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The mental states examination (MSE) is an instru-
ment the clinician uses to assess a patient’s orienta-
tion, attention, feeling states, speech, thought pat-
terns, and specific cognitive skills. Like alens or filter,
it aliows the clinician to perceive details and patterns
whose nature might otherwise be only vaguely delin-

cated, This examination, along with a careful history,
physical examination, and laboratory examination,

‘provides the foundation for psychiatric diagnosis and

clinical assessment. Table I8—1 lists the major cle-
ments of the mental status. examination organmd in
hierarchical format. -

As Hughlings Jackson pointed out, functions most_
recently evolved (phylogenetically and ontogencti-
cally) are the most vulnerable to disroption. Psychia-
trists study dismuption of thoughts, fcchngs, and be~
haviors that emerge from the organic functioning of
the brain. The hierarchical structure of the mental
status examination réflects the fact that higher cortical

presented here as a separate part of the clinical exami-
nation (chief complaint, history of present illness, past
medical, psychiatric, and social history, ete), it must
be emphasized that the mental status examination is
not simply an encapsulated or isolated part of the eval-
uation. Information poted throughout the interview
will later be reported in the mental status examination,
. and information gained during formal mental statns
testing may prompt the physician o reevaluate the

" medical history or to seek confirmation of details by

retuming to specific ftems later in the examination.
" When a patient has a memory disorder, for example,

- the clinician should suspect omissions and inconsis-

tencies in the history and-investigate other sources if
Physicians do not always have multiple opportuni-
ties to evaluate patients and may be called on for ur-

- gent decisions about a patient’s capacity for sclf-care,

functions, such as abstract thought, may be distorted

or disrupted by pathologic processes at many levels. It
Lsobwousﬂlatonccannoucstasmpomus patient’s ap-
preciation of abstract similarities, but it is often forgot-
ten that other factors also c:onstrainass&sm&ntof
thought . For example, a patient who is un-
able to attend because of fever or metabolic distur-

banccmnnotmakcnewmcmonm, atthough the neu-

‘ropal substrateé for “memory making” may be
. structurally intact. Among the factors that affect the

interpretation and conduct of the mental status exami- .

natidg are disturbances of attention, vigilance, or con-

potential for violence, suicidal risk, or hold on reality. -
Especlally in emergency room and’ consuliation/li-
aison settings, there is 2 preinium on prompt assess-.
ment. To maximize the yield of the mental status ex-
amination, the clinician must be ever mindful of the
privileged nature of the relationship with the- patient
andofthclmpactspemﬁcquestmus may have on the
patient. Initially, the examiner should explain the pur-
poseofthcmcnml status examination, indicating that
it is part of every complctc patient evaluation. It may
hclp reduce the patient’s anxjety and avoid offeanding

' the patieat to add, “You may find some of the ques-

" tions very easy and some.quite difficult to answer.”

ceatration; emotional turinoil; perceptual distarbances

(impaired vision or hearing); and receptive or expres-

* sive language disorders. A patient unwilling to coop-

crate with the examination will neither reveal intact
fanctions nor-disclose deficits, Failure to recognize
iimitations at any of these levels will lead to efrors

both in diagnostic formulation and in determination of

-appropriate treatient,
Aithmlghthcmcmalstamscxamauonwﬂlbc

" The clinician must be able to note subtle behavioral
clues (a change in voice tone, averted gaze, a tear, a
swallow, a sigh, or hesitancy to discuss-a particular
maﬂcr)mmlosmgtrackofmatmalﬂmtmustbc
. covered in order to complete the. examination. -Al- -
ﬂ:oughﬂmcxmmncrshouldhaveastmcﬂnedscheme '
- for covering all aspects of the mental status examina--
txon,a—-shoppmghst“appmad:xsnotap;nwnam
- Nevertheless, certain complaints, signs, or symptoms.
do require that a mental checklist be consulted. For ex-
ample, if a patient expericnees hallucinations, it is es-

