3.7 
Ascites

Background box: Ascites is the accumulation of excess free fluid in the peritoneal cavity

· Detect ascites clinically

Shifting dullness and fluid thrill tests

· Initiate appropriate investigation with regard to likely cause

The commonest causes are liver disease e.g. cirrhosis (alcoholic, Wilson’s, previous hepatitis or haemachromatosis), and carcinomatosis accounting for 90% of cases. The other two most common causes are cardiac failure and nephrotic syndrome. 
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Investigations:

· FBC: ↑ WCC may indicate an infectious aetiology.
· U+Es: ↑ urea and creatinine = renal aetiology or hepatorenal syndrome (renal impairment secondary to liver failure.
· LFTs: ↓ albumin suggests nephrotic syndrome – 24 hr urine collection required.

· AXR / CXR: Heart size, liver size and composition, neoplasm / mets.
· Urine dipstick: ↑↑ protein suggests nephrotic syndrome – 24 hr urine required.

· USS: intra-abdo masses, fatty liver, dilated collateral veins.
· Ascitic tap (paracentesis):

· Cell count (↑ neutrophils >250 indicates underlying bacterial peritonitis)

· Glucose: ↓ in infections
· MC&S (Gram and ZN for acid-fast bacilli) 

· Cytology: for malignant cells.

· Protein: Exudate = >25 g / L or 11 more than serum level. Malignancy
· Transudate = <25 g / L or 11 less than serum level. Liver, heart or kidney failure.

· Amylase: ↑ in pancreatitis.

· Liver biopsy: confirms and may ascertain cause of cirrhosis

· Renal biopsy: may reveal cause of nephrotic syndrome

· Portal venography: to confirm venous outflow (e.g. Budd-Chiari)

· Echocardiography: will reveal most cardiac causes.

· Initiate management of hepatic ascites

If the ascites is tense and causing dyspnoea then it may be drained – up to 20 L may be drained in a 4-6 hour period. Albumin should be given concurrently (8g / L drained) to prevent the ascites reaccumulating at the expense of circulating volume.

· Serum K+ and N+ should be measured at start of treatment and every other day.

· Weight should be measured and recorded every day.

· Urine output should be measured daily (fluid chart).

· Start the patient on a low sodium diet.

· A potassium sparing diuretic is started. Ideally spironolactone 100 mg o.m. (max 500 mg). If this produces gynaecomastia then switch to amiloride 10-15 mg. 

· If fluid loss of at least 0.7 L (0.7 kg weight) is not produced daily a loop diuretic such as Frusemide may be added with care to avoid hypokalaemia. 

· Cease diuresis if hyperkalaemia, hyponatraemia or elevated creatinine occurs. The last two are signs of hypovolaemia.

