
■ COMPLICATIONS
Spontaneous bacterial peritonitis (SBP; Chap. 132) is a common
and potentially lethal complication of cirrhotic ascites. Occasionally,
SBP also complicates ascites caused by nephrotic syndrome, heart
failure, acute hepatitis, and acute liver failure but is rare in malignant
ascites. Patients with SBP generally note an increase in abdominal
girth; however, abdominal tenderness is found in only 40% of
patients, and rebound tenderness is uncommon. Patients may
present with fever, nausea, vomiting, or the new onset or an
exacerbation of preexisting hepatic encephalopathy.

In hospitalized patients with ascites, paracentesis within 12 hours
of admission reduces mortality because of early detection of SBP.
SBP is defined by a polymorphonuclear neutrophil (PMN) count of
≥250/μL in the ascitic fluid. Cultures of ascitic fluid should be
performed in blood culture bottles and typically reveal one bacterial
pathogen. The presence of multiple pathogens in the setting of an
elevated ascitic PMN count suggests secondary peritonitis from a
ruptured viscus or abscess (Chap. 132). The presence of multiple
pathogens without an elevated PMN count suggests bowel
perforation from the paracentesis needle. SBP is generally the result
of enteric bacteria that have translocated across an edematous
bowel wall. The most common pathogens are gram-negative rods,
including Escherichia coli and Klebsiella, as well as streptococci and
enterococci.

Treatment of SBP with an antibiotic such as IV cefotaxime is
generally effective against gram-negative and gram-positive
aerobes. A 5-day course of treatment is sufficient if the patient
improves clinically. Nosocomial or health care–acquired SBP is
frequently caused by multidrug-resistant bacteria, and initial
antibiotic therapy should be guided by the local bacterial
epidemiology.

Cirrhotic patients with a history of SBP, an ascitic fluid total
protein concentration <1 g/dL, or active gastrointestinal bleeding
should receive prophylactic antibiotics to prevent SBP; oral daily
ciprofloxacin or, where available, norfloxacin is commonly used. IV
ceftriaxone may be used in hospitalized patients. Diuresis increases