Table 18-1. Organizing the menta status examination - sential to obtain a detailed description of the phe-
(Rlerarchical format). © nomenon. (1) Are hallucinations auditory, visoal,
T Prason — mctile,olfactoxy wgusmtqty?(z)_mmcyelem-
2. Mobor behavior and affect tary (simple points or lines) or complex (formed
, 3. Cogritive.status. _figures)? (3).Do visual hallucinations occur only in -
4. Thought. . one part of the visual field? (4) Are they disturbing or -

- comforting? (3} Is the. hallucinating- patient com-

- Sy
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manded to perform certain acts {eg, do things harmful
to self or others), and if so can the commands be re-
sisted? (6) Do the hallucinations seem to cmanate from
a particular source?

GENERAL FORMAT OF THE
MENTAL STATUS EXAMINATION.

The goal of the mental statizs examination is to as-
sess—both quatitatively and quantitatively—a range
of mentat functions at a specific time. A clear record of
the data provides a baseline for future examinations.
Quantification of elements of the mental status exami-
nation enables the clinician to assess deterioration or
improvement in specific functions over time.

Assessment of cognitive strengths and weaknesses
traditionally has been done by psychologists. Physi-
cians who wish to benefit from precise measurcment
of cognitive function must cither master the psycho-
logic literature on the subject or leam to make their
own assessments. Quantitative assessment of higher
cortical functions (cognitive status examination) is a
process that is essential for proper diagnosis and man-
agement of organic mental disorders. Specifically, at-
tention, language, constructional ability, recent mem-
ory, calculation, and reasosing abilities such as

appreciation of similarities and practical judgment can

all be assessedd in a graded fashion.

One practical way to characterize cognitive dys-
function is 1o systematically probe areas of intellectual
functioning with screening questions difficult encugh
that a right answer implies an adequate level of func-
tion in that area dand renders further testing of that area
unneccssary. If the patient fails the screening item, the
examiner presents a very easy question followed by a
series of increasingly difficalt ones (the metric). This
“screen/metric” approach pravides a graded quaatita-
tive measure of the degree of functional impairment in
specificareas. Such an approach is rapid and efficient,
since time is not wasted examining areas in which the
paticat has obvious strengths.

Several standardized brief mental status examina-
tions serve as cognitive screening devices but are in-
* sensitive to importaat aspects of mental status. Text-
books often provide ‘very detailed “laundry list”
‘approaches to mental status examinations that may ex-
haust both patient and examiner when used rigidly and
in their entirety. Such mental status examination for-
mats arc rarely presented hicrarchically and do not
provide quantifiable results, The following approach

ination is recommended for routine use in single or se-
fial assessments. ‘Althoigh its organization differs
from that of standard €xaminations-in current use, it
contains the same elements. A detailed outline of this
meatal status examination and z standardized work
sheet and report form dre provided in Table 18—3 and
Figures 18—4 and 18—35 at the end of this chapter.
Many of the terms are defined in the Glossary of Psy-
‘chiatric Signs & Symptoms or elsewhere in the ext.

PRESENTATION

Level of Consciousness

Fluctuzations in degree of alertness should be docu-
mented as precisely as possible. (For cxample,
“Patient yawning and drowsy bt responds to verbal
encouragement with cooperation that never lasts more
than 20 seconds.™) Level of consciousness can be de-
scribed along a continuum from coma 1o full alertness.
Coma is 2 state in which neither verbal nor motor re-
sponses can be clicited by noxious stimuli. (In moder-
ate to light coma, motor reflexes may be elicited but
not psychologic responses.) Stupor is a state in which
vigorous and repeated stimulation is required to rouse
the patient. Somnelence and lethargy are less ob-
tunded states in which drowsy, inactive, and indiffer-
ent paticots respond to stimulation in delayed or in-
complete fashion. Drowsiness is a sleeplike state from
which the paticnt cannot be roused fully by minor
stimuli. Alert wakefulness is a state in which re-
sponses to auditory, tactile, or visual stimuli are
prompt and appropriate. '

The Glasgow Coma Scale (Table 18—2) developed
by Teasdale and Jennett (1974) is a graded approach to
assessnent of impaired consciousness on the basis of
eye opening and verbal and motot responses to various
stimuli. The scale ranges from 3 for deep coma to 14
for alert wakefulness. It has demonstrated great value
for assessing and predicting degree of recovery.

