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ABSTRACT
BACKGROUND: Disparities in life-saving interventions 
for low-income patients with cirrhosis necessitate inno-
vative models of care.
AIM: To implement a novel generalist-led FLuid ASPi-
ration (FLASP) clinic to reduce emergency department 
(ED) care for refractory ascites.
SETTING: A large safety net hospital in Los Angeles.
PARTICIPANTS: MediCal patients with paracentesis in 
the ED from 6/1/2020 to 1/31/2021 or in FLASP clinic 
or the ED from 3/1/2021 to 4/30/2022.
PROGRAM DESCRIPTION: According to RE-AIM, adop-
tion obtained administrative endorsement and oriented 
ED staff. Reach engaged ED staff and eligible patients 
with timely access to FLASP. Implementation trained 
FLASP clinicians in safer, guideline-based paracentesis, 
facilitated timely access, and offered patient education 
and support.
PROGRAM EVALUATION: After FLASP clinic opened, 
significantly fewer ED visits were made by patients dis-
charged after paracentesis [rate ratio (RR) of 0.33 (95% 
CI 0.28, 0.40, p < 0.0001)] but not if subsequently hos-
pitalized (RR = 0.88, 95% CI 0.70, 1.11). Among 2685 
paracenteses in 225 FLASP patients, complications were 
infrequent: 39 (1.5%) spontaneous bacterial peritonitis, 
265 (9.9%) acute kidney injury, and 2 (< 0.001%) hypo-
tension. FLASP patients rated satisfaction highly on a 
Likert-type question.
DISCUSSION: Patients with refractory ascites in large 
safety net hospitals may benefit from an outpatient pro-
cedure clinic instead of ED care.
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INTRODUCTION
The prevalence of cirrhosis in the USA has risen 1.5- to 
twofold in the past two decades and, despite advances in 
care, age-adjusted mortality has continued to  rise1 resulting 
in over 56,000 deaths annually.2 The prevalence of cirrhosis 
has been reported to be higher in non-Hispanic blacks and 
Mexican Americans, low-income persons, or those with less 
than a 12th grade education.3 These vulnerable populations 
experience disparities in life-saving interventions for cir-
rhosis such as the transjugular intrahepatic portosystemic 
shunt (TIPS)4 procedure for portal hypertension and liver 
transplantation.5–7 Without these interventions, patients with 
cirrhosis often develop ascites that is refractory to medical 
interventions and requires repeated paracentesis.

The need for paracentesis places significant demands on 
emergency departments (ED) and hospitals.8,9 Reducing this 
urgent care utilization has been proposed as a quality-of-
care measure.10 Alternative outpatient models of care have 
emerged for managing ascites such as paracenteses per-
formed by interventional radiologists (IR).11–13 Yet safety net 
institutions, defined by the Institute of Medicine as primarily 
serving patients with no insurance or Medicaid, may lack 
outpatient IR services due to staffing, space, and/or finan-
cial barriers.14 For veterans, the alternative of an outpatient 
procedure clinic staffed by hospitalists has been described.15 
To our knowledge, this model has yet to be adopted in safety 
net hospitals despite their having one-third of all hospitaliza-
tions for cirrhosis and its complications in the USA.16 This 
quality improvement science project describes logistics and 
outcomes of implementing an innovative generalist-led out-
patient clinic for paracentesis in a large safety net hospi-
tal during the COVID-19 pandemic with the objectives of 
relieving the burden on the ED and safely serving predomi-
nantly Latino patients with cirrhosis.

Setting and Participants
A dedicated outpatient FLuid ASPiration (FLASP) clinic 
was launched in March 2021 by one hospitalist in a large 
safety net hospital serving the low-income population of 
Los Angeles county. Eligible patients for FLASP clinic had 
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received at least one paracentesis in the health system’s ED 
or inpatient setting in the previous month and needed regular 
paracentesis for ascites. Patients needed to be insured by 
MediCal and served by the LA Department of Health Ser-
vices network. In accordance with American Association for 
the Study of Liver Diseases (AASLD) guidelines,17 FLASP 
clinic treated patients with thrombocytopenia, prothrombin 
time prolongation, and/or anticoagulation or antiplatelet 
therapy.

