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Inleiding

m  ‘askos’

m  Gradaties:
1. Milde ascites die enkel te detecteren is met echo
2. Matige ascites met ische di ie van

3. Belangrijke ascites met grote opzetting van abdomen

Etiologie

m Oorzaken van ascites
Cirrose 81%
Maligniteit 10%

- Hartfalen 3%
Tuberculose 2%

- Dialyse 1%

Andere 1%

Etiologie
Indeling volgens pathofysiologie

m Portale hypertensie

m Hypo-albuminemie
Nefrotisch syndroom
Protein losing enteropathy
Ernstige malnutritie

m Peritoneale ziekte:
Maligne ascites.

Infectieus

m Andere

Posthepatisch

« Rechter hartfalen

« Tricuspiedinsufficiéntie

+ obstructie van de vena cava
« Budd chiari syndroom

« constrictieve pericarditis

Oorzaak portale hypertensie

Intrahepatisch
« Presinusoidaal
+PBC
* schistosomiasis
« idiopatisch
« Sinusoidaal
«cirtose
« Postsinusoidaal

Prehepatisch
* vena porta trombose
« vena splenica trombose
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DEVELOPMENT OF ASCITES IN CIRRHOSIS

[Portal hypertension | [+n0 |

Splanchnic vasodilation

[T splanchnic pressure | [ Anterial undertitling |

Lymph formation [

Formation of ascites

va: i and
antinatriuretic factors

Sodium retention
+ | oncotic pressure

Source: Longs DL, Fauel AS, Kasper DL, Hauser SL, Jameson JL, Losealzo 3 Marrison's
Principles of Internal Medicine, 18th Edition: vivw.accessmedicine.com
Copyright € The McGraw-Hill Companies, Inc. All rights reserved.

Plasma volume
expansion

Diagnostiek

Anamnese
Klinisch onderzoek
Beeldvorming
Paracentese

Diagnostiek
Anamnese

m Voorgeschiedenis
- persoonlijk (maligniteit, virale hepatitis, PSC/PBC, (N)ASH - cirrose,...)
- familiaal (maligniteit, trombofilie)

Risicofactoren (bv. ethylabusus, metabool syndroom, recent trauma/heelkunde,
zwangerschap, tatoeages)

Tijdsverloop

Begeleidende symptomen: koorts? Veranderde mentale status?
Gewichtsverlies? Bloeding?

Diagnostiek
Klinisch onderzoek

m Inspectie:
- bolrond opgezet abdomen
- Verstreken huidplooien
- Uitpuilende navel
- Bulging flanks
m Percussie
- Shifting dullness
*  Sensitiviteit 83%
+  Specificiteit 56%

Diagnostiek
Klinisch onderzoek

m Palpatie
- Fluid wave

m Auscultatie
- Puddle sign

Your tests reveal that
you are retaining fluids!




Diagnostiek
Klinisch onderzoek

m Cirrose =7
- Palmair erytheem

- Spider naevi
- Collateralen abdomen

m Hartfalen
- Gestuwde CVD
- Malleolaire oedemen
- Souffle
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Diagnostiek
Klinisch onderzoek

m Nefrotisch syndroom
- Anasarc oedeem

m Maligniteit . _
— L
- Klieren By .

- Sister Mary Joseph’s nodule

Diagnostiek
Beeldvorming

m Echografie

Simple Debris Loculated

Diagnostiek
Beeldvorming

m CT/MRI abdomen
- Evaluatie hepatische (en andere intra-abdominale) massa

Diagnostiek
Paracentese

Diagnostiek

Paracentese

Transparant, geel, helder Ongecompliceerde ascites bij cirrose

Troebel SBP

Melkachtig Chyleuze ascites met 1 Tgl

cirrose)

Bloederig Traumatische punctie, maligniteit,
trauma op abdomen

Bruin Icterus +++, tgv geruptureerde galblaas
of duodenaal ulcusruptuur




Diagnostiek
Paracentese

m Biochemie - routine
- Albumine > SAAG
- Totaal eiwit
- Celtelling

Diagnostiek
Paracentese

- Totaal eiwit concentratie

<2,5g/dL (transudaat) 22.50r3 g/dL (exsudaat)

- Cirrose -Hartfalen
- Nefrotisch syndroom

- Celtelling
m Infectie?

m Hemorraghische stalen - “gecorrigeerde neutrofielen aantal”
(1WBC/750 RBC, 1PMN/ 250RBC)

m  Neutrofielen 2250/mm?3 -> overweeg start antibiotica

Diagnostiek
Paracentese

m Biochemie - overig
- Amylase concentratie
= Bij ongecompliceerde ascites: amylase .. / amylase,.,, ~ 0,4
= 1 bij pancreatitis, darmperforatie
Cytologie

m  Slechts 2/3 van de maligne gerelateerde ascites hebben peritoneale
carcinomatose (overige: leverM+, chyleuze ascites tgv lymfoom, HDD)

- CEA
- Tgl
= >200 mg/dL op chylvocht
- Bilirubine
m  Als [bilirubine]..,, < [bilirubine] ... = biliaire perforatie of duodenumperforatie
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SAAG

m Serum albumine min ascites albumine

= parameter van oncotische druk

> Portale hypertensie of niet? o s

_ 11 g/L < SAAG >11g1L\

Oarzaak portale hypertensie

Hypo-albuminemie
- Nefrotisch syndroom
Protein losing enteropathy.
Sexere malnutrtion

Perttoneale zlekte:

Diagnostiek
Paracentese

m Biochemie - overig

- Cultuur/Gramkleuring
m  Bij verdenking van infectie

- Glucose concentratie
m  Normaal [glucose]g,,, ~ [8lucose],qies

- Uitzondering: infectie, sommige maligniteiten

- LDH
m  Bij ongecompliceerde ascites: LDH,qyes / LDHgerym ~ 0,4
m > 1:infectie, sommige maligniteiten
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Casus
M, 89 jaar

= Medische voorgeschiedenis
- 1975: inferior infarct
- 05/2007: recidief inferior infarct, R/ PCI

- 03/2011: sustained ventriculaire tachycardie komende vanuit het inferior, blijvend
onder cordarone. R/ implantatie AICD (Boston Scientific Teligen 100 tweekamer
).

