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Table 1. Final 2012 Conzsensus Definitionsz of the World Society of the Abdominal

Compartment Syndrome

Mo, | Definition

Ret ained Definitions from the Oricinal 2006 Conzenzus Statements [13]

LAP is the steadw-state prassure concsalad writhin the abdominal cavite

=

The refaerance standard forintermittant TAP measumements is via the bladderwrith a
rmaxirnal instillation voluoms of 25 ml of starile saline.

IAP should be expressad in mmBe and measurad at end-expiration in the complate supins
position aftsr ensurine that abdominal mnscls contractions ars abzant and with the
transducer zarosd at the laveal of the midaxillarelins.

4. LAP is approximately 5-7 mmHe in eritically i1l adults
5. IAH iz dafinsd bw a sustained or repaated pathological slavationin IAP = 12 mmHe
6. ACS is defin=d a5 a sustainsd IAP=20mmHEe {~rith or withoutan APP < 60mmg] that is
associated with nevr organ dvshimetion/'failurs
7 IAH is gradsd as follows:
Cradz 1L IAP 12-15 mmHe
Grade I, TAP 16-20 mmHg
Cradz 100 TAP 21 -2 mmHe
Crade IV, JAP = 25 mmHe
2. Primare TAH or ACS is a condition associated with injurer or dissass in the
sbdominopslvic resion that frequantly requires sarly swreical or intervantional
radiologicsal intervention
o

== com dare LAH or ACS rafars to conditions that do not originats from the asbd ominopalvic
T

Fecurrent IAH or A0S rafars to the .:-:-n::]m-:-n in which ACS radevelops following
pravious swweical or medicsl treatrment of primary or secondare ACS

APP=MAF — IAP

-"ﬁE-'TTDE-rIILLtLDrI.E_JLEEE-PtE-db'l the 2012 Conzenzuz Panel

A polv-compartmeant svndromes is a condition whare tvro of mors anatormical
compartments have slevated compartrentsl pressurses.

Lad

Abdominal complisnce quantifies the sase of abdominal expansion, is determinad b the
zlasticite of the abdominal wrall and diaphrasm . andis expressadas the changs in intra-
sbdominal volums per chanss in intra-abdomins] prassura.

An open abdomen is anvabdomen requining s tamporary abdominal closwrs dus to the
skin and fascis not beingclosad after laparotonrr. The techniqus of tempomrrabdominal

closure should be explicitlvdescoribad

Lh

Lateralization of the abdominsl wall rafers to the phonomenon vwharabe the musculshirs
snd fascia of the abdominal wrall. most well seen by the rectus abd ominn s musclas and
their enveloping fascia, move latersly avray from the midins writh times.




w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 1) Intra-abdominal pressure (IAP) is
the steady-state pressure concealed
within the abdominal cavity.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

e 2) The reference standard for
Intermittent |AP measurements is via
the bladder with a maximal instillation
volume of 25 mL of sterile saline.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 3) IAP should be expressed in mmHg and
measured at end-expiration in the
complete supine position after ensuring
that abdominal muscle contractions are
absent and with the transducer zeroed at
the level of the midaxillary line.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732




w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 4) The IAP is approximately 5-7
mmHg in critically ill adults

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 5) IAH is defined by a sustained or
repeated pathological elevation in
JAP > 12 mmHg

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 6) ACS is defined as a sustained
IAP>20mmHg (with or without an
APP < 60mmHg) that is associated
with new organ dysfunction/failure

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 7) IAH is graded as follows:

Grade |, IAP 12-15 mmHg
Grade Il, IAP 16-20 mmHg
Grade lll, AP 21-25 mmHg
Grade |V, IAP > 25 mmHg

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 8) Primary IAH or ACS is a condition
associated with injury or disease in the
abdominopelvic region that frequently

requires early surgical or interventional
radiological intervention

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732




w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 9) Secondary IAH or ACS refers to
conditions that do not originate from
the abdominopelvic region.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 10) Recurrent IAH or ACS refers to the
condition in which ACS redevelops
following previous surgical or medical
treatment of primary or secondary ACS

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the

Original 2006 Consensus
Statements!

