdao foi encaminhado a
unidade de tratamento intensivo (UTI), com indice de Aldrete
modificado de 9 e bloqueio motor grau 1 pela classificacéo
de Bromage. Na UTI recebeu 2.000 mL de solugao glico-
sada a 5% com NaCl a 20% (10 mL) e KCI 19,1% (3 mL) em
cada 500 mL de solugdo. Apresentou diurese de 1.300 mL
e teve alta para enfermaria apds 18 horas. Nesse momen-
to, a gasometria arterial, com cateter nasal de oxigénio (3
L.min""), mostrava pH 7,35, pO, 88,9 mmHg, pCO, 43,9
mmHg, HCO, 23,7 mmol.L", BE - 2, Sa0, 96%. N&o foram
dosadas uréia e creatinina.

No primeiro dia do pds-operatério, o paciente referiu dor
lombossacral, dor intensa nas nadegas e parestesias nos
membros inferiores na distribuicdo do nervo isquiatico. Ao
exame, as nadegas se encontravam com discreta palidez,
tensas, edemaciadas, dolorosas a palpagdo e a movimen-
tagcdo. Os membros inferiores ndo apresentavam déficit mo-
tor e pulsos periféricos presentes e simétricos. Foi tratado
com hidratagdo venosa (média de 2.500 mL.d' nos trés pri-
meiros dias do pds-operatério, com a mesma solugéo gli-
cosada), antiinflamatério nao-hormonal (cetoprofeno 200
mg.d), dipirona e tramadol, mudanca de decubito e com-
pressa fria local, com melhora dos sintomas. Recebeu alta
hospitalar no 4° dia do pds-operatdrio.

Dois dias apo6s a alta, foi reconduzido a UTI apresentando
mal-estar, astenia, nduseas, vomitos, oliguria, acidose me-
tabdlica, hipercalemia, niveis de uréia e creatinina elevados,
atingindo, estes ultimos, os valores maximos de 352 mg%
e 16,6 mg%, respectivamente. No terceiro dia de re-
internacdo foram feitas tomografias computadorizadas de
térax e de abdémen. Elas evidenciaram atelectasia na base
do pulméo esquerdo e hipocontrastagdo com retardo de eli-
minagao por ambos os rins. A ultra-sonografia com Doppler
nos membros inferiores, em duas ocasidoes, se mostrou
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normal. A CPK atingiu 11.980 U/L (valor de referéncia até 190
U/L) nesse dia. A urina estava escura e o exame revelou pre-
senca de mioglobina. No quarto dia de reinternagéo a CPK
reduziu para 6.607 U/L. Em nenhum momento foi submeti-
do a dialise. Doses profilaticas de heparina de baixo peso
molecular foram mantidas durante toda internagdo. No sé-
timo dia apresentou hemorragia digestiva. A endoscopia
mostrou Ulcera de sangramento recente no corpo do esto-
mago na drea de anastomose, que necessitou de hemo-
transfusdo. Houve recuperacdo da funcdo renal e nenhuma
sequela motora ou sensitiva foi detectada. Permaneceu na
UTI por cinco dias e recebeu alta hospitalar no 21¢ dia.

DISCUSSAO

A sindrome compartimental glutea tem sido descrita em pa-
cientes inconscientes como resultado do abuso de élcool e
drogas ilicitas®*, ap6s trauma®, cirurgia de quadril, joelho e
tornozelo, apdés analgesia pos-operatoria, via cateter peri-
dural, com presencga de bloqueio motor intenso®® e em cirur-
gias uroldgicas®®, a maioria relacionada com a permanéncia
em um Unico decubito por longos periodos, associados,
muitas vezes, a obesidade. Mais recentemente, casos de
rabdomidlise tém sido relatados em pacientes obesos mor-
bidos submetidos a cirurgia bariatrica'®-'2.

Esse paciente manifestou sinais e sintomas tipicos da sin-
drome compartimental glutea, que surgiu no primeiro dia de
pos-operatério, sendo, entretanto, pouco valorizados. Preo-
cupou-se, em um primeiro momento, afastar possiveis com-
plicagdes relacionadas com o bloqueio peridural. Como
houve melhora dos sinais e sintomas com medidas conser-
vadoras, optou-se por alta hospitalar no quarto dia de pdés-ope-
ratério. Havendo reinternagao 48 horas apds alta hospitalar
com insuficiéncia renal ja instalada.