- 07/2011: opdrijven diuretica tot Burinex 1 mg daags omwille van neigende
hyperkaliemie en

- 20/04/2017: chronische nierinsufficiéntie, vermoedelijk aging kidney
m Usus:

- Nicotine: rookstop in 1980

- Ethyl: 3-4 E/dag

m  Medicatie: Asaflow, lorazepam, burinex 1mg, movicol, silodyx, cordarone
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Casus:
M, 89 jaar

m  Anamnese: “AAT”, futloos, moe, tevens zwelling van onderste ledematen en opgezet
abdomen, dyspnee

Klinisch onderzoek:
- Cor: regelmatig ritme, geen souffles
- Longen: bilateraal VAG
- Abdomen: soepel, opgezet, shifting dulness +
= Echo abdomen:
- Normale morfologie van milt, pancreas en beide nieren
- Geen pyelocaliciéle stuwing. Verspreide ascites perisplenisch, perihepatisch en in
de Douglas-holte.
Globaal hyperechogeen parenchym van de lever met hobbelige contouren.
- Galblaas in contractie.
Matig gevulde blaas met symmetrische wandaflijning. Forse prostaat.

Casus:

M, 89 jaar

m Paracentese:
=

iochemie

g w0520

a3

- SAAG: 37,3-16,8 = 20,5
- Totaal eiwit: 25,2 g/L > > 2,5g/dL

RRrer

CARDIALE ASCITES

Casus
M, 89 jaar

m TTE:
- Functie: Linker ventrikel ejectiefractie 35 & 40%.

- Forse dilatatie van beide atria. Matige dilatatie van het linker ventrikel. Lichte
dilatatie van het rechter ventrikel.

- Ernstige MI. Ernstig TI.

- Aanwezigheid van pulmonale hypertensie 40 mmHg

- Gedilateerde vena cava inferior zonder ademhalingsvariatie.
m NT-pro-BNP: 18325 ng/L +++

m R/ diuretica > -16 kg




Casus
M, 56 jaar

m Medische voorgeschiedeni
- 1979: Miltruptuur waarvoor heelkunde (geen splenectomie).
- 09/1996: Varicocoele links waarvoor behandeling.
m Usus:
- Nicotine: 1 pack/dag
- Ethyl: 10 E/dag (bier)
m Medicatie: geen
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Casus
M, 56 jaar

m  Anamnese: zwelling buik en

m  Klinisch onderzoek:

Cor: regelmatig ritme, geen souffles

- Longen: bilateraal VAG

- Abdomen: soepel, opgezet, shifting dulness +
- Spider naevi, palmair erytheem

= Echo abdomen:

F ] Ps N leverrand en afgestompte Li leverlob. Geen
duidelijke focale leverletsels.

- Normale galblaas; geen CCL noch sludge te zien doch postprandiale status met galblaas
in contractie. Geen dilatatie van intra-of extrahepatische galwegen.

- Pancreas niet te beoordelen. Normale milt (miltspan 13 cm). Bilateraal normale nieren.
- Ascites circumferentieel

H (punctevoch)

Casus
M, 56 jaar

= Paracentese:

s 2le 300520

- SAAG: 32,6-10,7 = 20,9
- Totaal eiwit: 22,5 > < 2,5 g/dL

o

ASCITES TGV
LEVERCIRROSE

Ascites
Behandeling & Complicaties

Behandeling

Doelen

- Afname ascites (en perifere oedemen)
- Verbetering van survival, transplant-free-survival en QoL
- Preventie van complicaties
- Spontane bacteriéle peritonitis
- Hepatorenaal syndroom
- Hepatische hydrothorax
- Hernia umbilicalis
- Zonder nevenwerkingen
- Intravasculair ondervulling
- Elektrolytstoornissen
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Behandeling Behandeling

Ascites bij cirrose - Causaal Ascites - Causaal - Baclofen

- Ethylisme
= R/ Abstinentie
= R/ Baclofen 5mg 3x/d > 10mg 3xd
m R/ Zoutrestrictie
- Auto-immune hepatitis
m  Corticosteroiden
= Azathioprine
- Gedecompenseerde hepatitis B cirrose
= R/ Antivirale therapie
- Post-resuscitatie e A

H
u R/ Stop IV vocht en colloiden . Time s rrdrmisaion e i
e @2 2 % o m o= om :

oo G oo L Frrul et . Efectnes andsaety of bocifen for mintemarce o saterts a conroled stuy. Lanet. 2007

Behandeling Behandeling
Ascites bij cirrose - Algemene maatregelen Ascites - Algemene maatregelen - Beta-blokker

Werkzaam bij 90% van ascites obv cirrose
Te vermijden en/of te stoppen medicatie
» ACEI
= Propanolol (hypotensie en verminderde survival)
= NSAID's (verminderde respons op diuretica, ANI, Gl-bloeding)
Zoutrestrictie
= R/2yd
- Diuretica
= R/Spinolactone & Furosemide
Ratio 100/40mg per dag
- Optitreren tot maximaal 400/160mg per dag
»  Streefdoel: gewichtsverlies 0,5-1kg per dag

T8 2 o 3 W 3% & a
- (Vasopressine receptor antagonisten) Months
»  Tohapt . ureti
7.5mg/d diuret Patients atrisk: 74 63 34 21 15 11 &8 & 1
- (Vochtrestrictie) (No beta-biockers)
= Enkel bij hyponatriémie <120mmol/L Patients at risk © 77 a3 10 5 2 1

(Bota-blockers)

Behandeling Behandeling

Ascites bij cirrose - Zoutrestrictie Ascites bij cirrose - Diuretica

Table 3 Clinical and biochemical data on 14th day of treaiment

pr— Unresriced table
i die

Effectivencss and safety items in both therapeutic zroups®
e o — Group 1 S + F (1= 47) Group 2: S (n = 47) P vau
- - Loss of body weight (k) 7.5 @-17) 66 2-15) ~s
57 w6 Time to obrain of response (days) 08 @-33) 103 (a-32) Ns
1 16- Response or Mobilization of ascites (/%) 46/9% aama ~s
(R Sis Side eftects (n/%) ang N3z NS
9916 Shes uce the diuretic dosage (/%) 32068 1634 0.002
s B2 1934 (400-7700) 2445 (400-7500) ~s
w5 I peo2 148 (83-233) 170 (100-325) 0.037
lsking maimum » il 311 (1251405 407 (115-1300) NS
tone dose p< - 240 a
i s o 480 (80-3080) 240 and 6407
i Ath day — 15t day el Ns
Serum sodium (mmol) [ Ns a
Difference 14th day — Ist day fasa3 S (p=0-025) B .
T s G Only two patients of this zroup received treatment with furosemide.
th day - I day 06206 Ns
volume (mi24 h) 9956 *sai64 Ns
Sodium (mmoli24 h) 81721175 9021294 NS
potassium (mmol24 h) 248449 1762505 NS
* representing an increase.
+adeercase from the niialvaluc
saros [illnas 7 Pardo A, alone inthe teatment o safey. Hepatol
ol e VG Qunton A etal. Satt o o sal inhe eament of Sty Gut. 1986:27:705.9. 20030087 o2




