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medical and dental professions will expect no worse treatment
than this. If the Government fails to honour the Review Body's
promissory note and give the profession a substantial improve-
ment in its income by, say, the turn of this year-in the event
of Government insistence on phasing any large recommended
award in April-the Review Body could be the first casualty,
probably with a self-inflicted wound. The second casualty
would almost certainly be the professions' dedication, which
has held up better than the DHSS has deserved under the
financial and political battering of the last three years. Would
such an outcome convince even the doubters that any chance
of a well-rewarded open-ended professional commitment to
the NHS will have gone ? If so, will doctors have no choice
but to be driven into seeking work-sensitive, industrial-style
closed contracts in order to obtain a fair reward for their
considerable responsibilities and hard work in the Health
Service ?
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Management of hepatic
ascites
Ascites and oedema are affronts to the physician's skill, so he
labours to squeeze his waterlogged patients, not always
without harming them. In patients with cirrhosis the kidney
avidly retains salt and water, at least partly under the influence
of excess circulating aldosterone,' and the sodium loss in the
urine may be less than 10 mEq a day. In patients with more
severe liver disease renal glomerular filtration and free water
clearance may also be reduced, perhaps because blood flow
through the renal cortex falls.2-4

Patients in hospital for control of ascites should be weighed
daily and put to bed. Restriction of dietary salt is unpleasant
for the patient and today is seldom necessary. In a few cases,
especially those patients with peripheral oedema, bed rest
alone may produce an adequate diuresis-perhaps by reducing
the secretion of aldosterone and increasing renal blood flow.
Nevertheless, a diuretic acting on the distal renal tubule is
usually required to increase urinary sodium loss, and the
aldosterone antagonist spironolactone, 75-150 mg daily in
divided doses, is suitable and widely used-though it may
produce troublesome gynaecomastia. Amiloride, while not an
aldosterone antagonist, is also effective in inducing a diuresis.

Patients whose glomerular filtration and free water clearance
are reduced may require larger doses of spironolactone-up
to 600-1600 mg daily. A diuretic acting on the proximal tubular
reabsorption of sodium, such as frusemide 80 mg daily, may
have an additive effect, but this treatment increases the risk
of potassium and magnesium depletion and should be held
in reserve until spironolactone fails.
Too rapid a diuresis may precipitate liver failure, and, more

important, may further impair renal function, causing the
concentration of blood urea to rise and sodium to fall. Much
patience is therefore often needed in pacing treatment; the
dose of spironolactone should be increased slowly, aiming at a
daily weight loss of only 0 3-0-5 kg.5 6 Such an approach is
easier described than achieved, and the swings on the weight

charts frequently end up resembling the Financial Times
share index. Care is especially needed for those patients with
ascites but without peripheral oedema, probably because the
fluid compartment of peripheral oedema is more easily re-
moved than ascites.7 8 Potassium depletion is common in
patients with cirrhosis and may itself precipitate hepatic
encephalopathy, so oral potassium supplements should be
prescribed at the start of treatment. Nevertheless, spiro-
nolactone does prevent the later development of hypokalaemia
and also conserves magnesium9'; potassium supplements are
therefore best withdrawn after a few days.
The long interval between the start of treatment and

achieving a diuresis may be shortened by use of a formula to
predict the response to diuretics. If the concentration of
sodium and potassium in the urine is measured"'' and the
sodium: potassium ratio is greater than 10 then a good res-
ponse may be expected from about 100 mg spironolactone
daily; a lower ratio indicates that larger doses may be started
immediately with little fear of too rapid a diuresis. Unfor-
tunately many patients are, quite reasonably, already receiving
diuretics when first admitted to hospital, and in these cir-
cumstances the urinary electrolyte concentrations are less
reliable predictors.
A few patients with advanced liver failure do not respond

to diuretics, which instead increase their functional renal
failure and hyponatraemia and lead to oliguria. The prog-
nosis of this "hepatorenal syndrome" is poor."' Attempts have
been made to expand plasma volume by methods such as
giving infusions of hypertonic saline or albumin. These
efforts are usually ineffective in so far as they are based on the
incorrect assumption that plasma volume is reduced in
patients with cirrhosis.12 Nevertheless, we have some evidence
that effective renal blood flow may be increased by further
plasma expansion,13 and it is sometimes worth trying a brief
infusion of salt-poor albumin if diuretics are clearly failing.

Paracentesis is dangerous, and (except for the removal of a
few millilitres of fluid for diagnostic purposes) is not indicated
for hepatic ascites unless exceptionally to relieve an unbearably
tense abdomen. Nevertheless, attempts to drain off the ascitic
fluid, ultrafilter it, and infuse the now concentrated albumin
solution into a peripheral vein have been reported recently as
successful.'4 Surprisingly, patients previously resistant to
diuretics are said to respond to them after this procedure. The
technique has complications, but it can be performed by anyone
familiar with renal dialysis and should perhaps now be
considered in those patients with cirrhosis who are truly
resistant to diuretic treatment but whose liver failure is not so
severe as to warn of impending death. Such patients, however,
will be few if patient and lengthy attempts to remove fluid
with diuretics are made, but the speed of this latest procedure
may recommend itself to physicians pressed for beds and
patients pressed for time.
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