A prolongada compressdo da musculatura levou ao aumen-
to do volume e da pressao intracompartimental, a qual po-
deria ser monitorizada e servir para diagnostico e orientagdo
do tratamento. Recomenda-se fasciotomia quando a pres-
séo intracompartimental excede a 50 mmHg, ou se valores
entre 30 e 50 mmHg ndo mostrarem tendéncia a diminuir
apos um periodo maximo de seis horas®. Segundo alguns
investigadores, devido ao alto risco de infec¢do, a fasciotomia
deve ser reservada aos casos em que ocorra concomitante
piora da fungé@o neurovascular dos membros acometidos™.
A fasciotomia, desse modo, visaria a impedir mais isquemia
e rabdomidlise, diminuindo a lesdo nos rins. Nesse caso,
ndo foram realizadas nem medidas da press&o intracom-
partimental, nem fasciotomia.

A mioglobinuria somente sera detectada se mioglobina sé-
rica ultrapassar valores de 1,5 mg.dL" 2. A mioglobina uri-
naria provoca uma tipica coloragdo marrom-avermelhada
(como vinho-do-porto)2. O teste urinario com tiras de ortotu-
luidina n&o é especifico, pois ndo permite a distincdo entre
hemoglobinudria e mioglobinudria, nem é sensivel, sendo po-
sitivo em somente 50% dos casos'.
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A elevacéo da concentragao sérica de CPK é suficiente para
o diagnéstico de rabdomidlise, sendo necessario um aumen-
to pelo menos superior a cinco vezes o valor normal®'°. Sua
concentracdo maxima € atingida nas primeiras 24 horas em
70% dos casos'. O valor de mioglobina sérica superior a 30
ug.mL" confirma igualmente a existéncia de rabdomidlise.
A lesédo renal na presenca de rabdomiodlise é observada em
até 50% dos casos'®, diferentes mecanismos sao implica-
dos, como hipovolemia, obstrucao intratubular por precipi-
tados de mioglobina e de acido Uurico, toxicidade direta da
mioglobina e isquemia renal secundaria a liberagdo de
substancias vasoconstritoras liberadas pela lesdo muscu-
lar, producéo de radicais livres, pela hipovolemia e pela
acidose metabdlica'?15.

A coagulacao vascular disseminada pode complicar a rab-
domidlise, como resultado da ativagdo da cascata de coa-
gulagao por componentes liberados pela lesdo muscular?.
A principal meta terapéutica é prevenir os fatores que cau-
sam insuficiéncia renal, isto é, deplegcao de volume, obstru-
¢ao tubular, aciduria e liberagdo de radicais livres.

Infusé@o precoce e vigorosa de liquido é preconizada com di-
ferentes tipos de solugdes, ou seja, solugao fisioldgica a
0,45% e a 0,9%, solucéo glicosada a 5%, onde 50 a 100
mmol.L" de bicarbonato de sédio é adicionado. Essa com-
binacéo pode ser completada com manitol, variando de 1,5
a 10 g.h" 21213, Contudo, alguns autores questionam o real
papel da alcalinizagdo da urina e o uso do manitol'®'® Dez
ou mais litros de volume podem ser infundidos e recomen-
da-se manter diurese maior que 200 mL.h" 16,

O alopurinol pode ser util porque reduz a produgao de &aci-
do urico (liberagao das purinas pela lise celular) e age
como free radical scanveger'.

O comprometimento do nervo isquiatico e da prépria mus-
culatura pode produzir sequelas duradouras ou permanen-
tes, como dor”®, parestesia®’, queda do pé, desconforto para
sentar*®’” e sindrome dolorosa regional complexa envolven-
do o membro inferior.