Program Description and Analysis
According to the RE-AIM framework,18 adoption of the 
clinic was conceptualized by the hospitalist to address the 
gap in care for patients repeatedly receiving paracentesis in 
the ED, despite long waits during the COVID-19 pandemic. 
The chief medical officer (CMO) concurred and endorsed 
establishing the clinic but approval was predicated on the 
clinic reducing demand for paracentesis in the ED.

FLASP clinic was initially staffed by a hospitalist direc-
tor and a dedicated nurse. After the clinic opened, data on 
reduction in ED visits for paracentesis prompted the CMO 
to support additional staffing by multiple generalist (staff) 
physicians and, starting July 1, 2021, an intern rotating in 
clinic. A NP joined the team on September 1, 2021. To meet 
increasing demand for paracentesis services, weekday clinic 
hours rose from half-day (8am to 12 pm) to full day (8am 
to 4 pm). Physicians staffed the clinic half-day and the NP 
staffed full day.

To promote reaching eligible patients, the FLASP clinic 
director delivered a brief in-person or video orientation to 
ED clinicians and staff with a handout about patient eligibil-
ity, FLASP procedures, and referral logistics. Non-ED staff 
physicians and residents received this information via email. 
To facilitate timely access, ED staff used the electronic med-
ical record (EMR) to schedule a FLASP clinic appointment 
within 1 or 2 days. Bilingual clerks and nursing staff assisted 
patients with FLASP appointment logistics and reminders. 
The FLASP staff also reviewed monthly reports from the 
EMR system of paracenteses in the ED and called potentially 
eligible patients to offer care in the clinic. Once the clinic 
was more established, physicians in internal medicine and 
specialty clinics (i.e., hepatology and gynecology/oncology) 
also referred patients to the clinic.

Implementation focused on performing paracentesis safely 
through rigorous training and observation following AASLD 
guidelines.17,19 The clinic director delivered a 1-week train-
ing program for clinic physicians, interns, and NP as well 
as watched each clinician perform at least five paracente-
ses. The protocol for paracentesis required using ultrasound 
guidance (details available upon request). To limit albumin 
replacement and acute kidney injury (AKI), 5 L or less 
ascitic fluid was removed per AASLD guidelines.17 Vital 
signs were monitored and laboratory tests evaluated after 
the procedure.

To reduce the frequency of paracenteses, staff offered 
information in Spanish or English to patients about dietary 
requirements and support for medication adherence. To pro-
mote consideration of patients’ receiving the TIPS proce-
dure, longitudinal care by FLASP clinic facilitated shared 
management with hepatology.

To evaluate the effectiveness of FLASP clinic on reduc-
ing ED utilization for paracenteses and patient engagement, 
monthly ED rates were modeled using univariate Poisson 
regression, with the monthly paracentesis count as a depend-
ent variable and total monthly ED visits as a model offset 
variable. Rates with 95% confidence intervals (CI) were 
reported as numbers of paracenteses per 1000 ED visits. To 
test for changes in ED paracentesis rates following FLASP 
clinic implementation, we created a binary variable for each 
pre- and post-clinic study month with results expressed as 
ED paracentesis rate ratios (95% CI) comparing pre- to 
post-implementation months. Median and interquartile 
range of responses to an anonymous patient Likert-type 
question about satisfaction were also calculated. This qual-
ity improvement science project was approved by the Uni-
versity of Southern California Institutional Review Board 
(UP-20–01435).

Program Evaluation
A key FLASP clinic goal was reducing demand for para-
centesis in the ED. From 6/1/2020 to 1/31/2021 before the 
clinic opened, EMR data identified 172 unique patients who 
received 416 paracenteses in the ED. Excluding a transi-
tional month, 225 unique patients were identified from 
the EMR as receiving paracentesis in FLASP clinic from 
3/1/2021 through 4/30/2022. The patients treated in the ED 
did not differ significantly from those in the FLASP clinic 
in demographic or clinical characteristics (Table 1). In both 
settings, patients’ average age was mid-50 s and less than 
one-quarter were women. Hispanic/Latinos comprised over 
90% of patients. The most common etiology of cirrhosis was 
alcohol consumption, and the median MELD score was 18 
for both groups.