* 11) Abdominal perfusion pressure
(APP) =Mean arterial pressure (MAP)
— |AP

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

e 2) The reference standard for
Intermittent |AP measurements is via
the bladder with a maximal instillation
volume of 25 mL of sterile saline.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732
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w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 12) A poly-compartment syndrome is
a condition where two or more
anatomical compartments have
elevated compartmental pressures.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



WSACS

““““““““““ “ Retained Definitions from the
Original 2006 Consensus
Statements!?

e 13) Abdominal compliance quantifies the ease
of abdominal expansion, is determined by the
elasticity of the abdominal wall and diaphragm,
and is expressed as the change in intra-
abdominal volume per change in intra-
abdominal pressure.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732




w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

* 14) An open abdomen is any abdomen
requiring a temporary abdominal closure due
to the skin and fascia not being closed after
laparotomy. The technique of temporary
abdominal closure should be explicitly
described.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732



w..SA.c.s‘i"?%??im“‘ Retained Definitions from the
Original 2006 Consensus
Statements!

e 15) Lateralization of the abdominal wall
refers to the phenomenon whereby the
musculature and fascia of the abdominal
wall, most well seen by the rectus
abdominus muscles and their enveloping
fascia, move lateraly away from the midine

with time.

IMalbrain ML et al., Results from the International Conference of Experts on Intra-Abdominal hypertension and
Abdominal Compartment Syndrome. I. Definitions , Intensive Care Medicine 2006;32:1722 -1732
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Complexity of an Open abdomen

WSACS

1 — No Fixation

1A: | Clean, no fixation

1B: | Contaminated. no fixation

1C: | Enteric leak, no fixation

2 — Developing Fixation

2A: | Clean, developing fixation

2B: | Contaminated, developing fixation

2C: | Enteric leak, developing fixation

3— Frozen Abdomen

A- | Clean, frozen abdomen

2
3B | Contaminated. frozen abdomen
4

: Established enteroatmospheric fistula

This is an update of the original Bjorck' classification
regarding the importance of an enteroatmospheric or
enterocutaneous fistula in the open abdomen.

1Bjorck M, Bruhin A, Cheatham M, et al. Classification--important step to improve management of patients with an
open abdomen. World J Surg 2009; 33(6):1154-7.
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Final 20012 WEACS Conzenzue Manazeamnent Stateanemnt:

Becommendation:
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Recommendations

Updated consensus definitions and management
statements were then derived using a modified
Delphi method and the Grading of
Recommendations, Assessment, Development,
and Evaluation (GRADE) methodology. Quality of
evidence was graded from high (A) to very low
(D) and management statements from strong
RECOMMENDATIONS (desirable effects clearly
outweigh potential undesirable ones) to weaker
SUGGESTIONS (potential risks and benefits of the
intervention are less clear).




Consensus Management
Statements - Recommendation

* 1) We RECOMMEND measuring intra-
abdominal pressure versus not when any
known risk factor for IAH/ACS is present in
critically ill or injured patients ! (Unchanged
Management Recommendation 1 [GRADE 1C]).

IRisk Factors are presented in the next slide



The
Abdominal
Compartment
Society

WSACS

Risk Factors Continued

Evidence-based Risk Factors:

Abdominal surgery [1-]

Acidemia [4,19.47]

Acute pancreatitis [*]

Age [*]

Gastroparesis/gastric distention/ileus [*]
Hypothemnia [¢]

Increased APACHE-II or SOFA score [ 7]
Increased head of bed angle [5-19]
Intra-abdominal infection/abscess [!!]

Liver dysfunction/cirrhosis with ascites []
Major trauma [*-6,12]

Massive fluid resuscitation or positive fluid balance [2,2.3:3.6,12,13]
Mechanical ventilation [*]

Obesity or increased body mass index [2.48,1,13]
PEEP >10 [!]