General Appearance

The examincr notes clothirig, personal hygiene,
and any use of cosmetics, documenting details of fas-
tidiousness or, inattention (eg, “a 3-day growtih of
beard with food spilled on-his nightshirt™). Is the pa-

Table 18~2. Glasgow Coma Scale.

: Coma Scale
Eyes open (E) -
Spontaneously

To speech
To pain
None

Best motor response

Froxdion 0 pain
Extension to pain
Nona '

S IXAITRES

=N &

Inappropriate words
__I : =

<+ N[

8ummed Glasglow Co_rria-Scahi_——-' E+M+Y.
Range: From 3 for deep coma to 14 for aler! wakefulhess.




tient robust in appearance? Does he or she appear

physically ill, with signs of alcoholism (g, palmar

erythema, facial flushing, spider angiomas) or ei-
docrine disease (eg, cushingoid)? Special attention is
paid to idiosyncrasies of appearance. These details
should be recorded carefully enough so that a third
party would be able to recognize the patieat from the
description without having seen the patient.
Attitude
Is the patient cooperative, cvasive, arrogant, be-
_ mused, or apathetic? The patient’s attitude toward the
examiner and the exarnination situation determines to
a large extent how much and what kind of information
will be derived. -~

MOTOR BEHAVIOR & AFFECT

Motor Behavior - ,

" Are the patient’s movements rapid, abrupt,
clumsy, graceful, or totally absent? Is the level of mo-
tor activity fairly constant, or do abrupt periods of fit-
ful hyperactivity alternate with apathetic withdrawal?

If the patient displays unusual responses, how are they

provoked? Are movements coherent and goal-di-
_rected, or.do they have no discernible purpose? Are

there bizarre repetitive stereotyped movements? Does

behavior include nail biting (anxiety), tapping the fest
" (anxiety or akathisia), or sticking out the tongue and
licking the lips repetitively (buccolingual-masticatory
syndrome of tardive dyskinesia)?

If the patient is mute, does he or she consistently
avoid the examiner’s gaze, closing eyes tightly and re-
sisting efforts to iift the lids (catatonic negativism or
malingering)? Do the patient’s movements repeat
those of the examiner (echopraxia)? Will the paticat’s

Jimbs remain .in unnatural positions if placed there

(called catalepsy, or “waxy flexibility™)? Is 2 mute pa-

tient able to write if handed & pencil ortonod yesorno

in response to cestain questions (indicating cither
aphemia or hysterical mutism)? Is there any changein
behavior depending upon whether the examiner dis-
amnoﬂpasomcvcmsraﬂlathanmorcpmonal
issues such as the health of cither the patient or the pa-
tient"s immediate family? -

Affect . - o _
“Affect” may be considered the observable corre-
late of emotion, ie, the outer manifestation of inner
states. It may be characterized as bright, shaggish, vol-
~ uble, expansive, anguished,: tearful, etc. The cxam-
iner pays particular attention to the range, intensity,
lability, and appropriatencss of affective behavior.
tures, and speech. Although speech and langnage are
often described together, there is a rationale for con-

sidering the flow, volume, pressiire, thythm, and into- .