Behandeling

Ascites bij cirrose - Diuretica
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Behandeling

ITable 4 Patients who developed adverse effects either prior to or after achieving the effective diuretic step|

Group A (n = 50) Group B (n = 50) p Value
Number of patients who developed adverse effects 19 (38%) 10 (20%) <0.05
Number of patients with hyperkalaemia 9 (18%) 2 (4%) <0.05
Number of patients with hypokalaemia 1 (2%) 0 (0%) NS
Number of patients with hyponatraemia 4 (8%) 4 (8%) NS
Number of patients with renal failure 8 (16%) 6 (12%) NS

Ascites bij cirrose - Vasopressine Receptor
Antagonisten

In Group A three patients had two adverse effects simultaneously (renal failure and hyperkalaemia in one patient, and renal failure]
and hyponatraemia in the remaining two patients). In Group B two patients had two adverse effects simultaneously (renal failure]
and hyponatraemia in both patients)

ancer fMciato S, Mazza €, ot . patents linicaltra

Behandeling
Ascites bij cirrose - Vasopressine Receptor
Antagonisten

lable 3 Improvement rates of ascites-related clinical symptoms

(a) Placebo Tohaplan () Placebo Tohapian  (¢)  p-0168
50 (- 2) (=79 (n=61
0 0 60, —
_ g
_200 5 E
€ _ g 210
H N F]
ER g :
2 £ R
2 00 £ £
: H £
£ -1000 < §
H s S0
—1200 2 g
H g

[E—
_ta00)  P=00003

[E—
P =0.0001

0
Placebo Tolvaptan
(n=48) (n=42)

atoic il awazoe S, Kajimura K, et al. Tohaptan for improvement of hepati edema: a phase 3, mulicener,fandomized, double bind, placebo-contrlied tal, Hepatol Res. 2014:44:73-82.

Behandeling

Ascites bij cirrose - Vasopressine Receptor

Antagonisten

[symprams Placeho Tolvapran Pvalnet|
% %%

[ploated feeling 37.3 (22/59) 62.5 (35/56) 0.0090

r.0ss apperite 16.7 (6/36) 389 (14/36) 00640

Malaise 0.6 (15/49) 8.7 (27/46) 00074

[sensation of pressure in decubitus position 267 (8/30) 6o (25/38) 00017

[reathing difficuley 23,8 (2/21) 62.5 (10/16) 0.0233

Table 5 Incidence of serious adverse events

[Daca are improvement rates. lmprovement rate was calculated by dividing the number of effective case by the number of patients with
symptom at baseline.
[ Fischer's exact test

Data are number of patients (%;

Serious adverse events Placebo Tolvaptar)
rable 4 Incidence of adverse events (2=80): (m=/82)
Total 100125  7(8.5)
Adverse events Placebo Tolvaptan DifasniigEA N vaREEE 0(00) 1(12)
(n=80) (n=82) coagulation
Iron-deficiency anemia 1(13) 0 (0.0)
frotal 48 (60.0) 60 (73.2) aoihages; vedoesmemorihage ey 0(0.0)
observed i £ patients Ttoetannosts 0 (0.0) 112
Thirst 1(1.3) 11 (13.4) Portal vein thrombosis 0 (0.0) 1012)
Constipation 6(7.5) 6(7.3) Omphalitis 0(0.0) et
& mgirment 6(7.5) 6(7.3) Pacumonia; 102 2000
emoral neck fracture s
LU 323‘;’% gg;; Bile duct cancer 0 (00 1(1.2)
E Liver malignant neoplasm 0 (0.0) 1(1.2)
Pyrexia 6(7.5) 4(4.9) Hepatic coma 1(13) 0 (0.0)
Hepatic encephalopathy 4(5.0) 4(4.9) Hepatic encephalopathy 3(3.8) 1(1.2)
Vomiting 2(2.5) 4(a.9) Renal failure 1(13) 0 (0.0)
Insomnia 0(0.0) 4(49) Renal impairment 1(13) 1(1.2)
Stoiiatitis 1(1.3) 3637 Respiratory failure 0 (00 1a2)
Sratiine 000 267 Hemoperitoneum 0(00) 10.2)

Data are number of patients (%)

Behandeling
Ascites bij cirrose - Vasopressine Receptor
Antagonisten el o )

}g a0+

ﬂawuw S, Kalmura K, e ol ToNaptan fo Mprovement of nepatic edema a prase 3, muicente, randomized, double b, placebo controled il Hepato Res. 2014,44:73-82.

Behandeling

Ascites bij cirrose - Diureticaresistente ascites

recidief ascites en/of ontwikkelen van complicaties (azotemie,
hepatisch encephalopathie, elektrolytenstoornissen)

- Secundair aan progressie leverlijden (of complicaties HCC en v. Porta
thrombose)

- Objectivatie: Urinair Na <78meq over 24u zonder gewichtsreductie onder
diuretica en zoutrestrictie

- DD peritoneale carcinomatose, Budd-Chiari, nefrogene ascites

m Persisterende ascites ondanks adherentie aan therapie, of vroegtijdig




Behandeling
Ascites bij cirrose - Diureticaresistent

- Large volume paracentesis (LVP)

- Albumine IV

- Cell-free concentrated ascites reinfusion therapy (CART)

- Alfa pump

- Peritoneovenous shunt (PVS)

- Transhepatische intrajugulaire portosystemische shunt (TIPS)
- Levertransplantatie

Behandeling
Ascites bij cirrose - Large Volume Paracentesis

Table 3. Complications During the First Hospital Stay
in Patients From Group 1 (Treated With
Paracentcsis) and Group 2 (Trcated With

Diuretics)
Group 1 Group 2
(n =58 (n=59) P
10 36 <0.001
3 16 <0.001
& 17 <0.002
2 16 <0.001
2 1 7 NS
GI bleeding 2 6 NS
Peritonitis o 1 NS
Bacteremia 2 o NS
Others o 4 NS
GIL inal: NS: not si “ Two patients with

possible infections, 1 patient with respiratory failure, and 1
patient with strangulated hernia.

Jovo V. Quinter €, et al. Comparison of Resuls of  randomized stuy. Gastroenterology. 1987,93234-41.