Polytransfusion [6]

Prone positioning [14-16]

Sepsis [%11]

Shock or hypotension [4.45,1:]
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Risk Factors

Opinion- or Pathophysiology-based Risk Factors:
Bacteremia

Coagulopathy

Damage control laparotomy

Distended abdomen

Intra-abdominal or retropertoneal tumors
Laparoscopy with excessive inflation pressures
Major burns

Massive incisional hernia repair

Peritoneal dialysis

Peritonitis

Pneumonia

Volvulus

Where APACHE-II indicates Acute Physiologv and Chronic Health Evaluation-II; PEEP. positive end
expiratory pressure; and SOFA, Sequential Organ Failure Assessment.

*References are presented if the presented risk factor is supported at least to some degree by primary
literature. Those unsupported by primary literature are based on clinical judgment and/or
pathophysiological rationale.

TThe patient populations included in these studies included major trauma patients, general intensive care
unit patients, severe acute pancreatitis patients, severe extremity injury patients, and surgical intensive
care unit patients. Moreover, some of these studies addressed only patients that were mechanically
ventilated, whereas others included mixed cohorts of patients with different ventilation statuses.
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References for Risk Factors

3 Reintam Blaser A, Parm P, Kitus R, et 3l. Risk factors for intra-abdominal hypertension in
mechanically ventilated patients. Actg angesthesialogica Saondinavica 2011; 55{5):607-14.

2. Daffino L, Tullc L, Donadic |, etal. intra-abdominal hypertension and acute renal failure in
critically ill patients. Intensive care medicine 2008; 33(4}:707-13.

3. Balogh Z), Martin A, van Wessem KP, et al. Mission to eliminate postinjury abdominal
compartment syndrome. Archives of surgery 2011; 135{8)938-43.

4. Vidal MG, Ruiz Weisser J, Gonzalez F, et al. incidence and clinical effects of intra-abdominal
hypertension in critically ill patients. Critical care medicine 2008; 36(6):1823-31.

5. Ke L, NiHB, Sun JX, et al. Risk factors and cutcome of intra-abdominal hypertension in patients
with severe acute pancreatitis. World journg! of surgery 2012:36(1):171-8.

6. Balogh Z, McKinley BA, HolcombJB, et al. Eoth primary and secondary abdominal compartment
syndrome can be predicted early and are harbingers of muitiple organ failure. ) Troumg 2003;
54:348-861.

[ Malbrain ML, Chiumelic D, Pelosi P, et al. Incidence and prognosis of intraabdominal

hypertension in a mixed population of critically ill patients: 2 multi-center epidemiclogical study.
Crit Care Med 2005;33:315-322.

8. McBeth PB, Zygun DA, Widder 5, etal. Effect of patient pasitioning on intra-abdominal pressure
monitoring. Am J Surg 2007; 193{5):644-7; discussion 647.
3. Cheatham ML, De Waele JJ, De Laet |, et al. The impact of body pasition on intra-abdominal

pressure measurement: a multicenter analysis. Crit Care Med 2009; 37{7):2187-90.

10. YiM, Leng ¥, Bai ¥, et al. The evaluation of the effect of body pasitioning on intra-abdominal
pressure measurement and the effect of intra-abdominal pressure 3t different body positioning
on organ function and prognosis in critically ill patients. Journal of critical care 2012; 27 2):222

el-6.

11. Kim 1B, Prowie J, Baldwin |, et al. Incidence, risk factors and cutcome asscciations of intra-
abdominal hypertension in oitically ill patients. Angesthesia andintensive care 2012; 40(1):79-
8s.

i2. Madigan MC, Kemp CD, Johnson IC et al. Secondary abdominal compartment syndrome after
severe extremity injury: are early, agsressive fluid resusctation strategies to blame? ) Trouma
2008;64{2):280-5.