nation of speech as kinetic phenomena apart from lan-

. guage. The emotional coloring (prosody) of speech

. may be impaircd in major depression, in dysfunction

" thought and mood.
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of the basal ganglia, in Broca’s. aphasia (“motor™

aphasia), or secondary to damage of the right cerebral - '

hemisphere (see Chapter 10).
The term “witzelsucht” refers to a facetious jocu-

" larity sometimes observed in association with frontal

lobe lesions. :

“Blunted™ affect is grossly diminished in range of
cemotional expression. _

Explosions of tears or anger (“catastrophic reac-
tions™) can dccur in orgarically impaired individuals
confronted with tasks once simple but now difficult or
impossible to perform. :

COGNITIVE STATUS

Arguments can be made for assessing the patient’s
cognition at cither the outset or the conclusion of the

- yoental status examination. The authors belicve that a

structured assessment of the patient’s cognitive status
is best performned immediately after the clinician has
noted the patient’s initial presentation, motor behav-
jor, and affect, before an attempt is made to asscss |
Impairments in cognitive ability
may masquerade as either thought. disorder (aphasia

_ may appear as “concretencss of thought™) or mood dis-

turbance (an ammestic patient given the diagnosis of
cancer 2 days previously may make no spontanecus
mention of this and may therefore appear to deay or be
indifferent to the diagnosis).

Attention -

Is the patient so preocgeupied or easily distracted
that cooperation with the examiiner is impossible? Is
thcre a visual field cut, inattention-to a visual hemificld
in the absence of a field cut, or neglect of one side of
the body? o S

_A. Immediate Recall: Immediate recall refers to
the retention of small amounts of informmation for up to
30 seconds. Material “in” immediate recall requires
further processing before it can enter more permancnt

Proper assessment of; attention is. of great impor-

_ tanoe, since it may have implications for further cvaju-

ation and treatment. In the presence of an attentional
deficit, the examiner must be wary of drawing infer-

" ences from further testing of higher cortical functions.

Since inattention is.a hallmark of acuté confusional
staha,itspmcﬂccshmﬂdpmmptamchfoﬁ‘mmedia—
ble (toxic, metabolic, -or infectious) medical. prob-
lems. However, inattention may also be sesain nonor-

- and posttranmatic stress disorders. As.a general rule,

digit span {sce below) is preserved in the cardy stages
well advanced that one finds impaired attention.

* Attention span may be assessed by having the pa-
fient repeat a list of words or a digit sequence pre-
seated at the rate of one digit per second. It is impor-

tant that the digits not be grouped (by rhythmic

clusters or intonation) and that they be somewhat ran-
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dom {eg, not ail odd or ali even). This should be prac-
ticed, since it is difficult to present a string of digits in
this fashion without clustering. Intact repetition of 6
digits forward rules out major attentional distwrbance.
Inability to repeat at least 5 digits is considered abnor-

Patients who Fail the initial screening task of 6-digit
repetition are presented with a metric: digit sequences
of increasing length, beginning with 3-digit numbers.
The examiner discontinues this task only after the pa-
tient has missed twice at a given level (eg, 2 mistakes
at the 5-digit level).

B. Concentration & Vigilance: The ability to
sustain attention gver a fonger period may be referred
to as “concentration” or “vigilance.” Sextal 7s (see p
199) or repetition backward of a digit sequence or the
months of the year (or days of the weck) may be used
to assess concentration. Psychiatric disorders such as
anxiety, depression, and schizophrenia may impair
vigilance without distupting digit repetition.

Orlentsation
Ordentzation is assessed with reference to persen,

place, and time. Orientation to person (ability to give -

one's own name when asked to do s0) reflects “over-
learned™ information and is seldom if ever lost in or-
ganic brain disease. Failure to give one's own name
occurs in hysterical dissociation and most often re-
flects negativism, confusion, distraction, hearing im-
pairment, or receptive language disorder.

Qrientation to place can be tested with reference to
country, state, county, city, type of building, name of
building, location of building, and location in the
building. A patient mmay know hie or she is in a hospital
but not know the city or state.

