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Fig. 1 Clinical course of the presented case, upper shows 5-day-courese before and after the
2nd, 3rd, and 4th operation, and lower shows detail before and after cardiac arrest and the
3rd operation (decompression laparotomy) ;BP:blood pressure, IUP;intra-urinary-bladder-
pressure, DOA ; dopamine, NAD ; noradrenaline.
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Fig. 2 Procedure of temporary closure for open abdomen: plastic bag for IVH with multiple
slits, samp tube wrapped in gauze, surgical drape, and gauze wrapping Penrose drain for
the site of gastric rupture connected with gauze wrapping the central open abdominal
wound under surgical drape in order to aspirate discharge from Penrose drain by samp
tube.

aspiration sump tube :urglualdrapa
with multiple pores gauze and the | gauze on the drain
on the median open wound for gastric rupture
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Fig. 3 Pathophysiology of the abdominal compart-
ment syndrome (ACS).
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Fig. 4 Schema of the sealed continuous high pres-
sure aspiration.
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Fig. 5 Schema of the 3 or 4 phases of damage con-
trol (EMS* :Emergency medical service, OR:Oper-
ating room, ED : Emergency department).
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A Case with Abdominal Compartment Syndrome Saved by Damage Control
after the Operation for Severe Peritonitis due to Traumatic Gastric Rupture

Yoshihiro Moriwaki, Hitoshi Inari, Takayuki Kosuge and Mitsugi Sugiyama
Critical Care and Emergency Center, Yokohama City University Medical Center

A 24-year-old man with severe peritonitis due to traumatic splenic and gastric rupture was saved by emer-
gency decompression laparotomy after refractory shock, abdominal compartment syndrome (ACS), cardiac
arrest, and disruption of the suture line for gastric rupture by cardipulmonary resuscitation. Because resuture
or resection and synchronous reconstruction was thought to be difficult, we conducted peritoneal lavage,
drainage, and temporary abdominal closure with sealed continuous high-pressure aspiration based on damage
control (DC). After correcting metabolic dysfunction in the ICU, we conducted permanent abdominal closure
by planned reoperation on postoperative day 3. We should consider ACS in patients with severe peritonitis
with shock as a lethal factor and should pay attention to intra urinary-bladder pressure, respiratory and circu-
latory condition, and urination. Only rapid decompression laparotomy based on damage control can save these
patients. Although DC is abnormal strategy following insufficient surgical management only preparing for
correction of metabolic crisis in ICU, it is necessary and useful and we should be prepared to implement this
strategy under all emergency conditions.
Key words : abdominal compartment syndrome, damage control, temporaly abdominal closure
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