13. De Keulenaer BL, Regli A, Dabrowski W, et 3l. Does famoral venous pressure measurement
correlate well with intrabladder pressure measurement? A multicenter observational trial.
Intensive care medicine 2011; 37 10):1520-7.

i3, Hering R, Vorwerk R, Wrigze H, et al. Prone positioning, systemic he modynamics, hepatic
indocyanine green kinetis, and gastric intramucasal energy balance in patients with acute lung
injury. Intensive Care Med 2002; 28{1}:53-8.

i5. Kirkpatrick AW, Pelosi P, De Waele J), et 3l. Clinizl review: Intra-abdominal hypertension: does
it influence the physiclogy of prone ventiation? Crit Care 2010; 1448):232.
is. Hering R, Wrigze H, Vorwerk R, et al. The effects of prone positioning on intraabdominal

pressure and crdiovascular and renal function in patients with acute Jung injury. Anesth Anclg
2001;92(5):1226-31.




Consensus Management
Statements - Recommendation

2) We also RECOMMEND that studies of IAH
or ACS adopt the trans-bladder technique as
a standard IAP measurement technique!

(Unchanged Management Recommendation

2; [not GRADED]).

IRisk IAP should be expressed in mmHg and measured at end-expiration in
the complete supine position after ensuring that abdominal muscle
contractions are absent and with the transducer zeroed at the level of the
midaxillary line.




Consensus Management
Statements - Recommendation

e 3) we RECOMMEND use of protocolized
monitoring and management of IAP versus
not (New Management Recommendation 3

[GRADE 1C]).




Consensus Management
Statements - Recommendation

* 4) Efforts and/or protocols should be utilized
to avoid sustained IAH in critically ill patients

GRADE 1C




Consensus Management
Statements - Recommendation

5) We recommend decompressive
laparotomy to decrease IAP in cases of overt
ACS compared to strategies that do not use
decompressive laparotomy in critically ill
adults with ACS [GRADE 1D]




Consensus Management
Statements - Recommendation

6) We recommend that among ICU patients
with open abdominal wounds, conscious
and/or protocolized efforts be made to obtain
an early or at least same hospital stay closure
[GRADE 1D]




Consensus Management
Statements - Recommendation

7) We recommend that among critically
ill/injured patients with open abdominal
wounds, strategies utilizing negative pressure
wound therapy should be used versus not
[GRADE 1C]
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Suggestions

Updated consensus definitions and management
statements were then derived using a modified
Delphi method and the Grading of
Recommendations, Assessment, Development,
and Evaluation (GRADE) methodology. Quality of
evidence was graded from high (A) to very low
(D) and management statements from strong
RECOMMENDATIONS (desirable effects clearly
outweigh potential undesirable ones) to weaker
SUGGESTIONS (potential risks and benefits of the
intervention are less clear).




Consensus Management
Statements - Suggestions

1) We suggest that critically ill or injured
patients receive optimal pain and anxiety
relief [GRADE 2D]




Consensus Management
Statements - Suggestions

e 2) We suggest brief trials of neuromuscular
blockade as temporizing measure in the
treatment of IAH [GRADE 2D]




Consensus Management
Statements - Suggestions

3) We suggest that the potential contribution
of body position to elevated IAP be considered
among patients with, or at risk of, IAH or ACS
[GRADE 2D]




Consensus Management
Statements - Suggestions

 4) We suggest using a protocol to try and
avoid a positive cumulative fluid balance in
the critically ill or injured patient with, or at
risk of, IAH, after the acute resuscitation has
been completed and the inciting issues/source
control have been addressed [GRADE 2C]




Consensus Management
Statements - Suggestions

5) We suggest use of an enhanced ratio of
plasma/packed red blood cells for
resuscitation of massive hemorrhage versus
low or no attention to plasma/packed red
blood cell ratios [GRADE 2D]




Consensus Management
Statements - Suggestions

We suggest use of PCD to remove fluid (in the setting
of obvious intraperitoneal fluid) in those with
IAH/ACS when this is technically possible compared
to doing nothing [GRADE 2C].