COrientation to time may be tested with reference to
ycar, season, month, day of week, and date. Because
time changes more frequently than location, it is more
vulnerable to disruption and thus is the most sensitive
index of disorientation. (One cannot, however, use
time of day as a screen for orientation to time, since
patients may know or guess the time of day from nu-
merous cues but have no idea of the month or year.)

Language

Failure to assess language in s systematic fashion is
a shortcoming of many mental status examinations
and can lead to diagnostic confusion. Word-finding
difficulty (anomia), for example, may be mistakealy
thoughttoreﬂectadzso:da’ofmcmmy or judgment.
Aphasia (sce Chapter 10) is a language disorder often
nnstakcnl’y atiributed: to confusion, dementia, hyste-
ria, or psychosis.

Language . proficiency is assessed by tcstmg 4
paramneters: fluency, -comprehension, repetition, and
naming. {(Reading and writing will not be discussed
here.)

A. Fluency: Fluency refers to the abihty to pro-
duce sentences of normal length, thythm, and melody.

It is commonly assessed by listening to the patient’s.

~ spontaneous speech. Is speech hesitant, stammering,

or inarticulate? Are words mumbled or spoken too
softly to be heard? Is the volume constant, or does it
decrease toward the end of the sentence? Does the pa-
ticnt use bizarmre syntax resulting in nonsense? What is
the range of vocabulary? Is speech “empty,”™ consist-
ing of few substantive words and frequent circumlocu-
tions? (The function or some particular attribute of an
itern may be offered as 2 substitute for its name-—eg,
“the thing that holds #t on your shirt,” rather than *the
clip of the pen.") Patients may become adept at mask-
ing word-finding difficulty by skirting certain issues or
using unobtrusive circumnjocutions.

A helpful method for assessing Suency is to have
the patient describe what he or she observes in a pic-
ture such as the “fishing picture™ (Fig 18—1). Al-
though this is not truly spontaneous speech, there are
distinct advantages to presenting each patient with a
unifosm speech stimulus. The examiner quickly leamms
to note neglect of details and to recognize subtle word-
finding difficulties. Upoa completion of the patient’s
dcscnpuon the examiner can return to specific details
of the picture that have been omitted or incorrectly de-
scribed. Verbatim recording of a patient’s description
of the picture is essential. Special atiention is paid (o
paraphasic efrors, which coasist of distortions involv-
mg cither individual letters (“brain clumor™) or whole
words (eg, “stick™ for pencil). Speech is described for
clinical purposes in an all-or-nothing fashion as either
“fluent™ or “nonfluent.”

B. Comprehension: Just as intact anditory per-
ception is essential for optimal interactions between
geniatric patients. and friends or hospital staff, lan-
guage comprehensidn is also crucial. Since repetition
and comprehension may be “dissociated™ in langnage
disorders that sparc ‘the perisylvian speech arcas (see
Chaptcr 10), it is dangerous to infer intact comprehcn—
sion from a patient’s sbility to repeat what is said.
Thus, any tendency by the paticat to consistently echo
or repeat should actually raise a question of compre-
hension deficit. It is as if these patients are trying to
“run the tape by” one more time in order to extract
from it as much information as possible.

There are many ways to assess comprehension at
the bedside. The paticnt can be asked to point to ob-
jects the cxaminer names or whose function is de-
scribed. ‘This method is limited by objects that are at
hmdandbyﬂxeexammcr’sski]]mabstmctdcscnp—
tion of common objects. Another approach is to
prescat questions that can be answered yes or no. If
this is done, the examiner must ask at least 6 ques-
tions, since mcpancmhasaSO—SOchmoeofanswer
ing any one question correctly. (It should atso benoted
that some aphasic patients are unable to say yes or no
cven when they know the answer.)