Utilization of the FLASP clinic grew quickly with 
monthly paracenteses increasing from 96 in March 2021 to 
a high of 269 in September 2021 (Fig. 1, Appendix). Mean 
monthly procedures then stabilized at 203 as patients were 
increasingly shared with hepatology for consideration of 
TIPS or liver transplant.

Mean monthly visits for paracentesis per 1000 ED visits 
declined significantly from 4.11 before the FLASP clinic 
to 1.37 afterward (p < 0.0001) (Table 2). Lower ED utiliza-
tion was observed for patients discharged after paracente-
sis (Fig. 2A, Appendix) with a rate ratio of 0.33, 95% CI 
0.28, 0.40, p < 0.0001 for the comparison of before and 
after FLASP implementation. Mean monthly ED visits for 
patients who were hospitalized after the procedure declined 
from 1.53 per 1000 ED visits before FLASP clinic to 1.35 
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per 1000 ED visits afterward (Fig. 2B, Appendix) but this 
change was not significant (rate ratio 0.88, 95% CI 0.70, 
1.22; p = 0.28) (Table 2).

Safety was essential for the FLASP clinic, especially 
because it trained interns. Over 14 months after launch, 225 
patients received 2685 paracenteses in the clinic. Within 
1 week after each procedure, analyses of the EMR revealed 
that 39 (1.5%) were complicated by SBP and 265 (9.9%) by 
acute kidney injury (AKI) per KDIGO guidelines.20 Two 
cases of hypotension were reported with one (0.0007%) 

requiring hospitalization. No other peri- or post-procedural 
complications were identified including abdominal wall 
hematoma, hemorrhage, organ perforation, and ascitic 
leakage.

All 40 patients served in FLASP clinic within a 2-week 
period anonymously responded to a Likert-type question 
about satisfaction with response options from 1 (very dis-
satisfied) to 5 (very satisfied). The median rating was 5, with 
25th and 75th quartiles both 5. In addition, patient adherence 
to scheduled visits was high with a “no-show” rate of only 
4% to the 2685 FLASP appointments over 14 months.

DISCUSSION
Safety net hospitals fill a vital role by serving low-income 
persons.14,21 However, persons with cirrhosis at these insti-
tutions experience barriers to life-prolonging interventions 
such as the TIPS procedure and liver transplantation.22 Lack-
ing these interventions, refractory ascites requires repeated 
paracentesis that burdens not only urgent care settings but 
also the patients themselves.23 To improve quality of care 
for refractory ascites in a large safety net hospital, this study 
describes implementation of the outpatient FLASP clinic for 
paracentesis using the RE-AIM framework.18 The FLASP 
clinic performed approximately 2700 paracenteses over 
14 months in patients with similar demographic character-
istics to those with paracenteses in the ED. The significant 
two-thirds reduction in the rate ratio of paracenteses in the 
ED before and after FLASP clinic supports achievement of 
our effectiveness goal of reducing demand on the ED. Nota-
bly, this was accomplished during the COVID-19 pandemic 
when our Latino urban population had significant need for 
urgent care.24

Table 1  Patients Receiving Paracentesis Before FLASP Clinic in the Emergency Department (ED) Versus FLASP Clinic Patients

* P-value for group comparisons from the chi-square test for categorical variables, t-test for age, and Wilcoxon rank sum test for Model for End-
Stage Liver Disease (MELD)
† MELD assessed in 142 patients in the ED group and in 185 patients in the FLASP group due to lacking INR to calculate MELD

Patient characteristics (N) ED patients (6/2019–2/2021), 
(172)

FLASP patients (3/2021–4/2022), 
(225)

P-value*

Percent (N) Percent (N)

