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Inpatient Management of Cirrhosis 
Ascites and Volume Management 
Context:  Ascites is extracellular fluid trapped in the peritoneal cavity because of changes in hydrostatic and oncotic 

pressure. The maximal rate of mobilization of ascites is 1 L/day. 
Current:  Paracentesis is the optimal way to evaluate for spontaneous bacterial peritonitis (SBP) and is indicated for any 

acute decompensation. Coagulopathy is not a contraindication for paracentesis.1 

Cutting Edge:  Diuretics may help reduce ascites accumulation, but fluid restriction leads to increased thirst and subsequent 
increase in ADH which can worsen the pathologic derangements of cirrhosis.2  

 
Portosystemic [Hepatic] Encephalopathy 
Context: Toxins from the portal circulation enter and accumulate in the systemic and cerebral circulations. 
Current: The cornerstone of therapy for hepatic encephalopathy (HE) is early and aggressive lactulose. Rifaximin may 

be better tolerated and help reduce recurrent episodes.  
Cutting Edge: HE is diagnosed clinically based on a spectrum of symptoms ranging from alterations in circadian rhythms 

(early) to coma (late). Ammonia levels are of negligible clinical utility.3,4 

 
 
Hepatorenal Syndrome-Acute Kidney Injury (HRS-AKI) 

Context: HRS carries very poor prognosis and has not 
improved over the past decdes.5 

Curre
nt: Diagnose and treat with albumin 
challenge. Initiate vasopressors (terlipressin or 
norepinephrine) if refractory AKI. 

Cuttin
g Edge: Elevated MAP and urine output are key 
positive indicators.6 

  
GI Bleeding 
Context: High portal pressures lead to varices. Coagulopathy contributes to bleeding. 
Current: Use octreotide to reduce portal pressures and antibiotics (ceftriaxone 1 gram daily) to prevent bacterial 

translocation. Pursue endoscopic banding as soon as feasible. 
Cutting Edge: Transfuse PRBC only for Hgb <7.7 Transfusions of FFP may not improve coagulation8 and dramatically 

increases portal pressures. 
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