A graded screening and metric approach to testing
comprehension that has proved useful is es follows:

The screening item consists of obeying a 3-step
commznd. At least 5 objects are placed in front of the
pahent,who;smldm“mmovcrthcpapu hand me-
the pen, and point to your nose.” Apanentwhofaﬂs
ﬂnstasklsaskedtopc:formﬂmmctnc which consists
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Figure 18—1. “Fishing Picture.” (Reproduced with pennission of the Northem Cafifornia Neurobehavioral Group; Inc.:
Neurobehavioral Mental Status Examination Test Booklet and Stimulus Bookiet. Copyright © 1883.) -

of three 1-step commands, two 2-step commands, and
one 3-step command. Success in performing each of
the one-step.commands Tules oat major apraxic prob-
Jems. (See Chapter 10 for discussion -of ideomotor
apraxia.) T -
The metric is performed (for example) as follows:
One-step commands: 1) Pick up the pen. (2) Point

to the floor. (3) Hand me the keys. | ’
- ~Two-step commands: (1) Point to the pen-and pick
up the keys. (2) Hand me the paper and point to the

coin.
" Three-step command: Point to the keys, hand me
the pen, and pick up the coin. - ) ) '
. A surprising number of paticnts are unable to per-

form a 3-stép command despite intact coopcration, at-
tention, and auditory acuity. Careful documentation of
inability to comprehend and comply with complex re-
quests (ie, subclinical language disorder) is of great
. value to the nursing staff and others who manzge the
paticnt on the ward. Documentation of such deficits
minimizes the risk that these paticats will be wrong-

C. Repetition: Sentences that are short and con- .

* tain high-frequency (“everyday™) words are the casiest
--t0 repeat. Longer sentences: that contain low-fre-
with no objective referents (“from,” “and”) are more
for repetition might be *The beginning movement Te-
vealed the composer's intention.” The patient who

_ fdils this js given & sexies of phrases or sentences of

. graded difficulty as the metric: *Out the window.” “He

_ tient unable to.pass the screening

swam across the lake.” “The winding road led to the
village.” “He left the latch open.” “The-honcycomb
drew a swarm of bees.” “No i, ands, or bus.”

Because the bizamre speech of patients with Wer-
nicke's aphasia is fluent, the physician may incor-
rectly conclude that these patients are psychoficorina
confusional state. Demonstration of paraphasic errors
‘on repetition tasks provides clegant proof of primary
language dysfunction. Repetition is impaired in all of
the major perisylvian aphasic syndromes. -

D. Naming: Naming parts of an object (eg, “ten-
tacle™) is even more difficult than naming the object it-

‘self (“octopus™), Thus, an appropriate screcning ques-

tion turps out to be naming a pen and its parts on visual
confrontation: cap or.cover, peint or nib, and clip.
(The patient who can name a pen and its parts has in-
tact'namipgabﬂityanddownot}nvcaphasia.)Apa-

_ ucstion is con-
fronted with a metric consisting of B pictured items

that are increasingly difficult to name (Fig 18—-2).

Thus, one obtains 7 graded estimate of the degree of
word-finding difficulty. )

- fests naming difficulties has aphasia. . Otherwise

cere-
bral dysfunction secondary to metabolic disturbance.

Aphasic dysnomia may occur as an isolated and dra-

 maic deficit with localized left hemispheric lesions,

ot it may exist as part of a larger aphasic syndrome.
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3. Ladder 4. Kite

5. Horseshoe 6. Anchor

7. Octopus

8. Xylophone

Figure 18—2. Eight pictures from the metric test of naming ability. (Reproduced with penmission of the Northem California -
Neurcbehavioral Group, Inc.: Neurobehavioral Mental Status Exarnination Test Booklet and Stimulus Boolkdet. Copryright @-

1983)

Unless paming is carefully asscssed, the clinician

runs the risk of mistaking word-finding difficulty for -

“thought blocking,” amnesia, or impaired judgment.
Accordingly, language is asscssed prior to memory.

