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Case Scenario  

• Mr.KB 39 years old male, known case of Cirrhotic liver (HCV 
induced) presents to OPD with rapidly increasing abdominal 
distension. He has anorexia and early satiety.

• He had History of blood transfusion fifteen years ago after a 
road traffic accident. He denies alcohol intake.

• He has twice removed three liters of fluid from his abdomen 
six months ago but has done so four time in the pervious two 
months.

• He weighs 78kg.



Examination

•Vitals Pulse 60/min,BP120/80,temp N.

•GPE- He is anemic and having bilateral 
pitting pedal edema. No hepatic flap.

•GIT. Massive Ascites .

•Rest of the systemic examination was 
unremarkable.



Investigations (lab work up)

• Hb 10.5 g/dl WBC 4900/cmm

• Platelet count  87000/ul

• PT 22/14 s/INR 1.9

• HCV ab positive. HBsAg negative.

• S/Na+ 131 mmol/L, S/K+ 4.1 mmol/L

• T.Bilirubin 2.1 gm/dl

• ALT 45 U/L

• AST 47 U/L /     ALP 290 U/L

• S.Protein 5.8gm/dl

• S.Albumin 2.9 gm/dl

• AFP 5.2 ng/ml

• Urea 40

• S/Creatinine 1.2 mg/dl

• Urinalysis- normal

• USG Abdomen

• Shrunken liver with no focal mass

• Splenomegaly /Gross ascites

• Normal kidneys size and cortico-
medullary ratio

• Diagnostic ascitic tap.

• Albumin 1.5 gm/dl, Protein 2.2 
gm/dl, WBC 89, Polys 15%

• Cytology negative for malignant cells

• No bacteria on staining, 

• C/S no growth

• SAAG 1.4



• Inderal(propranolol) 40 mg BD, Aldactone
(spironalactone) 100 mg 3OD and Lasix (frusemide)40 
mg BD, cap omeprazole OD.

• He was sent home  with increasing the dose (of 

Diuretics) to
• Spironalactone (Aldactone) 400mg/day

• Frusemide (Lasix) 160mg/day



Follow up Visit

• After one week follow up, he was still complaining 
of increasing abdominal distension and showed no 
improvement as his weight had further  increased 
to 82 kg

• What would be The Next Important investigation?

• 24 hours Urinary Sodium 
• Urinary Na was 50 meq/24 hr.



D/D?



What factors should be sought in History, 
investigations and current medications 
at this stage?

• Non-compliance or Poor compliance to prescribed drugs

• Poor  adherence to salt restriction

• Stop NASAIDs /Other nephrotoxic medications.

• Hepatorenal syndrome.

• Hepatocellular carcinoma

• Spontaneous Bacterial Peritonitis 

• Portal vein thrombosis

• Underlying Nephropathy 



The final diagnosis in this patient?

Refractory Ascites 



What is Refractory Ascites?

‘‘Ascites that cannot be mobilized despite adherence 
to Na restriction   and inadequate excretion of 

urinary Na despite diuretics or

the early recurrence of which (after LVP) cannot be 
satisfactorily prevented by medical therapy”



What is Refractory Ascites?

Refractory ascites is defined as fluid overload that

1) is unresponsive to sodium-restricted diet and 

high-dose diuretic treatment (400 mg/day of 

spironolactone and 160 mg/day of furosemide), or 

2) recurs rapidly after therapeutic paracentesis. 
(AASLD clinical practice guideline)

Ascites that cannot be mobilized or the early recurrence of 

which (i.e., after therapeutic paracentesis) cannot be 

satisfactorily prevented by medical therapy   (EASL clinical 

practice guideline)



Refractory ascites
(international Ascites Club)

• Diuretic-resistant ascites
• Ascites that cannot be mobilized or the early recurrence 

of which cannot be prevented because

• of a lack of response to sodium restricted diet and

• the maximum dose of diuretics(spironolactone/ 
frusemide)

• Diuretic-intractable ascites 

• Ascites that cannot be mobilized or 

• the early recurrence of which cannot be prevented 

• because of the development of diuretics induced 
complications that preclude the use of an 
effective diuretic dosage



Requisites for refractory ascites

• Treatment duration 
• Intensive diuretic therapy (spironolactone 400 mg/day and furosemide

160 mg/day) for at least 1 week

• Salt-restricted diet of less than 88 mmol or 2 gram/day

• Lack of response
• Mean weight loss of <0.8 kg over 4 days (<200 grams/day)

• Urinary sodium output less than the sodium intake (<78mmol/day)

• Early ascites recurrence
• Reappearance of grade 2 or 3 ascites within 4 weeks of initial 

mobilization.

• Diuretic-induced complications
• Hepatic encephalopathy

• Renal impairment 

• Hyponatremia

• Hypo- or hyperkalemia



Management of refractory ascites

• Na restricted diet to less than 88 mmol or 2 gram/day

• Diuretics should be discontinued in patients with refractory ascites 
who do not excrete >30 mmol/day of sodium under diuretic 
treatment.

• discontinuing β-blockers and adding midodrine prior to serial LVP
AASLD guideline 

• LVP (Repeated large-volume paracentesis) plus human albumin (6-8 
g/L of ascites removed) is the first line of treatment. 

• TIPS is effective in the management of refractory ascites
• associated with a high risk of hepatic encephalopathy

• No survival benefit over repeated large-volume paracentesis

• PERITONEOVENOUS SHUNT
• for patients with refractory ascites who are not candidates for paracentesis, 

transplant, or TIPS



Management of refractory ascites

• Vasoconstrictors 
• Midodrine, 

• Clonidine,

• Terlipressin---The vasopressin V1 receptor 
agonist was shown to improve renal function 
and induce natriuresis in patients with 
cirrhosis and ascites including those with 
refractory ascites.



Management of refractory ascites

Current experimental treatment

• Vaptans(tolvaptan- are vasopressin receptor 
antagonists(acting on kidney).

• They promote solute free water diuresis

•ALFApump system(Peritoneal urinary drainage)

• indwelling peritoneal catheter (PleurX TM 
catheter) 

• (CART)



Management of refractory ascites

•LIVER TRANSPLANTATION(LT)-

•ONLY definitive and curative treatment
• With or with out underlying HRS-CKD

• Therefore, early diagnosis of RA is essential for 
early referral for Liver transplantation





Unsolved problems

• maximum doses of diuretics for the 
diagnosis of refractory ascites may 
differ among patients worldwide

FUTURE PERSPECTIVE.
DAAs



Prognosis

• Carries poor prognosis

• 1 year mortality is near to 70%

• Over 50% may develop HRS



Take Home Message 

• Exclude other causes/ Possibilities before 
considering Refractory Ascites 

• Dietary Salt Restriction

• 24 hour Urinary Sodium 

• Regular monitoring of the weight

• Counseling regarding Disease and prognosis
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Thank You 