Nesse caso, a fungéo renal normalizou-se sem didlise, ndo ha-
vendo sequiela neuroldgica apés 12 meses de seguimento.
Por ser uma grave complicacdo é importante identificar fatores
de risco inerentes, como obesidade, diabete melito, hiperten-
séo arterial, uso de agente hipolipidémico, tempo cirdrgico
prolongado'®'2, analgesia peridural pds-operatéria com blo-
gueio motor® e manter forte suspeita naqueles pacientes que
se queixam de dor lombossacral nas nadegas, no quadril,
com ou sem edema e empastamento. Vale lembrar que no
paciente obeso modrbido €, muitas vezes, dificil o diagndsti-
co da sindrome compartimental com base em sintomas e
sinais clinicos'. A rabdomidlise de origem lombar pode ain-
da estar associada a de origem na musculatura glutea'®.

O uso de colchbées macios, coxins nas nadegas, manuten-
¢ao do equilibrio hemodindmico no perioperatodrio, limitagao
do tempo cirurgico, aliado a mudanca de decubito frequente
no pds-operatério a cada duas horas, sdao medidas profi-
laticas que devem ser instituidas de rotina'®2,
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Apods esse caso, passou-se a utilizar colchao tipo “caixa de
ovo”, com densidade 30 em todos pacientes submetidos a
cirurgia bariatrica.

Nos pacientes muito obesos, Bastanjian e col." preconiza-
ram afericdo dos niveis de CPK rotineiramente, comegando
no periodo pds-operatdrio imediato e diariamente, até que
os valores mostrassem clara tendéncia a normalidade. Se
a CPK ultrapassasse 5.000 Ul.L" seriam instituidas hidra-
tacao agressiva, administracdo de bicarbonato e de manitol
como medidas profilaticas.

Rhabdomyolysis Secondary to Gluteal
Compartment Syndrome after Bariatric
Surgery. Case Report

Marcio Luiz Benevides, TSA, M.D.; Rubens Jardin Nochi
Junior, M.D.

INTRODUCTION

The gluteal compartment syndrome classically occurs in a
space anatomically confined by non-distensible structures.
The gluteal compartment encloses the muscles gluteus ma-
ximus, medius and minimus surrounded by the fascia lata,
posteriorly, and by the tensor fascia lata, anteriorly. The initial
lesion is the prolonged direct compression of the muscles,
which may lead to edema, increased pressure in the compart-
ment, ischemia, anaerobic glycolysis, production of lactate and
H* ions, release of inflammatory mediators, release of free ra-
dicals, muscle necrosis, hypovolemia due to the sequestration
of large amounts of fluid, release of myoglobin, production
of uric acid, increased levels of creatinophosphokinase
(CPK), myoglobinuria, and acute renal failure'2.

The objective of this report is to present a case of gluteal
compartment syndrome that evolved to acute renal failure
after bariatric surgery and to discuss the diagnosis, and the
prophylactic and therapeutic measures.

CASE REPORT

A 42 years old male patient, white, with a body mass index
(BMI) of 43, with hypertension treated with enalapril maleate
(10 mg.d"), was submitted to bariatric surgery of the
duodenal switch type® under general anesthesia associated
with lumbar epidural anesthesia at the L,-L, level without a
catheter. The anesthetic-surgical procedure lasted 3 hours
and 30 minutes, without any complications. The patient re-
ceived 3,500 mL of Ringer’s lactate and presented a urine
output of 450 mL, which was light yellow. Fifteen minutes
after the surgery the patient was extubated, remaining in
observation in the operating room for another 20 minutes.
Afterwards he was removed to the intensive care unit (ICU)
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with a modified Aldrete score 9 and motor blockade 1 by the
Bromage scale. In the ICU he received 2,000 mL of glucose
5% in water, with 20% NaCl (10 mL) and 19.1% KCI (3 mL)
in each 500 mL of the solution. His urine output was 1,300
mL. He was discharge to the regular ward after 18 hours. At
that moment, arterial blood gases with O, per nasal canula
(3 L.min") showed pH 7.35, pO, 88.9 mmHg, pCO, 43.9
mmHg, HCO, 23.7 mmol.L", BE -2, SaO, 96%. BUN and
creatinine were not measured. On the 1% postoperative day
the patient complained of lumbosacral pain, severe pain in the
buttocks, and paresthesia in the lower limbs in the distri-
bution of the sciatic nerve. On physical exam, the buttocks
were slightly pale, tight, edematous, and painful to palpation
and movement. There was no motor deficit in the lower
limbs, and peripheral pulses were present and symmetric.
The patient was treated with intravenous hydration (an
average of 2,500 mL.d" PO in the first three days with the
same glucose solution), non-steroidal anti-inflammatory
(cetoprophen 200 mg.d'), dipyrone and tramadol, change of
decubitus, and local cold packs, with improvement of the
symptoms. The patient was discharged from the hospital on
the 4%t postoperative day.