Memory

A. Verbal Memory: A general impression of the
patient’s memory can be gained from the way in which
be or she presents the history. Is there internal consis-
teacy, or are there gaps and contradictions? Does the
patient reinember the physician™s name from a past en-
counter, or docs the paticnt confabulate, claiming to
have met an individual whom he or she has never seen
before? Is there a pesiod for which the patient has poor
recall? If 50, is the patient unable to recall cither per-
sonal or general information from that period (organic
amnesiza), or is there sclective Inability to recall per-
sonally relevant information (psychogenic amnesia)?

1. Recent memory—Ability to recall events of
the past minutes or days reflects recent memory. (Ori-
entation to place and time also actually reflects mem-
ory.) Recent memory is assessed clinically by asking
ﬁ;epa_ﬁmtto!camncwinfonnaﬁon.?lhisispom—
moaly done by presenting 4 unreiated words. The pa-
tient is told that he or she will be asked for these words
later in the examination. The examiner must be certain
the patient can repeat all 4 ' words before going on with
other parts of the examination, which constitute

“interference material.” (The aumber of trials required
to learn 4 words is another measure of atiention.) Fail-
ure to make sure that the patient can repeat all 4 words
invalidates any conclusions about recent memory.as a
specific ability area—the patient may simply not have
been attending to the task, and apparent failure to re-
call may really reflect initial failure to register mate-

For each word a patient is unable to recall after S or -
10 minutes, a category prompt (¢g, ““a color™ or “an
animal™) is given. If the patient is still unable to recail
the word, a list of 3 or 4 words—ons of which is the
test word—is preseated. Points are assigned onthe ba-
sis of whether a woid is recalled on command (3
points), following a prompt (2 points), or recognized
from a list (1 point). .

Five to 10 minuies after a patient or a
severely amnestic alcobolic has been given 4 wonds to
learn; neither mzy be zble to recall any of the words
when asked to do so. The depressed patient, however,
wiH usually respond to category prompis or recognize
the words from lists, whereas an alcoholic paticat with
Korsakoff’s syndrome may not evea recall having
been given a list of words to learn. The examiner who
simply records “none of 4 words recalled at 5 minutes™
for both of these patients fails to distinguish 2 very dif-
ferent situations. Morcover, 2 maximum 12-point
scoring system (4 items, each rated 0—3) allows the
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clinician to monitor improvement or detenioration of
memory following administration of agents such as
thiamine, digitalis and diuretics, or wicyclic antide-
pressants. Clinicians who ask patients what they had
for breakfast should verify the answet by asking the
dursing staff also. Itis worth repeating that the distinc-
tion between atientional and amnestic deficits is cru-
cial. The diagnosis of amnestic syndrome cannot be
rmade in the presence of an attentional deficit.

2. Remote memory—Ability to recall the events
of weeks or years ago is difficuit to assess clinically.
since the examiner seldom knows enough about the
patient to ask pertinent or verifiable questions. Unless
the examiner is prepared to seck corroboration (such
as what schools the patient actually attended or the
dates of military service), there is no point in asking
such questions. Questions about past presidents, dates
of wars, and events that affect cveryone {such as Prest-
dent Keonedy's assassination) are helpful, but evalua-
tion of responses remains problematic, since failure to
recall may refiect increasing forgetfulness (as in senile
dementia) or a pedod of time during which the patient
was unable to lay down memories. With resolution of
memory problems (eg, following tranmatic amnesia
secondary to head injury, or in response o thiamine
treatment of Wemicke-Korsakoff syndrome), older
memorics tend to return before more recent oncs (Ri-
bot's law).

