The open abdomen (OA), is a surgical technique applied in the diagnostic and therapeutic management of complex surgical patients with compromised physiology that emerge from the concept of damage control.
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OA facilitates quick procedures and a second look without damaging the abdominal fascia. It is useful in case of septic shock, inability to control the source of infection or bleeding, loss of abdominal wall and
important visceral oedema, the demand of a deferred intestinal anastomosis, the need to remove the surgical packing used to achieve hemostasis or to confirm the viability of intra-abdominal organs The OA
aim is to achieve definitive abdominal wall closure in another surgery when tolerated by the physiology of the patient.

Technical aspects, importance of intraoperative findings, and data about morbidity and mortality have not been rigorously protocolized nor described in OA on non-trauma patients. Projects such as IROA, led by
the World Society of Emergency Surgery (WSES), have been initiated to solve this lack of information, but it is still not achieving its objectives nowadays.

The aim of this study is to analyse and report indications, prognostic factors of mortality and the results of the application of OA in non-trauma patients, through the description and analysis of the collected data
about 94 non-trauma patients who underwent OA across a 13-year period in the Hospital del Mar of Barcelona.

Patients between July 2008 and August 2021 who underwent OA for non-traumatic emergencies, by the Digestive and Emergency Surgery Department of the Hospital del Mar in Barcelona, were incorporated
into a prospective after the surgeries. Patients who underwent OA for trauma were excluded. Patients included in this study were followed up for 90 days after the first OA surgery. We collected demographic and
clinical data, comorbidities, indications, intraoperative findings, surgical technique, materials, definitive closure (DC) rates, duration of OA, complications, reinterventions, and length of admission, among others.
Surgical risk has been calculated by different common scales.
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OA was carried out in patients who presented non-trauma emergencies encompassed mainly within the diagnosis of peritonitis, vascular emergencies, acute pancreatitis, abdominal compartment syndrome
(ACS), or intestinal fistula. A decisive factor was the presence of at least one OA trauma criterion: serum pH<7.25, arterial systolic blood pressure (SBP) 270mmHg, hypothermia <35°C, international normalized

ratio (INR) ?1.7 or transfusion of 5 or more packed red blood cells (RBCs).
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