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Intra-abdominal HTN and Abdominal Compartment Syndrome — Revised 5/10/2011

Indicators:

- Use of massive transfusion protocol

- Severe SIRS/Sepsis or Shock requiring >4L crystalloid

- Large ventral hernia repair including closure of open abdomen

- Damage control laparotomy/Open abdomen

- Intractable intracranial HTN (ICP>20 despite medical management)

Patient meets indication for Intra-
abdominal pressure (IAP) monitoring
via bladder pressure (Supine position,

25cc saline bladder infusion)
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CONSIDER: CONSIDER: ¢t
‘ ‘ - Consider reverse trendelenberg position - Optimize fluid mangement
i i - Optimize fluid mangement - Optimize abdominal perfusion pressure
- Optimize abdominal perfusion pressure - Beware CVP/PAWP falsely elevated
New Insult or - Beware CVP/PAWP falsely elevated - Obtain volumetric DATA
indications to IAP Q4-6 hrs - Obtain volumetric DATA - Deeper sedation
measure X 24hours - Optimize alveolar recruitment - Paralysis
abdominal ~ (PEEP>IAP) - Paracentesis _
Continue Q 1-2 hours per day - Decompress Gl tract with:
pressure - prokinetics (Reglan, EES)
- enemas
<12 mmHg - NGT or colon/rectal tube
- Colonoscopy
- Diuresis/dialysis/ultrafiltration
Continue Q1-2 hour measuring
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dysfunction

v

Consider Early Surgical
Decompression or
Removal of Open
Abdomen Dressing
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