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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 
A 52 year old man, with a history of alcoholic liver disease, is brought to ED by his partner due to increasing 
confusion. 

She reports the patient being very drowsy and having increasingly strange behaviour. 

He has previously had several admissions due to ‘bleeding from his gullet’ and is awaiting a ‘stent.’ He 
continues to drink alcohol 

His had an episode of vomiting overnight 2/7 ago, his partner doesn’t know what colour. Since then he has 
been sleeping during the day and been up all night- his partner put this down to the vomiting upsetting his 
sleeping cycle. She became concerned today as the patient became increasingly irritable and was confused 
about what day it was. 

  

On examination: 

The patient is drowsy but rousable to voice. 

RS: Chest is clear and resonant. 

CVS: HS I +II + 0, looks pale and a little clammy peripherally. HR 110 BP 105/60 

GI: Abdo SNT 

NS: GCS E3V4M6,  

When doing a neuro examination you notice his eyes are a little yellow and his hands are very tremulous. 
He has brisk reflexes and clonus, plantars are up going. 

 

 

 

 

 

QUESTIONS 

1. What is the diagnosis? How can this be classified 

2. Any other parts to the examination? 3. What investigations will you arrange? 

3. How will you manage this person? 
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ANSWERS & DISCUSSION 

1. Hepatic encephalopathy- Severity can be classified using the West Haven criteria: 

Grade Symptoms 

1 Heightened mood- euphoric or anxiety; Forgetfulness; Short attention span; Inverted sleep/ wake 
cycle 

2 Lethargy or apathy; Minimal disorientation to time and place 
3 Drowsy or stuporous but responsive to verbal stimulus; gross disorientation; Confusion 
4 Comatose 

Hepatic Encephalopathy can also be divided into three types: 
Type A: associated with acute liver failure 
Type B: associated with transjugular intrahepatic portosystemic shunt (TIPS) 
Type C: associated with cirrhosis- further subdivided into episodic, persistent and minimal. This is usually triggered by 
and additional disease process e.g: 

Excessive nitrogen 
GI bleed- blood is protein rich which is metabolised by gut bacteria, reabsorbed in the gut and not metabolised 
completely, the most common product being NH₃ 

 Renal failure- inability to excrete urea 

 Constipation- slowed gut transit causing increased nitrogenous metabolites. 

Electrolyte disturbance: 
Hyponatraemia & hypokalaemia- common in those who drink to excess 
Alkalosis- vomiting 
Dehydration 

Drugs e.g. Benzodiazpeines, Opiates, Alcohol, Antipsychotics 

Infection e.g. Spontaneous Bacterial Peritonitis, Pneumonia, UTI, Viral hepatitis 

2. He needs a PR, given his history GI bleed is the most likely cause of his deterioration i.e. he is a likely West Haven 
Grade 3, Type C hepatic encephalopathy. Investigations include: 

 FBC, U&E, LFT, Glucose, Coag, VBG (could arrange a liver screen), CXR, G&S/ Crossmatch depending on 
suspicion, cultures- blood and urine (if infection suspected) 

Further down the line he will require Abdominal ultrasound, diagnostic ascetic tap (if ascites present) +/- endoscopy 

 3. This patient is a Grade 3 HE, likely due to upper GI bleeding, he should be discussed with an ED senior and then the 
Medical registrar +/- ICU, he could need a level 2 bed or above depending on his stability.  

 Main treatment with is Lactulose- in theory this reduces nitrogen load 

 Vitamin K 10mg IV (If large volume bleed see major haemorrhage protocol) 

 Pabrinex 

 Keep hydrated 

 Consider: 
o GMAWS- try to avoid further sedative drugs, if necessary use Lorazepam not diazepam 
o Catheterising him 

 