Two days after discharge, the patient was admitted to the
ICU with malaise, asthenia, nausea, vomiting, oliguria, meta-
bolic acidosis, hypercalcemia, elevated BUN and creatinine
levels, which were as high as 352 mg% and 26.6 mg%, res-
pectively. On the third hospital day CT scans of the thorax and
abdomen were done. They showed atelectasis in the base of
the left lung and decreased contrast, with reduced elimination
by both kidneys. On two occasions Doppler ultrasound of the
lower limbs were normal. CPK reached 11,980 U/L (refe-
rence level up to 190 U/L) on that day. The urine was dark
and the urianalysis was positive for myoglobin. On the 4"
hospital day the CPK was reduced to 6,607 U/L. The patient did
not undergo dialysis. Prophylactic doses of low weight
heparin were administered during the hospital stay. On the
7™ hospital day the patient presented upper Gl bleeding.
Upper endoscopy showed an ulcer in the body of the sto-
mach, in the area of the anastomosis, that had recently bled,
requiring blood transfusion. The renal function improved and
the patient did not develop any motor or sensitive deficits. The
patient remained in the ICU for five days, being discharged
from the hospital on the 21! day.

DISCUSSION

The gluteal compartment syndrome has been described in
unconscious patients as a result of alcohol abuse and illicit
drug use®, after trauma®, hip, knee and ankle surgeries, after
postoperative analgesia through a epidural catheter with
severe motor blockade®®, and in urologic surgeries®®, the
majority of the cases are caused by remaining in the same
position for a long period of time, frequently associated with
obesity. More recently, cases of rhabdomyolysis have been
reported in patients with morbid obesity that underwent ba-
riatric surgery'%-2,
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Our patient presented signs and symptoms typical of gluteal
compartment syndrome in the first postoperative day; ho-
wever, they were not taken seriously. Initially, possible com-
plications of the epidural blockade were ruled out. Since the
signs and symptoms improved with conservative measures,
the patient was discharged on the 4™ postoperative day. The
patient was admitted again 48 hours after discharge with
acute renal failure.

The prolonged muscular compression caused an increase
in the volume and pressure of the compartment, which could
be monitored and help diagnose and guide the treatment.
Fasciotomy is recommended when the pressure within the
compartment exceeds 50 mmHg or if it remains between 30
and 50 mmHg and does not show a tendency to decrease
after a period no longer than 6 hours2. According to some in-
vestigators, fasciotomy should be reserved for those cases
with increasingly worse neurovascular function in both limbs
due to the high risk of infection'. The aim of fasciotomy is to
stop the progression of ischemia and rhabdomyolysis, there-
fore decreasing the damage to the kidneys.

Myoglobinuria will only be detected if serum myoglobin is above
1.5 mg.dL"2. Myoglobin gives the urine a typical brownish-red
color (similar to Port wine)2. The urinalysis with a dipstick is
neither specific, since it cannot differentiate hemoglobinuria
from myoglobinuria, nor sensitive, being positive only in 50%
of the cases'.

Elevated serum levels of CPK is enough to diagnose rhabdo-
myolysis, characterized by an increase greater than five times
normal values™'®. Peak concentration is achieved in the first
24 h in 70% of the cases'. A serum myoglobin level greater
than 30 ug.mL" is equally diagnostic of rhabdomyolysis'.
Renal lesion is seen in up to 50% of the cases of rhabdo-
myolysis'®; there are several mechanisms involved, such as
hypovolemia, tubular obstruction by precipitated myoglobin
and uric acid, direct myoglobin toxicity, renal ischemia secon-
dary to the release of vasoconstrictors by the muscular lesion,
production of free radicals, and by metabolic acidosis®*1®.
Rhabdomyolysis can be complicate by disseminated intra-
vascular coagulation resulting from the activation of the coagu-
lation cascade by substances released by the muscular lesion?.
The main treatment goal is to prevent the factors that cause
renal failure, i.e., volume depletion, tubular obstruction, and
release of free radicals.