Behandeling

Ascites bij cirrose - Albumine

Caracent P, Naviekis R, 201255:1172-81
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Behandeling
Ascites bij cirrose - Diureticaresistent

m Large volume paracentesis

- Zo veel als mogelijk (intern maximaal 10L)

- Bij zoutrestrictie (2g/d) in principe 8L per 2 weken
- Albumine substitutie 6-8g per 1L ascites

- Veilig ‘ongeacht’ INR

Behandeling

Ascites bij cirrose - Large Volume Paracentesis

cincs fillovo V. Quintera . et ol Comparison of 1087:93234-41

Behandeling

Ascites bij cirrose - Albumine

O 071020179
xS 100 @34291)

o 03 0.
T+ 050020121

< oes@4z1.0n

ernar il Caraceni P, Navicks R, Wilkes MM, Albumin Inusian n patiens undergoing arge voume paracentesis: a meta analysis of andomized triais. Hepatology. 2012/55:1172-61
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Behandeling
Ascites bij cirrose — Albumine
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Fig. 1. Resulls of the administration of déuretics phes alin-
min and diuretics 1o the whole series of cirrhatic patients
included in the study (*p<0.05 vs. group A).

GontifilasiniRag V. D Fore . ot al. lbumin improves the

contrlled tral. I Hepato,

Behandeling
Ascites bij cirrose - CART

frabiea. clinical indi T
toms Pro-CART Post-CART Prvalu
Body woight (n = 209) [ka] 5602151 5242146 ~o001
Abdominal circumference (0 = 171) lom] 8042126 8162103 o001
ECOGPS (n-317) 22:10 20214 <0001
Dietary intake (n = 296) [%] 48.0:31.5 55.6 +325 < 0.001
Daily urine volume (n = 98) [mL] 815 £ 491 1,151 + 666 < 0.001

tchanges

[ Total protein (n =227) [o/dL] | 59109 | 66+12 <0.001
[ Atbumin (n = 249) [@/aL) [ 25105 [ 29:09 0001

ECOG Ps: Eastem Cooperative Oncology Group performance status.

Harac . s0ai A stinara T e . Safety ang eficacy of celfree and concenated

PLos One 2017

Behandeling
Ascites bij cirrose - PVS

shunt for trestement of

sc ntry Raciol 2008
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Behandeling
Ascites bij cirrose - CART

[

rabie11. of filtered
Adverse events. Pationts. Sossions Time point (sessions) Soverity (sessions)
redundancy) During reinfusion After reinfusion Severe Not severe
30(20.5%) 44.(12.4%) a1 E ° 4
8(5.5%) & 23%) 7 1 o s
OB with chills 10.7%) 1(03%) 1 o o 1
ausca 1 ©.7%) 1(03%) 4 o o 1
1 ©.7%) 1(03%) 1 o o 1
Foadache 10.7%) T 03%) o 1 o 0]
iy adverse events 35 (22.6%) 47 13.2%) 51 5 o 56
h considerable number of fever/ohills cases were observed, but none of them was severe
Tl 1. Advrs vt scted i CART prcedure.
Nvaseevere | Pt | Sessions s o esons Sevrty o)
Cutngrsinion | At eitusion | Sowte | tosowrs
Sk TSN T i i
T
siommazn | T07
oo o
sem
o . soni . v T et ety Lo one 2017

Behandeling
Ascites bij cirrose - PVS

410 Paracentesis

Probability
Probabilty

o 6 12 18 24 30 36
Months
ines Fllovo V. Vargas V. o . Paracentesis with insavenas ifusion of N Eng ) Moo,

10



Behandeling

Ascites bij cirrose - PVS

TABLE 6. Efficacy of TIPS or Peritoneovenous (PV) Shunts
in Treating Ascites

1 3 6 12 36 60
mo  me mo me mo mo
TIPS
Patients alive (no.) 13 12 10 10 7 4
Absent (%) 8 o o o 0 o
Controlled (%) 46 67 80 80 86 100
Refractory (%) 46* 33 20 20 147 ot
PV shunts
Patients alive (no.) 15 13 1 o 1 2
Absent (%) 7 0 0 o o [
Controlled (%) 73 77 73 56 40 0
Refractory (%) 20 23 27 44 60 100

*Compared to after PV shunts (log-likelihood ratio test, £ = 0.14).
!Compared to afler PV shunts (log-likelihood ratio test, P = 0.09)
fLess than afier PV shunts (log-likelihaod ratio test, P = 0.006).

Rosom S, Zervos EE, Clark WC, ot o TIPS versus poitanovenous shunt in the treatment i,
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Behandeling
Ascites bij cirrose - Alfa pump

A\y2 Cumulative requirement for LVP

during study for both groups

STANDARD OF CARE:
PARACENTESIS N 7

350

300

250 261

200

150

100

j ( ) 50 3

—| @ /t A o)
4 | 0 20 40 60 80 100120 140160 180200 22
( T \ Study day

4

Alfapump LVP
ALFAPUMP SYSTEM \ — SoC LVP

Cumulative incidence

urcaufillscbava D, Calrt de Riu M, et ol Afapum system s, Lrge volume p aseites: A muticenter 3 Hepatol 2017,

Behandeling

As_cites bijA _cirrose - Alfa pump

Treatment emergent adverse events (TEAE) I B 7 days
AP SoC pualie AP SoC puakie AP SoC pualue
N=27  N=31
Patients with at least ne TEAE, n (%) %(9%3) (714 0057 22(15) 9(B0) <0001 26663 (A 067
Total number of TEAES n 10 o7 s 10 L
74 31 18 03 55 a8
B(E2) 14452 0002 9(23) 1(32) 0004 23(852) 131 000
6 2 NAONA NA N
Average number of serious TEAEpatient, n 24 09 NA NA NA
Summary of patents with (reatment emergent SAES 1 (9) AP SoC pualue AP SoC puale AP SoC puaue
N=27  N=31
Blo0d and Iymphatic system disorders n (4] 167) 0 o5 o 0 10 107 o 046
Cardiac disorders,n (%) 0 162 10 o o 10 0 162 10
Gastrointestinal disorders, n (% 7(259) 265 0068 1(37) 0 o048 6(222) 2(65) 0129
General disorders and administaton site conditons,n (%) 4(148)  1(2) 0173 o 0 10 4048 132 07
Hepatobilary disorders, n () 4(143) 3(87) 0894 0 0 10 4048 3(07) 054
Infections and infesations, n (%) 9(33) 5@58) 0574 2(74) 1(32) 055 o 0o 10
Injuy. poisoning and procedural complicatons,n (%) 3011 0005 311 0 0005 o 10
Investigatons,n (%) 0o 162 10 o 10 162 10
Metabolism and nutiton disorders,n (%) 4u8y 102 0B 0 0 10 404y 132 073
Nervous system disorders,n () 6@32) 1332 00e2 0 0 10 6(22) 132 oo
Peychiatric disorders, (%) 167) 0 o4 137) 0 046 10
Renaland urinary disorders,n () (519 3(97) <001 4(148) 0 0041 10(370) 3(97) 005
Respiratory, thoracic and mediastinal disorders. (%) 167 0 _oass [ 167) 0 oass

surcaffleravo D, Coret g Fieu et Jtepato 201

Behandeling

Ascites bij cirrose - TIPS

Hepatic vein

Stent-
graft

Portal vein

A stent-grait will be placed to connect
your portal vein with your hepatic vein.

