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MANAGEMENT OF ASCITES



Goal of therapy 

To minimize ascitic fluid volume and decrease peripheral 

edema, without causing intravascular volume depletion



Benefits

• less abdominal discomfort and shortness of breath 

• reduction in the risk of spontaneous bacterial peritonitis through 

increased ascitic fluid opsonic activity

https://www.ncbi.nlm.nih.gov/pubmed/?term=Ljubici%C4%87%20N%5BAuthor%5D&cauthor=true&cauthor_uid=8294092
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bili%C4%87%20A%5BAuthor%5D&cauthor=true&cauthor_uid=8294092
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kopjar%20B%5BAuthor%5D&cauthor=true&cauthor_uid=8294092
https://www.ncbi.nlm.nih.gov/pubmed/8294092


Prognosis

• one and two-year mortality of 40 and 50%, respectively

• independent predictors of mortality: hyponatraemia, low arterial 

pressure, GFR and low renal sodium excretion

1. EASL clinical practice guidelines on the management of ascites, spontaneous bacterial peritonitis, and 

hepatorenal syndrome in cirrhosis. J Hepatol 2010;53:397–417.

2. Llach J, Gines P, Arroyo V, Rimola A, Tito L, Badalamenti S, et al. Prognostic value of arterial pressure, 

endogenous vasoactive systems, and renal function in cirrhotic patients admitted to the hospital for the 

treatment of ascites. Gastroenterology 1988;94:482–487.



Management of ascites
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Management of uncomplicated ascites 

Grade 1 or mild ascites 

No data on the evolution of grade 1 ascites are available, nor it is known 

whether its treatment modifies its natural history.

European Association for the Study of the Liver. EASL Clinical Practice Guidelines for the management of 

patients with decompensated cirrhosis. J Hepatol. 2018 Aug;69(2):406-460.

https://www.ncbi.nlm.nih.gov/pubmed/?term=European%20Association%20for%20the%20Study%20of%20the%20Liver.%20Electronic%20address%3A%20easloffice@easloffice.eu%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/29653741


Grade 2 or moderate ascites

• moderate restriction of sodium intake

• diuretics

• patients who develop grade 2 ascites do not require 

hospitalisation

Management of uncomplicated ascites 



Sodium restriction: 

• moderate restriction of sodium intake (80–120 mmol/day, 

corresponding to 4.6–6.9 g of salt)~no added salt diet with 

avoidance of pre-prepared meals

• resolution of ascites in about 10% of patients

• extreme sodium restriction (<40 mmol/day) should be 

avoided 

Grade 2 or moderate ascites



Grade 2 or moderate ascites

Diuretics: 

• anti-mineralocorticoid drug alone, starting at 100 mg/day with stepwise 

increases every 72 h (in 100 mg steps) to a maximum of 400 mg/day

• in case of no response (<2 kg/week weight reduction) or hyperkalemia, 

addition of furosemide at an increasing stepwise dose from 40 mg/day 

to a maximum of 160 mg/day   

• torasemide can be used in cases of no response to furosemide     



Grade 2 or moderate ascites

• a maximum weight loss of 0.5 kg/day in patients without oedema and 1 

kg/day in patients with oedema is recommended

• once ascites has largely resolved, the dose of diuretics should be reduced 

to the lowest effective dose



• severe hyponatraemia (serum sodium concentration <125 mmol/L) 

• acute kidney injury 

• worsening hepatic encephalopathy

• incapacitating muscle cramps

• severe hypokalaemia (discontinuation of furosemide when serum K+<3.0 

mmol/L)

• severe hyperkalaemia (discontinuation of anti-mineralocorticoid drug 

when serum K+>6.0 mmol/L)

Discontinuation of diuretic therapy



Grade 3 or large ascites

• large-volume paracentesis (LVP): first-line therapy

• ascitic fluid should be completely removed in a single session

• when >5 L of ascites is removed, LVP should be followed with plasma 

volume expansion, using albumin (8 g/L), to prevent PPCD (post-

paracentesis circulatory dysfunction) 

• diuretics

• sodium restriction



Post-paracentesis circulatory dysfunction



Post-paracentesis circulatory dysfunction



Drugs contraindicated in ascites 



Refractory ascites



Refractory ascites







TIPS or LVP?
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