The Dang@rous Progression of

Intra-Abdominal Hypertension

Patients undergoing resuscitation, especially in the setting of systemic inflammation, will “leak” intravascular fluid into their tissue. Large amounts of this fluid can accumulate in the abdomen as both free fluid and in-
terstitial edema. As this fluid accumulates the pressure in the abdomen begins to rise. Once the intra-abdominal pressure (IAP) exceeds 12 mmHg it is defined as intra-abdominal hypertension (IAH), a syndrome found
in as many as 50% of critically ill patients. Left unnoticed IAH may progress to multiple organ dysfunction, the abdominal compartment syndrome and death. Unfortunately, IAH cannot be identified through physical
examination. Therefore proper detection and management of IAH requires screening of all patients at risk for IAH by monitoring their IAP. The optimal method of measuring IAP is via transduction of the pressure through
the bladder using a Foley catheter. The diagrams below illustrate what happens to the patient’s body as the severity of the illness increases. It highlights the patient’s signs and symptoms, physiologic effects along with
what can be done (interventions) to manage IAH.
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