We also suggest using PCD to remove fluid (in the
setting of obvious intraperitoneal fluid) in those with
IAH/ACS when this is technically possible compared
to immediate decompressive laparotomy as this may
alleviate the need for decompressive laparotomy
[GRADE 2D]




Consensus Management
Statements - Suggestions

e 7) We suggest that patients undergoing
laparotomy for trauma suffering from
physiologic exhaustion be treated with the
prophylactic use of the open abdomen versus

closure and expectant IAP management
[GRADE 2D]




Consensus Management
Statements - Suggestions

8) We suggest not to routinely utilize the open
abdomen for patients with severe
intraperitoneal contamination undergoing
emergency laparotomy for intra-abdominal

sepsis unless IAH is a specific concern [GRADE
2B]




Consensus Management
Statements - Suggestions

S
C
d

* 9) We suggest that bioprosthetic meshes

hould not be routinely used in the early
osure of the open abdomen compared to

ternative strategies [GRADE 2D]
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No Recommendations

Updated consensus definitions and management
statements were then derived using a modified
Delphi method and the Grading of
Recommendations, Assessment, Development,
and Evaluation (GRADE) methodology. Quality of
evidence was graded from high (A) to very low
(D) and management statements from strong
RECOMMENDATIONS (desirable effects clearly
outweigh potential undesirable ones) to weaker
SUGGESTIONS (potential risks and benefits of the
intervention are less clear).




Consensus Management
Statements

1) We could make no recommendation
regarding use of abdominal perfusion pressure
in the resuscitation/management of the
critically ill/injured




Consensus Management
Statements

2) We could make no recommendation
regarding use of diuretics to mobilize fluids in
hemodynamically stable patients with IAH
after the acute resuscitation has been
completed and the inciting issues/source
control have been addressed




Consensus Management
Statements

 3) We could make no recommendation
regarding the use of renal replacement
therapies to mobilize fluid in
hemodynamically stable patients with IAH
after the acute resuscitation has been
completed and the inciting issues/source
control have been addressed




Consensus Management
Statements

 4) We could make n o recommendation
regarding the administration of albumin
versus not, to mobilize fluid in
hemodynamically stable patients with IAH
after the acute resuscitation has been
completed and the inciting issues/source
control have been addressed




Consensus Management
Statements

* 5) We could make no recommendation
regarding the prophylactic use of the open
abdomen in non-trauma acute care surgery
patients with physiologic exhaustion versus
closing and expectant IAP management




Consensus Management
Statements

6) We could make no recommendation
regarding use of the component separation
technique to facilitate early fascial closure
versus not




INTRA-ABDOMINAL HYPERTENSION (IAH) / ABDOMINAL
COMPARTMENT SYNDROME (ACS) MANAGEMENT ALGORITHM

Intra-Abdominal Hypertension (IAH)

Patient has IAH

d

<
(IAP = 12 mmHg) <

Initiate treatment to reduce IAP
Avoid excessive fluid
resuscitation
Optimize organ perfusion
(GRADE 1C)

z
C

IAP >
20 mmHg
with new organ
failure?

NOP»

Monitor IAP with
serial measurements
at least every 4
hours while patient is
critically ill
(GRADE 1C)

IAP <12 mmHg
consistently?

YES

v

Patient has ACS

YES
A 4

IAH has resolved
Discontinue IAP measurements
and monitor patient for
clinical deterioration

Medical treatment options to reduce IAP
1. Improve abdominal wall compliance
Sedation & analgesia
Neuromuscular blockade
Avoid head of bed > 30 degrees
. Evacuate intra-luminal contents
Nasogastric decompression
Rectal decompression
Gastro-/colo-prokinetic agents
B- Evacuate abdominal fluid collections
Paracentesis
Percutaneous drainage
4. Correct positive fluid balance
Avoid excessive fluid resuscitation
Diuretics
Colloids / hypertonic fluids
Hemodialysis / ultrafiltration
5. Organ Support
Optimize ventilation, alveolar recruitment
Use transmural (tm) airway pressures
Pplat,,, = Pplat - IAP
Consider using volumetric preload indices
If using PAOP/CVP, use transmural pressures
PAOPy, = PAOP - 0.5 * IAP
CVPym = CVP - 0.5 * IAP

N

Abdominal Compartment Syndrome (ACS)

A 4
IDENTIFY AND TREAT
UNDERLYING ETIOLOGY
FOR PATIENT’S ACS

Does
patient have
Primary ACS?,

YES

¥

Perform / revise abdominal
decompression with temporary
abdominal closure as needed to

reduce IAP (GRADE 2D)

Patient has Secondary or
Recurrent ACS

Is IAP
> 25 mmHg with

failure?