Behandeling
Ascites bij cirrose - TIPS

- Indicaties

= Diureticaresisitent of intolerant

m Intolerant voor seriéle paracentese
- Contra-indicaties
Leeftijd >65]
Bilirubine totaal >5mg/dL
INR >2
Child Pugh > C11 - MELD >18
Hepatische encephalopathie graad 2
Ejectiefractie <60% - Harfalen
Aantasting CZS

Behandeling
Ascites bij cirrose - TIPS

soree R B e S
oscie S S E—
" Gnes S| I
Ginas S R S

Sanyst I
sanyal

Saema T —
Seterno |4
ot —  }— oaiss. Feooct e 4 0.3500, P<0.001

[— Hetarogenny, F=0.4
oo o1 o0z o3 os os os o7 o= 2 01 oo o1 02z 03 D& ©5 O

Diffarancs in effct (trastmant minus cantral)
|Fiz. 2. Control of ascites at month 4.

Diffsrance in sffsct (rsaimant minus control)

Fig.2. Contol of ascites at month 12

etorr [l Vithuin P, Dnarancy S, et al.Trasjugular nvahepatic n Uver it
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Behandeling

Ascites bij cirrose - TIPS
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Fig. 4. Survival at 1 year.

Dettnt
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Differance in sffect (treatment minus contral)

Fiz. 5. Swrvival at 2 yeass.

Dettent

Behandeling
Ascites bij cirrose - TIPS
e | :
J— I
awise U S E—
Sanyal —_—
o . owr reono
et SRS

Differanca in effect (ireaiment minus control)

intrahe-

athurin . Dharancy . et al. Transjugulr intahepatic potosystemic shun n efractory ascies:  meta analyss. Lver . 2008:25:349-56.
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Behandeling

Ascites bij cirrose -

TIPS Para
Study or subaroup _log [HR] se Total

Studies with both refractory and recidivant ascites patients

Rassle, 2000 052 032
Selerno, 2004 0.80 035 B
Total Fixed 62

Heterogeneity: /2 = 035, dF = 1 (2
Test for overall effect: Z = 2.74 (° = 0.006)

0.55); 7 < 0%

Gines, 2002 021 032 35
Sanyal, 2003 0.09 031 52
Narahara, 2011 092 033 30
Total Foxed 117
Heterogeneity: % = 3.83, o = 2 (P = 0.15); F = 48%
Test for overall sffect: 7 - 2.11 (P - 0.03)

TIPS

Total  Weight HR, 95%C1

£ 0.59 [0.32, 1.11]

= 0.45 [0.73, 0.89] ——|
61 1000% 0520033083 -
s 393%  0.81[0.43, 152)
7 354%  0.91[0.50, 1.68]
30 313%  0.40[0.21,0.76] -
122 000%

I
0.01 01
Favours TIPS

Figure 3

rials comp iugt
IR and 95%

intrahepatic

w, offll vong 27, ct 2. o

0.68 [0.47, 0.97] &
b

1

Favours Para

shunt with paracentesis. For-

meta-analysis, Word ) Gastroenterol. 2014;202704-14.

'
10 100

Behandeling

Ascites bij cirrose -

TIPS

Table 3 | Procedure-related complications

Table 4 | Predo

nant shunt-related and other

Type of complication (n = 43) n (%)
oz Tv=of complication n oo
503 Posi—’\PSS 113 (29.0
0 2e) Grade | 72 (8.5)|
Int aizn Grade 1 30 (77>
latroganic dizze 103 Grade 11l 7 a8
Biliovenovs fistula with biliary blesding 200 Grag 4(1.0)
Renal failure 708 A 16 a1y
Pulmonary embolism with bucrylate 1(03)  Incarcers 103
Lung embolisation of balloon fragment 1(03) Infactious complications (nonpracediral) 20 (51
Liver infarction 103 Spontansous bacterial peritanitis 3 08)
Severe hypotonia requiring medication 2 (05 Urinary tract infection 8(20)
Nausea and vomiting 3 o) Preumoniz san
Others Csinusitis, bursitis, 4610y
Forty-three patients (11156) developed procedure-related erysipelas, phiszmone)
comglications after TIPSS implantation Deep vein thrombasis 25

et T.etal.pr

Casus
V, 90 jaar

= Anamnese: Epigastrische pijn, opgezet, sinds enkele weken. Systeemanamnese is

verder negatief.

= KO: licht opgezet, soepel, geen drukpijn, geen peritoneale prikkeling, geen shifting
dulness. Cor en long normaal. Euvoleem.

= Parameters : HD stabiel

the tansjuguar nahepetc

Ther 2016,

Casus
V, 90 jaar

= Labo:
(38,6). LDH 507. CRP 38.

m Echo abdomen:

: Normale hematologie, nierfunctie, ionogram, leverset, INR en Albumine

- Lever: Normale grootte en reflectiviteit. Geen verdachte focale leverletsels.
Normale hepatopetale portale flow.

- Matige hoeveelheid vrij vocht intra-abdominaal

12
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Casus Casus
V, 90 jaar V, 90 jaar

= Ascites punctie []
WEC telling vusr Tomen
REC telling automaat 0005 Tz S OSC GRS CRDERE SRR
Total wivit 19 s De cytologie bevat tarijke ronde glandulaire grospjes, bestaand ult cellen met sterk atypische, vergrots,hyperchromatische kern, an vaak een rume
i - G sl hosvesihsid mucusinhoud. We zien ook tarike losliggends atypische cellen. Verschillande cellen bevatten een mitosesposl.
Lom 1411 un BLIKOMENDE TECHNIEKEN
BAx s
Amylasen 52 un postier

BESLUIT

Maiigne: id van een Morfologisch en i voorkeur voor

Casus
V, 90 jaar

m  CT abdomen:

MALIGNE ASCITES

Behandeling Behandeling

Maligne ascites vs Maligne gerelateerde ascites Ascites bij maligniteit

‘FHepaloloay. 1968 S6p-GELEE) 11045
Ascitic fluid analysis in malignancy-related ascites.