Age, years (mean, SD) 55.7 (10.8) 55.5 (10.0) 0.83
Men 119 (69.2) 154 (68.4) 0.87
Hispanic/Latino 154 (89.5) 194 (86.2) 0.32
Cirrhosis etiology

  Alcohol 88 (63.8) 120 (64.5) 0.38
  Hepatitis C virus (HCV) 7 (5.1) 15 (8.1)
  Non-alcoholic steatohepatitis (NASH) 7 (5.1) 15 (8.1)
  Mixed (i.e., NASH/alcohol, alcohol/HCV, HCV/

NASH)
20 (14.5) 17 (9.1)

  Other (i.e., autoimmune, cryptogenic) 16 (11.6) 19 (10.2)
Cardiac 9 (5.2) 5 (2.2) 0.11
Malignancy 25 (14.5) 35 (15.6) 0.78
MELD score, median (IQR)† 18 (10) 18 (10) 0.68

Table 2  Monthly Visit Rate for Paracentesis in the Emergency 
Department (ED) Before and After Implementation of the FLASP 

Clinic

* Monthly ED rates modeled using Poisson regression, with the 
monthly paracenteses count as the dependent variable and total 
monthly ED visits as a model offset variable. For each study month, 
a binary variable for pre- vs. post-clinic implementation was cre-
ated to statistically test for changes in ED paracenteses rates follow-
ing clinic implementation. Results expressed as ED paracentesis rate 
ratios (post- compared to pre-implementation), with 95% confidence 
intervals
† P < 0.0001

Timeframe Paracenteses in ED fol-
lowed by discharge
Rate (95% CI)*

Paracenteses in ED 
followed by hospitaliza-
tion
Rate (95% CI)*

Pre-FLASP 
clinic (per 
1000 ED 
visits)

4.11 (3.64, 4.58) 1.53 (1.24, 1.82)

Post-FLASP 
clinic (per 
1000 ED 
Visits)

1.37 (1.19, 1.56)† 1.35 (1.16, 1.53)

Rate ratio 0.33 (0.28, 0.40)† 0.88 (0.7, 1.11)
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Regarding lessons learned, implementation of FLASP 
clinic required first obtaining endorsement from the institu-
tion’s leadership and mutually agreeing on the goal of reduc-
ing paracenteses in the ED. Another lesson involved using 
multiple approaches to reach and engage ED staff and eligi-
ble patients. The FLASP clinic director personally offered 
informational sessions and handouts to ED physicians and 
staff. Housestaff and relevant physicians received emailed 
announcements about FLASP clinic. EMR procedures were 
developed for ED staff to make timely FLASP appointments. 
In addition, FLASP clinic staff contacted patients about 
appointments and offered education about dietary changes 
and medication adherence to reduce the frequency of para-
centesis. Longitudinal care delivered by clinic staff estab-
lished shared care with hepatology services for consideration 
of life-saving interventions.

The FLASP clinic’s team-based care featured attending 
physicians, a NP, and interns as in Veterans Administra-
tion outpatient procedure clinics.15 Another lesson from our 
implementation project was the value of rigorous, protocol-
guided training in ultrasound-guided paracentesis and direct 
observation of clinicians performing the procedure. AKI 
occurred after only 10% of paracenteses in FLASP clinic 
compared with AKI rates of 24%25 and 66% in a study of 
paracenteses in outpatient clinics.15 To reduce AKI risk even 
further, the FLASP team recognized that they may have 
been performing parentheses too frequently and changed 
to approximately every 2 weeks along with more volume 
replacement. SBP was observed in 1.5% of FLASP para-
centeses versus 2% incidence of SBP in a recent systematic 
review of outpatient paracenteses.26 The FLASP clinic also 
aimed to improve patient care experience. We found that 
satisfaction was high on a survey of 2-week sample of con-
secutive patients.