NO
\ 4

B

Continue medical treatment options to reduce IAP

(GRADE 1C) |

v

Definitions
IAH - intra-abdominal hypertension
ACS - abdominal compartment syndrome
IAP - intra-abdominal pressure
APP - abdominal perfusion pressure (MAP-IAP)

Primary ACS - A condition associated with injury
or disease in the abdomino-pelvic region that
frequently requires early surgical or
interventional radiological intervention
Secondary ACS - ACS due to conditions that do
not originate from the abdomino-pelvic region
Recurrent ACS - The condition in which ACS
redevelops following previous surgical or
medical treatment of primary or secondary ACS

| Measure IAP at least every 4 hours while patient is critically ill

(GRADE 1C)

v

Perform balanced resuscitation of patient preload, contractility, and
afterload using crystalloid / colloid / vasoactive medications
AVOID EXCESSIVE FLUID RESUSCITATION (GRADE 2D)

Is IAP > 20"
< mmHg with NG
\og\ failuy/

s IAP < 12 mmHg YES

IAH has resolved
o Decrease frequency of IAP

consistently?

= measurements and observe
patient for deterioration




IAH / ACS MEDICAL MANAGEMENT ALGORITHM

The choice (and success) of the medical management strategies listed below is strongly related to both the etiology of
the patient’s IAH / ACS and the patient’s clinical situation. The appropriateness of each intervention should always be
considered prior to implementing these interventions in any individual patient.

The interventions should be applied in a stepwise fashion until the patient’s intra-abdominal pressure (IAP) decreases.
If there is no response to a particular intervention, therapy should be escalated to the next step in the algorithm.

Begin medical management to reduce IAP

Patient has IAP > 12 mmHg
(GRADE 1C)

Measure IAP at least every 4-6 hours or continuously.
Titrate therapy to maintain IAP < 15 mmHg (GRADE 1C)

v

v

h 4

v

v

Evacuate intraluminal
contents

Evacuate intra-
abdominal space
occupying lesions

Improve abdominal
wall compliance

Optimize fluid
adminstration

Optimize systemic /
regional perfusion

Insert nasogastric
and/or rectal tube

Abdominal ultrasound
to identify lesions

Ensure adequate
sedation & analgesia

Avoid excessive fluid
resuscitation

Goal-directed fluid
resuscitation

Discontinue enteral
nutrition

Step 4

-— (GRADE 1D) (GRADE 2C)
(=18
2
w Initiate gastro-/colo- Remove constrictive Aim for zero to
prokinetic agents dressings, abdominal negative fluid balance
(GRADE 2D) eschars by day 3 (GRADE 2C)
Minimi t I Abdominal computed Consider reverse Resuscitate using Hemodynamic
|n|m|tz¢_a‘_en era tomography to Trendelenberg hypertonic fluids, monitoring to guide
o~ nutrition identify lesions position colloids resuscitation
o
K]
w . Percutaneous Fluid removal through
Administer enemas h . L . .
(GRADE 1D) catheter drainage judicious diuresis
(GRADE 2C) once stable
Consider colonoscopic Consider surgical Consider Consider
decompression evacuation of lesions neuromuscular hemodialysis /
o (GRADE 1D) (GRADE 1D) blockade (GRADE 1D) ultrafiltration
(=%
DL
-—
w

If IAP > 25 mmHg and new organ dysfunction / failure is present, patient’s IAH / ACS is refractory to medical management. Strongly
consider surgical abdominal decompression (GRADE 1D).