The early infusion of liberal amounts of fluid is recommended,
using several types of solutions, i.e., sodium - containing fluids
(isotonic, 12), glucose 5% solution, with the addition of 50 to
100 mmol.L" of sodium bicarbonate. Mannitol, at a dose of
1.5 to 10 g.h" 212%8 can be added to that combination. Howe-
ver, some authors question whether alkalization of the urine
and the use of mannitol'>'® have a role in the treatment of this
condition. Ten liters or more of fluid may be infused; urine
output should be greater than 200 mL.h* 16,

Allopurinol may be useful because it reduces the production
of uric acid (release of purines secondary to cellular break-
down) and acts as a free radical scavenger'.
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Damage to the sciatic nerve and the muscles itself may re-
sult in permanent or long lasting deficits, such as pain”®, pa-
resthesia®’, foot drop, discomfort on sitting down*%7, and
complex regional pain syndrome of the lower limb*.

In the case reported here, renal function improved without
dialysis and, after a 12-month follow-up, the patient did not
present neurological deficits.

Since it is a severe complication, it is important to identify
inherent risks, such as obesity, diabetes mellitus, hyperten-
sion, use of medication for hyperlipedemia, prolonged
surgical procedure'®'2, postoperative epidural analgesia with
motor blockade, and to have a strong suspicion on patients
complaining of lumbosacral pain, pain in the buttocks and
hips, with or without edema, and tightness of the region. We
have to keep in mind that the diagnosis of compartment
syndrome based in symptoms and clinical signs is frequently
very difficult in the patient with morbid obesity'. Lumbar
rhabdomyolysis may also be associated with that originated
in the gluteal muscles’®.

The use of soft mattresses, pillows under the buttocks, main-
tenance of the hemodynamic balance in the perioperative
period, limiting the duration of the surgery, and the frequent
change of decubitus, every 2 hours, in the perioperative, are
prophylactic measures that should be routinely done'%2.
After this case, the use of foam mattresses, density 30, be-
came routine in all patients undergoing bariatric surgery.
Bastanjian et al." recommend that CPK levels should be rou-
tinely checked in very obese patients, starting immediately
after the surgical procedure and continued daily until levels
show a clear tendency to be normal. If the CPK goes above
5,000 UL.L", aggressive hydration, administration of sodium
bicarbonate and mannitol should be institute as prophylactic
measures.
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RESUMEN
Benevides ML, Nochi Jr RJ — Rabdomiolisis por Sindrome
Compartimental Gliteo después de Cirugia Bariatrica. Relato de Caso.

JUSTIFICATIVA Y OBJETIVOS: La cirugia baridtrica se convirtio
en rutina y en algo muy complicado para ser relatada. El objetivo de
este relato fue el de presentar un caso de sindrome compartimental
gliutea que evoluciond para la insuficiencia renal aguda después de
la cirugia bariatrica y discutir aspectos del diagndstico y conductas
profildctica y terapéutica.

RELATO DEL CASO: Paciente del sexo masculino, 42 afios,
blanco, indice de masa corporal (IMC) 43, estado fisico ASA I,
sometido a cirugia baridtrica tipo duodenal switch, bajo anestesia
general asociada a la anestesia peridural. El procedimiento se dio
sin incidencias. El tiempo anestésico quirdrgico fue de 3 horas y
30 minutos. El primer dia del postoperatorio el paciente presento
dolor en la region lombosacral y en las nalgas, ademds de pares-
tesia en los miembros inferiores en la distribucion del nervio cidtico.
Durante el examen, las nalgas presentaban una discreta palidez,
tensas, con edemas, dolian cuando eran tocadas y cuando se
movian. Fue diagnosticado el sindrome compartimental gltiteo que
evoluciondé con rabdomiolisis e insuficiencia renal aguda. Hubo una
recuperacion de la funcion renal y ninguna secuela motora o sen-
sitiva se detecto.

CONCLUSIONES: Los pacientes obesos mdrbidos sometidos a la
cirugia baridtrica pueden presentar sindrome compartimental
gluteo. Cuando no se diagnostica y se trata precozmente, puede
evolucionar con rabdomiolisis e insuficiencia renal aguda repre-
sentando una seria amenaza para la vida.
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