We acknowledge study imitations. After FLASP clinic 
opened, ED visits for paracentesis did not decrease signifi-
cantly for patients who were subsequently hospitalized. This 
demand persisted in part because Latinos with cirrhosis, in 
particular, experience complications requiring inpatient 

care.27–29 Similarly, an outpatient IR clinic for paracenteses 
reported that it reduced ED utilization only for discharged 
patients but not for those who were directly hospitalized 
from the ED.11 This finding reinforces the need to establish 
triage protocols to assess patient stability.10

FLASP clinic currently performs 60–80 paracenteses 
weekly in our large hospital. Smaller safety net hospitals may 
not benefit from a dedicated procedure clinic. According to 
the Healthcare Cost and Utilization Project (HCUP), safety 
net institutions are more likely to be medium or large than 
other non-rehabilitation hospitals.14 However, definitions of 
safety net institutions vary.21 In a study of differing qualifica-
tions for safety net institutions, the number of large (> 300 
bed) hospitals ranged from 223 to 795.21 FLASP clinic is 
most likely generalizable to these institutions. But FLASP 
clinic has added other procedures such as thoracentesis, 
joint injections/aspirations, and lumbar puncture that could 
increase the value of such a clinic for smaller institutions.

We do not have information about paracenteses performed 
in other EDs after the FLASP clinic opened and may have 
missed complications occurring weeks after the procedure 
or treated in other settings. Yet few such urgent care set-
tings exist for our low-income patients. In addition, with-
out outpatient IR paracenteses in our institution, we cannot 
compare outcomes to those of FLASP clinic. An inpatient 
study comparing bedside ultrasound-guided paracentesis 
to IR paracentesis reported better outcomes with the for-
mer.30 Overall, the FLASP clinic for low-income patients 
with chronic ascites delivered safe, well-accepted care that 
has equivalent if not better outcomes compared with reports 
from other outpatient models of care.

In conclusion, the FLASP clinic successfully reached 
similar patients to those seeking ED care and met the leader-
ship’s expectations of reducing ED paracenteses. Relatively 
few complications occurred in FLASP patients and patient 
satisfaction was high. Thus, FLASP clinic offers a valuable 
outpatient model for larger safety net institutions to address 
needs of low-income patients with cirrhosis and the serious 
complication of refractory ascites.31
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APPENDIX
Figs. 1 and 2
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Figure 1  Paracenteses performed per month in the FLASP clinic after opening March 1, 2021 through April 2022.
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Figure 2  A Number of ED visits for paracenteses and discharged per 1000 ED visits (95% CI) discharged, before (June 2020–January 
2021) and after the FLASP clinic (Mar 2021–April 2022). The red line indicates when the FLASP clinic was established on March 1, 2021. 

B Number of ED visits for paracenteses and admitted to the hospital per 1000 ED visits (95% CI).

Corresponding Author: Barbara J. Turner, MD, MSEd; Gehr Fam-
ily Center for Health Systems Science and Innovation, Keck School 
of Medicine of USC, Clinical Sciences Center, Los Angeles, CA, USA 
(e-mail: barbara.turner@med.usc.edu).

Funding Open access funding provided by SCELC, Statewide Cali-
fornia Electronic Library Consortium. This work was supported by 
grant UL1TR001855 from the National Center for Advancing Trans-
lational Science (NCATS) of the US National Institutes of Health. The 
content is solely the responsibility of the authors and does not neces-
sarily represent the official views of the National Institutes of Health.

Data Availability Deidentified data are available upon request 
from Dr. Mack.

Declarations: 

Conflict of Interest: The authors declare that they do not have a 
conflict of interest.

Open Access This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 

as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in 
this article are included in the article’s Creative Commons licence, 
unless indicated otherwise in a credit line to the material. If material 
is not included in the article’s Creative Commons licence and your 
intended use is not permitted by statutory regulation or exceeds the 
permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this licence, visit http://crea-
tivecommons.org/licenses/by/4.0/.

REFERENCES

 1. Moon AM, Singal AG, Tapper EB. Contemporary epidemiology of 
chronic liver disease and cirrhosis. Clin Gastroenterol Hepatol. 
2020;18(12):2650-2666.

 2. Centers for Disease Control and Prevention. Chronic liver disease 
and cirrhosis. https:// www. cdc. gov/ nchs/ fasta ts/ liver- disea se. htm. 
Accessed 28 October 2023.