Maligne ascites (zonder PHT, SAAG <11g/L, Maligne gerelateerde ascites (met PHT, SAAG Runyon BA", Hoefs JC, Morgan TR.

chyleuze maligne ascites en peritoneale >11g/1, levermetastase, HCC) B Authorinformetion

carcinomatose Abstract

A prospective study identiied 45 patients with malignancy-elated sscitss among 448 ascites patients (10% of the tota), Patients

Geen diuretica Diuretica were categorized into five sul @iullag, pathophysiology of ascites formation. Each subgroup had a distinctive ascitic
- - fluid analysis. Patients wiQgrigneal carcinomaigglRut without massive liver (53.3% of 1
LVP zonder albumine LVP met albumine related ascites) had a ugiia = B
. " radient. Patients wit
Permanente catheters zonder albumine Permanente catheters met albumine Smlggy low ascitic fluid ST ot
phosphatase. Those with peritoneal carcinom:
B B positive ascitic fluid cytology, variable prote
CART CART alkaline phosphatase. Chylous ascites (G Mt »
fluid triglyceride concentration. Patientglith hepatocellular carcinoma sufprimposed on cirthosis (13.3%) had negative ascitic fluid
Anti-tumorale therapie Anti-tumorale therapie cytology, low ascitic fluid protein concen ¢

fetoprotein concentration. Two-thirds of patients wi ‘elated ascites had peritoneal carcinomatosis; 96.7% of p;
with peritoneal carcinomatosis had positive asciic fluid :ylo\ogy hacite furd analysis is helpful in identifying and mslmgmshvng the
subgroups of malignancy-related ascites.
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Behandeling

Ascites geassocieerd aan maligniteit - Diuretica

uring thera oral
0.05 for MIM ve. CMA).

Pockras P, Esrason KT, Mobilzation of malgnant. 10341302-1308

Behandeling
Ascites geassocieerd aan maligniteit - PVS

(@ ©

Behandeling
Ascites bij Budd-Chiari

- Anticoagulatie

- Overweeg thrombolyse

- Zoek naar uitlokkende factor (myeloproliferatieve aandoeningen,
thrombofilie, maligniteit)

- Angioplastie en stenting

- TIPS

- Levertransplantatie

26-3-2018

Behandeling
Ascites geassocieerd aan maligniteit - Permanente
catheters

&

Behandeling
Ascites geassocieerd aan maligniteit - CART

sctore Atter vatue
Mean (SD) " Mean (SD) B
Laborsory das
a108 104 104
Sios 104 104
00 04 10
1476 @17y o i
094 (054) 104 104
6.029.0) 101 101
o 104 101
8047 104 104
130 (7% 104 104
[Tyt w0 104
320 4y 104 276012 108
1093 157 104 1083 (165 101
083 (109 104 104
30 104 104
o 04 0 0
iy - o
2203 100 101
375 65) o &
Lower leg arenfirence -cm 350055 &
S0 standand deviation, «GHR cstimated glomerular Sltiation tic
[ ot concenatea sty
Table 1. Distribution prothrombotic risk factors according to
ENVIE Cohort.
Risk factor EN-Vie cohort n/n (%)*
Myeloproliferative disorder 56/143 [39%)
Inherited thrombophilia 32/154 (21%)
- Factor V Leiden 18/167 (129%)
- G20210A prothrombin 57184 (3%)
- Protein C deficiency 5/117 (4%)
- Protein S deficiency 3/108 (3%)
- Antithrombin deficiency 37112 (3%)
Acquired conditions
- Antiphospholipid antibodies 37/150 (25%)
- Hyperhomocysteinemia 28/129 (22%)
- PNH 1S/77 (19 %)
- Behget 4/163 (2.5%)
- Sarcoidosis 2/163 (1%)
- Oral contraceptives 31/93 (33%)
- Pregnancy 6/93 (6%)
Combinations
- Single risk factor 135/160 (84 %)
- Multiple risk factors T4/160 (L6%)

PNH: paroxysmal nocturnal hemoglobinuria.
arter il evens F. B Ciar yncrome. Unitad European Gastroenerol ) 2015.




[Suspacisa 808

Carfinm wan uirssoma

Fuiminet So
ver talurer

o rapie vei
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[ ~e canaiam Cananais
| raneceva TiPss transcava TiPSS

Tansnepatc TIFSS
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Marterflvens F. Bud Chiar synarome. Unied European Gastroenteral ) 2015.

Complicaties
Spontane Bacteriéle Peritonitis

Analyse ascitesvocht. Spontane bacteriéle peritonitis | Secundaire bacteriéle
peritonitis

Cytose > 250/mm?3 PMN > 250/mm?3 PMN
Totaal eiwit < 1g/dL >1g/dL

LDH >ULN >ULN

Glucose > 50mg/dL > 50mg/dL

Amylase < 50% serumwaarde, normaal > 50% serumwaarde

(pancreatitis, darmperforatie)

> serumwaarde, >6mg/dL
(galblaasperforatie)

multibacterieel

Bilirubine < serumwaarde, normaal

Gramkleuring en cultuuur monobacterieel

Complicaties
Spontane Bacteriéle Peritonitis

m Profylaxis
m  Bij hoge Gl bloeding
m  Secundair profylaxis
m Te overwegen bij totaal protein in ascites < 1,5g/dL (lager gehalte van
opsonines)
m  Norfloxacine 400mg/d of Ciprofloxacine 500mg/d of
Sulfamethoxazol/Trimetoprim 800/160mg /d

Pires

26-3-2018

Complicaties
Spontane Bacteriéle Peritonitis

- Surinfectie van het ascitesvocht zonder een aantoonbare bron noch

heelkunde behandeling
- Meest frequente infectie bij gehospitaliseerde cirrose patiénten
- Mortaliteit 10-50%

- Kliniek: paucisymptomatisch tot koorts, abdominale pijn, diarree, suf,

hepatische encephalopathie, sepsis en shock

- Pathogenese: translocatie van gram negatieve kiemen (E. Coli,
Klebsiella Pneumoniae, Enterobacteriacae)

- Diagnose: ascites punctie

Complicaties
Spontane Bacteriéle Peritonitis

- Behandeling
m  Breedspectrum AB:
- 39 generatie cefalosporine
- Cefotaxime 2g 3x/d gedurende 5 dagen
= Albumine:

- Bij creatinine >1mg/dL, ureum > 30mg/dL of totaal bilirubine >

4mg/dL
- 1,5g/kg op dag 1 en nadien 1g/kg op dag 3

Complicaties
Spontane Bacteriéle Peritonitis

Refeenee Type o prophylacs Trestments Numberol | Numberof GNP pvale Incdenceof | pvalue
patess fections s )
Cinks, 1990 Eavolied anly paints Norosacn o T s02) o
s with pror SB* versus placbo @ 0 14(55)
Sorano, 1991 Evoled patiens without prior Norflotacn 2 o @m0 <
it 80 an it verss o reament 3 9 723)
it prorSBPY
Singh, 1995 Envoled patiens without pror  Trmethoprin-sulfmethorazole 30 o ) om
it} S1P and patiens verss o tresment » 0 s
it pror SBP*
Rolschon, 1995 Envoledpatiens wihout prer  Clpofoacin 2 ' - 1@ <005
e S8P and pates versus paccbo 2 H @)
it pror Sai*
Nowll, 1997 Envoledonly patients Contnuos odosacin ] 1 - 108 01
1154] withoutpri SBE1 5 " 90169)
Grange, 1998 Eavoled ony patines 5 o BT .
5] st s s
Femnndes, 2007 35 13 = 26 o
sl 3 © 1000
Ters, 2008 1157 50 20 o
A o e
2 Stutesappear i chronologicl crer
N means Gram-neative bacteria
© Randomized,double i, placebo-controlled i,
¢ Randomized,unblinded sl
et o Bacteial pertonits, and hepatorenal syndrome n cihosi. Journal of Hepatology 2010,
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winin  conrl st tao sttt
s Toul tens Tl Weight M- Random, 3551 s Random 51
Rifaximin _ Control Odds Ratio Odds ratio

g9 5 pEe vaRmum Study or Subgroup Events Total Events Total Weight M-H,Random.95%Cl Year M-H, Random. 95% CI

ey e 131 Primary prophylaxis

G % 5 omoam owbmion Hanouneh et ai, 201 s 49 113 355 288%  024[0.09,0.63] 2012 R

T8 & o osm omposism Shokooni et al, 2013 3 735 12 60 151%  016(0.04 059] 2013

L LR SRR Viachogiannakos et al, 2013 1 23 10 a6 5.8% 0.16 [0.02, 1.37] 2013
T A, . sem et ai, 201 & &1 13 57 200%  048[018 127] 2016 J—
Yot T M R tis e =g R Subtotal (95% Ci 215 sis  77.6% 0.28 (0.16, 0501 -
Toral events 17 148

FT— Heterogeneity: Tau? = 0.00; Chi* = 2.31, df = 3 ( = 0.51) I = 0%

1z 4w e ompmam  ———f Test for overall effect: Z - 4.32 ® < 6.0001)

7w iw o e

S8 oam o ux oubosos S 1.3.2 Secondary prophylaxis

BT Mostara et al 2015 o a0 s 30 30%  0.06[0.00, 108] 2015 1

BRI T —n—— Eert ot o), 2016 4 102 13 92 194X  025(0.08 078) 2016 ——

B8 b oa s immkra — Subtotal (95% C 143 122 22.4% 020 0.07, 0.59] ——

R alcioos 033 Total & 4 18

12 10 46 35K 016(002,137) Heterogeneity: Tau? = 0.00; Chi’ = 0.84, df = 1 (P = 0.36); I = 0%

- & .. WA Test for overall effect: 2.91 (P = 0.004)

s

ooty T Total (95% €N 358 640 100.0% 0.26 [0.16, 0.43] -
Total event 21 166
Toat oy s wemeox oxspamos - Heterogeneity: Tau? = 0.00; Chit = 241, df = 5 ( = 0.64) I = 0%
T e n oy Test for overall effect Z = 5.19 ® < 0.00001) 002 o1 1 10 so
ey Ta + 0000+ 7980 « 10 <0631 F 0% —_— o e B -
Tear sl e 2+ 6086 < 00000) o o1 ] TE5 Jog SubigrduTom) ERP GRS IR =% Favours (Rifaximin] Favours [control]
oo s 015 1 = 0721+ 0% o o s o
ol [llan . i nepatoreral ur) Gastosnterol Hepatol 2017 ot fr k. Kran et . Riairin fo the prevention of pontanaous bacterial peronts and s, Eur ) Gastosntaro Hepatol 2017

Complicaties Complicaties
Hepatorenaal syndroom Hepatorenaal syndroom

Criteria for

iagnosis of hepatorenal syndrome in cirrhosis.

Cirrhosis with ascites | [Foraimmmrenaon | [Wserrc morenis
Serum creatinine >1.5 mg/dl (133 pmol /1) ] TS !
Absence of shock. — [

[ |

Absence of hypovolemia as defined by no sustained improvement of renal function (creatinine decreasing L
o <133 pmol/L) following at least 2 days of diuretic withdrawal (if on diuretics), and volume expansion with
albumin at 1 g/kg/day up to a maximurm of 100 g/day

~

Absence of parenchymal renal disease as defined by proteinuria <0.5 g/day, no microhaematuria (<50 red

cells/high powered fleld), and normal renal ulfrasonography el e

- \AA

No current or recent treatment with nephrotoxic drugs

—

pres ofliEnsL Incihosi. Journal of Hepatology 2010
eraony [l sukanya 6, Santosh Pal BH et . The hepatorenal syndrome-a reviow. Gl 12014,

Complicaties Complicaties
Hepatorenaal syndroom Hepatorenaal syndroom

10
- Behandeling:
= Monitoring ] L
m Stop diuretica 2 Torliprossin + albumin
o6
= Albumine 1mg/kg op dag 1 gevolgd door 40mg/d §
m Terlipressine 0,5-1mg om de 4-6u, opdrijven tot 2mg om de 4-6u zo geen % o P<05
25% verbetering van het creatinine op dag 3 £
= Gemiddelde behandelingsduur van 14 dagen & =
u TIPS Albumin
= Nierdialyse | H
. ¢z 4 & & W w W s
m Levertransplantatie Days

Patients at risk:
B 2 19 7 4 2 12 11
- B 20 18 %8 17 16 16 15 15

ari B M, Pépin M, Guevara M, eta. nepatorenal
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Complicaties

Hepatorenaal syndroom

5o o
z Responders
= MELD = 28
3 o 0.
g ‘—\_‘
2o o Y
g P = 0001
£
onresponders
02
P <.003 .
o 0. e .
o 4o Z0 do 40 d0 do 7o do 90 % o Zo do 4o s 60 7o d0 so
pays pays
10 9 s 8 8 7 7 7 19 17 16 14 13 1 10 s
17 1@ 12 10 8 & & 4 A P & A 2 2 2 2 2 2 2
i S 4, Pepin N, Guevara M, . otints

Complicaties

TABLE 3. Severs Treatment=Relaied Adverse Events
(Defined as Needed o Withdraw T in)
TERLIINF TERLI-BOL
roup roup

=38 =37 P
Pafiants, o, (%) 72009  18@s28 <005
Suapeciea infeatinal iachermia B
Peripheral ischomia 1 = —
Grouitory overioad 2 5
iina pecioris s s —
i
Aderial hyperiension 1 — —
1 eraistent aianea 2
Oftrs — 2 —
Al TERTITOT., texlipsessio by it b,

TERLI-INF, terlipressin by inwavenous infusion.

cava filleano s, Romano A, et a.

