- Severe SIRS or sepsis

- Shock/hypotension

- Moderate to severe pancreatitis
- Large retroperitoneal bleed

- Large ascites

- Large ventral hernia repair
- Ruptured AAA repair
- Mesenteric ischemia

Indicators:

- Damage control laparotomy/Open abdomen
- Intra-operative fluid balance >5L

- >5L crystalloid or > 4 units pRBC in 8 hours
- >10 units pRBC in 24 hours

- Severe CHI (GCS < 8 with ICP in place)
- Intracranial hypertension (ICP > 20 mm Hg)
- Prone position

- Greater than 20% Total body surface area burn

Patient meets indication for Intra-
abdominal pressure (IAP) monitoring

v

via bladder pressure

(initiated by physcian)

Perform Q1-2 hours x 24 hours

<12 mmHg
New Insult or
indications to IAP Q4-6 hrs
measure X 24hours
abdominal
pressure i
<12 mmHg
D/C
REFERENCES:

v

12-15 mmHg

CONSIDER:

- Optimize fluid mangement

- Optimize abdominal perfusion pressure

- Beware CVP/PAWP falsely elevated

- Obtain volumetric DATA

-Optimize alveolar recruitment
(PEEP>1AP)

Continue Q 1-2 hours per day

Malbrain et al. Intensive Care Med (2006) 32:1722-1732.

Cheatham et al. Intensive Care Med (2007) 33:951-962.

Ivatury et al. Abdominal Compartment Syndrome textbook. 2006

CONSIDER: €

v

16-20 mmHg

- Optimize fluid mangement
- Optimize abdominal perfusion pressure
- Beware CVP/PAWP falsely elevated
- Obtain volumetric DATA
- Deeper sedation
- Paralysis
- Paracentesis
- Decompress Gl tract with:
- prokinetics (Reglan, EES)
- enemas
- NGT or colon/rectal tube
- Colonoscopy
- Diuresis/dialysis/ultrafiltration
Continue Q1-2 hour measuring

v

Consider Early Surgical

Decompression or
Removal of Open
Abdomen Dressing

Vanderbilt University Medical Center, Department of Surgery, Division of Trauma and Surgical Critical Care. April 2008

B >20 mm Hg
3 with evidence of
organ
dysfunction