 3. Scaglione S, Kliethermes S, Cao G, Shoham D, Durazo R, Luke A, 
Volk ML. The epidemiology of cirrhosis in the United States: A popula-
tion-based study. J Clin Gastro. 2015;49(8), 690–696.

1250

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.cdc.gov/nchs/fastats/liver-disease.htm


Dowlatshahi et al: Implementation of a Paracentesis ClinicJGIM

 4. Vizzutti F, Schepis F, Arena U, et al. Transjugular intrahepatic por-
tosystemic shunt (TIPS): current indications and strategies to improve 
the outcomes. Intern Emerg Med. 2020;15(1):37-48.

 5. Nephew LD, Knapp SM, Mohamed KA, et al. Trends in racial and 
ethnic disparities in the receipt of lifesaving procedures for hospi-
talized patients with decompensated cirrhosis in the US, 2009-
2018. JAMA Netw Open. 2023;6(7):e2324539.

 6. Helzberg JH, Parish A, Niedzwiecki D, et al. Racial disparities in 
transjugular intrahepatic portosystemic shunt procedure outcomes. 
BMJ Open Gastroenterol. 2022;9(1):e000747.

 7. Yilma M, Kim NJ, Shui AM, et al. Factors associated with liver trans-
plant referral among patients with cirrhosis at multiple safety-net 
hospitals. JAMA Netw Open. 2023;6(6):e2317549.

 8. Fagan KJ, Zhao EY, Horsfall LU, et al. Burden of decompensated 
cirrhosis and ascites on hospital services in a tertiary care facility: 
time for change? Intern Med J. 2014;44(9):865-872.

 9. Sobotka LA, Modi RM, Vijayaraman A, et al. Paracentesis in cirrhot-
ics is associated with increased risk of 30-day readmission. World J 
Hepatol. 2018;10(6):425-432.

 10. Siddique SM, Porges S, Lane-Fall M, et al. Reducing hospital admis-
sions for paracentesis: A quality improvement intervention. Clin Gas-
troenterol Hepatol. 2019;17(13):2630-2633.

 11. Cheng YW, Sandrasegaran K, Cheng K, et al. A dedicated paracen-
tesis clinic decreases healthcare utilization for serial paracenteses in 
decompensated cirrhosis. Abdom Radiol (NY). 2018;43(8):2190-2197.

 12. Tublin JM, Lindquester WS, Dhangana R, Tublin ME. Growth in 
thoracentesis and paracentesis performed by radiology and advanced 
practice providers: medicare volume and reimbursement trends from 
2012 to 2018. J Am Coll Radiol. 2022;19(5):597-603.

 13. Duszak R Jr, Chatterjee AR, Schneider DA. National fluid shifts: 
fifteen-year trends in paracentesis and thoracentesis procedures. J 
Am Coll Radiol. 2010;7(11):859-64.

 14. Sutton JP, et al. Statistical brief #213 characteristics of safety-net 
hospitals, 2014, Agency for healthcare research and quality. 2016. 
Available at: https:// www. ncbi. nlm. nih. gov/ books/ NBK40 1306/ 
(Accessed: 28 January 2024).

 15. Gerber LD, Sgro G, Cyr JE, Conlin S. An academic hospitalist-run 
outpatient paracentesis clinic. Fed Pract. 2022;39(3):114-119.

 16. Wong RJ, Hirode G. The effect of hospital safety-net burden and 
patient ethnicity on in-hospital mortality among hospitalized patients 
with cirrhosis. J Clin Gastroenterol. 2021;55(7):624-630.

 17. Biggins SW, Angeli P, Garcia-Tsao G, et al. Diagnosis, evaluation, and 
management of ascites, spontaneous bacterial peritonitis and hepato-
renal syndrome: 2021 practice guidance by the American Association 
for the Study of Liver Diseases. Hepatology. 2021;74(2):1014-1048.