Hepatorenaal syndroom

] 3o 0 %0
Time (davs)

FIG. 2. Nincty-day transplant-frec survivl according to assigned
i

boluses i the teatment of hepatorenal syndrome: & randomized contralled siucy. Hepatology 2016

26-3-2018

Complicaties
Hepatorenaal syndroom

TABLE 2. Details of Assigned Treatment in Respondexs (Complete and Partial)
TERLHINF Group (n = 26) TERLI-BOL Group (n = 24)

Lengh of freaiment, days 931 = 4.06 852 = 3.86
Cumulative dose of alburnin, g 18920 + 9178 164.38 = 89.36
End of freatment G, pmollL 12000 + 3334 121.25 = 38.53
Maximum daily dose of terlipressin, mg 262 =1.06 450 = 3.06
Mean daily dos of ferlipressin, mg 223 =065 351 =177
Daifa CTP. 062 = 065
Deif MELD -731 =370
Delfa MELD-Na ~769 =427
Delfa MAP

Doy 3 of freafment versus basaline 910 = 11.32

Middle of freatment versus basaline 15.04 = 18.04

End of freafment versus bassline 1211 = 1934 920 = 1290

Abbreviations: CTP, Child-Turcotte-Pugh; MAP, mean arterial pressure; MELD, Model for End-Stage Liver Disease; MELD-Na,
MELD including sodium; TERLI-BOL, terlipressin by intravenous boluses; TERLI-INF, terlipressin by intravenous infusion.

P

0.4705
0.3311
1.0000
0.0001
0.0001
0.8014
0.6048
0.2712

0.5957
05164
1.0000

covaifilleano S, Romana A, et a. intravenous of epatoreral

Complicaties
Hepatorenaal syndroom

100
p=om
0
<
Z
Z 4
20
TERLI MID/OCT

Fig. 2. Rates of response in patients who were randomized to terli-
pressin plus albumin (TERLI) or to midodrine and octreatide plus albu-
min (MID/OCT). Gray bars represent patients with complete or partial
response; white bars represent patients with complete response.

covairfilikamath S, berl M, ot al. of epatorenal syndrome: oy

Complicaties

Complicaties
Hepatisch hydrothorax

Hepatorenaal syndroom

e

s B 3 Hm jspes
Sy R G
fasae N B8 5o omenma
Tomnn s 76 000% 108 08—t a0
T 2000 F-o0s gr-ati-omer r-ox . -
R AR b L O B
. et by 1 e 1 o s At e T e} TR 38 P T, e o < e OO ,‘J:.‘.;,,; o
sy o v ST EEETR waon w ot R oo 1
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S ORB R mE mERm
7 w000%  toaoar-ian
sy 20007 006 g lboosor mon ; . : ;
Llvche s R e, obr_ o L

Eur. ) Gastroentero! Hepatol 2016.

attos Jilbvatos A, Riveiro RA Terlpressine versus noradreraiing inthe treatment of hepatorenal
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Complicaties
Hepatisch hydrothorax

Table 5. Advantages and disadvantages of the different treatment modalities for HH

26-3-2018

Treatment Advantages Disadvantages
Medical - Cheap ~ High noncompliance rate
management Noninvasive Risk of acute kidney injury and renal failure

— Ineffective in refractory 1111

Thoracentesis

Relief of symptoms. ~ Frequent requirement
5 K

~ Allows pleural fluid analysis to rule out other = like

diagnoses like SBEM reexpansion pulmonary edema

TIPS

Bridge to liver transplant ~ Post-TIPS hepatic encephalopathy
Success rate of 70-80% Shunt occlusion and thrombosis
— Poor survival in MELD >15, CTP class C and
high pre TIPS creatinine of >2 mg/dl

Pleurodesis

Surgical repair
of diaphragmatic
defects

Repair of diaphragmatic defects can be performed
uccess can be increased with CPAP, somatostatin
Considered in patients when TIPS is

Repeated procedures are needed
General anesthesia needed for VATS

> like empye: septic shock
Increase bleeding risk with mechanical pleurodesis
Cannot be performed in trapped lung.

Increase success of pleurodesis

Liver transplant

Most effective management option = Long waiting time

wa . Shujaat A Evidance based revew of the managament of hepatc hydrothoras. Respiraton 2013

Complicaties
Hernia Umbilicalis

Complicaties
Umbilicale hernia

- Behandeling
m Urgente heelkunde bij inklemming/strangulatie

m Electieve heelkunde bij verdunnen van de huid of eschar met verlies van
ascitesvocht

m Herstel bij levertransplantatie zo ongecompliceerd

Take Home Messages

Ascites is niet onschuldig
Cirrose is de belangrijke oorzaak
Steeds ascitespunctie, SAAG is je vriend

Diuretica en zoutrestrictie zijn de hoeksteen van de behandeling

SBP voornaamste verwikkeling, bepaal ook cytose en kweek in HC-flessen.

R/Cefalosporines

Levertranplantatie

Overige referenties

m  American Association for the study of liver disease (AASLD). Management of Adult
Patients with Ascites Due to Cirrhosis: Update 2012 Bruce A. Runyon

m  Gines P, Quintero E, Arroyo V, Teres J, Bruguera M, Rimola A, Caballeria J, et al.
Compensated cirrhosis: natural history and prognostic factors. Hepatology 1987;7:12-18
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m The serum-ascites albumin gradient is superior to the exudate-transudate concept in the
differential diagnosis of ascites.AURunyon BA, Montano AA, Akriviadis EA, Antillon MR,
Irving MA, McHutchison JG SOAnn Intern Med. 1992;117(3):215

m  Pires et al. EASL clinical practice guidelines on the management of ascites,
spontaneous bacterial peritonitis, and hepatorenal syndrome in cirrhosis. Journal of
Hepatology 2010.
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