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Fig. 1 Operative findings. A 5-mm perforation was
identified in the sigmoid colon. A massive outflow
of enteral contents occurred through the
perforation. The small intestine was noted to be
acutely inflamed, but was neither perforated nor

edematous.

Fig. 2 Postoperative course of PAP and IBP.
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Fig. 3 Intraoperative findings showed marked seg-
mental edema of the small intestine and necrosis of
the ileum (circle). Necrotic parts corresponded to
flexures of the ileum.

Fig. 4 Macroscopic findings of the ileum. About
150 cm of ileum was resected. Segmental necrosis
was seen in the circled areas and degree of necro-
sis was severe in the contralateral part of the asso-
ciated mesenterium.
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Fig. 5 Conventional vacuum pack closure. A : Sig-
moid colostomy. B : Ileostomy. C : Suction tube. D :

Operative wound. Details are shown in Figure 7.
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Fig. 7 A : Surgical film covering the entire system. B : Double-lumen irriga-
tion tube above gauze (side a). The wound is easily irrigated by the tube.
C : Gauze with film on inner aspect (side b) covering wound. D : Paste pre-

venting air leakage.
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Abdominal Compartment Syndrome with Intestinal Necrosis, caused by Perforation of
Diverticulosis of the Sigmoid Colon

Hideki Aragane, Satoshi Inada, Hitoshi Yasui,
Keitaro Kan and Masahiro Shimizu
Department of Surgery, Aiseikai Yamashina Hospital

A 63-year-old woman diagnosed with sigmoid diverticulum perforation, underwent intraabdominal irrigation
and sigmoid colostomy. Despite septic shock intraoperatively, no increase in intraabdominal pressure was ap-
parent at closure of the abdominal wall. After large-volume fluid therapy and continuous hemodiafiltration,
elevated peak airway pressure was recognized and intrabladder pressure measured at 30mmHg on postop-
erative day 5. Abdominal compartment syndrome was diagnosed, necessitating emergency surgery. Segmen-
tal necrosis was seen at flexures of the ileum, so the ileum was transected 150cm orally and the ascending co-
lon was transected in half. Both stumps were used to form ileostomy and colostomy. The abdominal wall was
opened and conventional vacuum packs applied. On POD 5 after reoperation, intestinal edema decreased to-
gether with intraabdominal pressure. Following resuturing of the abdominal wall, her general condition
gradually improved and she was discharged 15 months later. Bowel necrosis following abdominal compart-
ment syndrome is lethal, and elevated intraabdominal pressure must be detected as early as possible. We
found monitoring of peak airway pressure under respirator control to be useful in detecting this condition
early.
Key words : abdominal compartment syndrome, peak airway pressure, intestinal necrosis
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