 18. King DK, Glasgow RE, Leeman-Castillo B. Reaiming RE-AIM: using 
the model to plan, implement, and evaluate the effects of environmen-
tal change approaches to enhancing population health. Am J Public 
Health. 2010;100(11):2076-2084.

 19. Grabau CM, Crago SF, Hoff LK, et al. Performance standards for ther-
apeutic abdominal paracentesis. Hepatology. 2004;40(2):484-488.

 20. Kidney Diseases: Improving Global Outcomes (KDIGO). Acute kidney 
injury work group. Kidney disease improving global outcomes clinical 
practice guideline for acute kidney injury. Kidney Int. Suppl. 2012, 
2, 1–138. Available online: https:// kdigo. org/ wp- conte nt/ uploa ds/ 
2016/ 10/ KDIGO- 2012- AKI- Guide line- Engli sh. pdf (accessed on 28 
October 2023).

 21. McNeill E, Cronin C, Puro N, Franz B, Silver D, Chang J. Variance 
of US hospital characteristics by safety-net definition. JAMA Netw 
Open. 2023;6(9):e2332392.

 22. Yilma M, Kim NJ, Shui AM, et al. Factors associated with liver trans-
plant referral among patients with cirrhosis at multiple safety-net 
hospitals. JAMA Netw Open. 2023;6(6):e2317549.

 23. Siqueira F, Kelly T, Saab S. Refractory ascites: Pathogenesis, 
clinical impact, and management. Gastroenterol Hepatol (N Y). 
2009;5(9):647–56.

 24 Andrasfay T, Goldman N. Reductions in U.S. life expectancy during 
the COVID-19 pandemic by race and ethnicity: Is 2021 a repetition 
of 2020? PLoS One. 2022;17(8):e0272973.

 25. Shin YJ, Heo CM, Kim KM, Shim SG, Sinn DH. Prevalence, risk 
factors, and short-term outcomes of post paracentesis acute kidney 
injury using revised criteria of the international club of ascites. Medi-
cine (Baltimore). 2021;100(40):e27431.

 26 Alotaibi A, Almaghrabi M, Ahmed O, et al. Incidence of spontaneous 
bacterial peritonitis among asymptomatic cirrhosis patients undergo-
ing outpatient paracentesis: a systematic review and meta-analysis. 
Eur J Gastroenterol Hepatol. 2021;33(1S Suppl 1):e851-e857.

 27. Turner BJ, Rochat A, Lill S, et al. Hepatitis C virus screening and 
care: complexity of implementation in primary care practices serving 
disadvantaged populations. Ann Intern Med. 2019;171(12):865-874.

 28. Kardashian A, Wilder J, Terrault NA, Price JC. Addressing social 
determinants of liver disease during the COVID-19 pandemic and 
beyond: a call to action. Hepatology. 2021;73(2):811-820.

 29. El-Serag HB, Kramer J, Duan Z, Kanwal F. Racial differences in the 
progression to cirrhosis and hepatocellular carcinoma in HCV-infected 
veterans. Am J Gastroenterol. 2014;109(9):1427-1435.

 30. Barsuk JH, Cohen ER, Feinglass J, McGaghie WC, Wayne DB. Clini-
cal outcomes after bedside and interventional radiology paracentesis 
procedures. Am J Med. 2013;126(4):349-356.

 31. D’Amico G, Morabito A, D’Amico M, et al. Clinical states of cirrhosis 
and competing risks. J Hepatol. 2018;68(3):563-576.

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

1251

https://www.ncbi.nlm.nih.gov/books/NBK401306/
https://kdigo.org/wp-content/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
https://kdigo.org/wp-content/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf

	Disparities in Care for Low-Income Patients with Cirrhosis: Implementing an Innovative Outpatient Clinic for Refractory Ascites in a Safety Net Hospital
	Abstract
	Background: 
	Aim: 
	Setting: 
	Participants: 
	Program Description: 
	Program Evaluation: 
	Discussion: 

	INTRODUCTION
	Setting and Participants
	Program Description and Analysis
	Program Evaluation

	DISCUSSION
	Appendix
	References




