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APPENDIX 1

Mental Status :
Details of Operational Definition
for Clinical Stage of Hepatic ehcephalopathy

Grode of Stote of , Inteliegiual. . Neuromuscular

Encepholopathy | Conscipusness unction f J | Personality - Behavior ; Abnormalities
|
0  Normal Wo Abnormality Ne Abnormality
tabalic Tremar
I+ Miid {mm
Impu'trmnnt_ i —"
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ang Shurred Speech
A Maoderate v Hrpoociie Retigses
Impairment ‘ ey Aigun
----- 1iHe= (st [ i fieszs [ [l
Severe § Sy .
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plus neuromuscular
the grade at which
urrnw 'I'lmimgthﬂfthc

mw:ndlmﬂm

QW’Iﬁﬁﬂ‘im wnwmaa

D:shrbmuufmmtalsta::nﬂwmummmfesﬁhmoflﬁmduﬁcbmuf
clinically grading HE stage.

In this figure the various components of mental state are presented as individual
spectra in terms of the conventional criteria for grading mental state. These
components may all appear and advance together or some may appear late and progress
independently. The criteria of Conn et al have been used extensively in clinical
evaluation.
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Mental state can be divided into 3 component parts — the state of
consciousness, intellectual function, and personality behavior. These aspects will be
considered individually in increasing order of abnormality. Each of these components
is depicted diagrammatically in relationship to each other, to conventional grading of
mental state,and to neuromuscular abnormalities (Figure A-1). Some aspects of mental
state do not progress in lincar fashion throughout the four grade of HE. Indeed, they
cannot. Impairment of intellectual function, for example, is detectable in Grade 1, and
byerduBisgmulyahnmnaL Inﬁmdethuww,itisimpmﬁbhmminmummﬂ

IXi at,Grade 2 but the stuporous patient is unable to

furthermore, each of these disturbances may

aof IV1III;'1 ble, It is imF)ﬂBib]ﬂb for
'apaﬁmtwhnistoualeepytu

1 patient write or draw if his

tic guide that help to

place but retaining basic information about where he was

— W&Wﬁ Bkl 3 st

(mayﬂnmh.muucrhoan, urmhutcmnplmly unaware

Grade 4 First semi-stupor to stupor that responds can only be elicited by
progressively more rigorous and noxious stimuli, wuntil
UNCONSCIOUSNESs,




Intellectual Function
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Grade 1  Unable to do serial sevens or to present a sequence of numbers
in reverse order. Less-well and less-rapidly doing simple
intellectual tasks (Number connection test). Very slowly writing
a dictated sentence and with unexpected errors.

Dﬁcuhmdoaﬂcomuahmsmdmhkmrepﬁlmmﬂua

o=y

“wmm‘gm{wmhmswmm

@mmmm(mnmm

bedrooms, or shoes). Anxiousness, paranoia and/or apathetic.
May pose a danger to himself and to their associates.

Grade 4 None can be assessed.




PSE Sum & Index

In order to conduct investigation of various forms of therapy of PSE, it is
necessary to develop an objective overall index which will permit comparison of the
severity of PSE in different times. Fortinspmpum,marb:tmymdm:ofﬂmmtemﬁy

e

Grade 0 < 30 seconds
Grade 1 31-50 seconds
Grade 2 51-80 seconds
Grade 3 81-120 seconds
Grade 4 120 seconds.
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e The presence or absence of asterixis is determined by extending the patients
arms and forearms, with the wrists dorsiflexed for at least 30 seconds:

Grade0  No flapping motions;
Grade 1 Rare flapping motions;
Grade 2 Dccuiuullirmgulnﬂapa;
Grade 3 Frequ \“

Grade 4 me \\ nfirbiopyfisbping motions.
—
If unable to cooperate; the patien be asked 1o squeeze two fingers steadily
and the number of involuntar¥ relaxations of grip i quantified in a similar manner.
sty W\
1% A
Grade 0 ‘“,‘ X“ per sec (cps)
Grade 1 \
Grade 2

aﬁﬁmﬁ%&u wwwmaﬂ
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Each of these five components are arbitrarily weighted in proportion to its
importance. Mental status is weighted by a factor of 3, and each of the others a factor
of 1. The PSE Sumis the total of the weighted scores, its maximum possible value is
28. PSE Sums are not always comparable, since asterixis and the NCT cannot be
tested in comatose patients and other cor ents may not be available at any time.
The PSE Index takes such missing dala i nt. The PSE Index is expressed as

IfliwmhIS OMPOnents an SeTend

PSE Index = Total 566 on

CompamonofPSEingmpﬁmeﬂwuwmyofHEmbemmiwmd

M“““W?Wﬂﬂﬁ“ﬂﬂ?ﬂ‘i

uhuultooL It allows the physician to express the
of individual
of the
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