B. Visual Memory: Patients may be asked to re-
produce designs or report details of pictures after de-
1ays of seconds or minutes. Alternatively, the exam-
iner may ask the patient to remember a series of items
(eg, clock, window, chair) or wherc the examiner
places or hides an item such as a doTlar bill (eg, behind
a piciure). :

Constructional Ability

‘While testing of constructional ability is frequently
omitted from the routine mental status cxamination, it
may be helpful in the detection of organic brain dis-
ease_ Patients may be asked to copy drawings, manip-
ulate blocks, or reconstruct a figure using tokens., Be-
fore the examiner draws conclusions about 2 patient’s
constrirctional ability, it is esseatial 1o asscss visual
acuity, motor functions {strength, praxis, and coordi-
pation), and tactile sensation. e

As a screening test for constructionat ability, the

paﬁmtisinstmaedtosmdjVZﬁglmforlOsaconds~ .

and is then asked to reproduce them from memory.
Suwasfuloompleﬁonofﬂ:escmenmquixwhtactim-
mediate vistal recall as well as significant visual-spa-
tialabi]ity-'l‘hoscmcuingtwtandcmmplmofm-
able and unacceptable responses are shown in Fig
18-3. : ’

Individuals who fail the screen are asked cither to-

copy a serics of increasingly difficalt figures or to 1~
coustruct geometric figures using tokens (Fig 18—3)-

] Catculations

The patieat’s education and professional back-

" ground should be considered before calculating ability

is tasted. The traditional “gerial 7s™ task, in which the

. patient is asked to “subtract 7 from 100 and then con-

tinue, sebtracting 7 from cach answer,” is a difficult
task for many high school graduates (ic, over two-
thirds are unable to get into the 50s without an exTor in
Jess than 30 seconds). In addition to calculating abil-
ity, the task requires sustained concentration and is
easily distupted by anxiety; for this reason, difficulty
with serial 7s should not be taken as evidence of
dyscalculiz. Simple addition, subtraction, and mult-
plication often assess rote learning (a type of remote
recall) rather than calculating. Thus, an appropriate
assessment of calculations involves tasks that fall
somewhere between the 2 examples. As a screcning
device, the question “How muchis5 % 137" isappro-
priate. Examples of metric itemns are shown below.

How much is 5 + 37

How much is 15 + 77

How much is 39 divided by 37
How much is 31 — 87

terpretation).

A. Practical Judgment: Assessing practical
judgment is especially important in the evaluation of
thought disorders, character disorders, or dementia.
This area is difficult to appraise because many judg-
ment questions can be answered “coectly” by the aid
of simple memory (remembering what one’s pareats
or teachers said should be done in a given situation).
Practical judgment also reflects the paticot’s social and
financial background. (A prosperous physician who
loscshis_wﬂctinthcairpm‘tinDenvcr. Colorado,
mightca]lhomctohavemoncy wired to him, whereas
an adolescent runaway might tam to Traveler’s Aid,
gotoalocalchmch,ortrywhitchhikc.)

1. Screening question-The: patient is asked,

: “Whatwouldyondoifyoumsuandedhthcahpoﬂ

in Deaver, Colorado, with only 2- dollar In your
pocket?” Acceptable answers are calling a friend or
mcmbcrtowimmoncya_ndgohgtofl‘mveht’s

" Aid. i the patient claims to know people in the Deaver

area, the examiner should say, “For the purposes of
this question, i.m.agineyouateinan_nitpottfaramy
‘from anyone you know.” If the patient suggests using
qe(ﬁtcards,dzccmnﬁnctshoxﬂﬂsay,%tdnput—
poscsofﬂ:isquwﬁon,imagimywdomhavcaq:dit
cands,” Patients should be asked to cxplain their an-
sw::sﬁmha'whenvngmarpmﬁaﬂyeomms
are given. ; - -
2. Metdc—'lhcpaﬁ:utisaskcdthcfollawingse-
:icsofquzsﬁons.Asoomonpoin;si'sgivenforgfuﬂy
correct answer, 1 point for a partially correct or Vague
answct,andnopo_htsforaninoonwtanswct.ﬁxm-
ples of 2-point, 1-point, and O-point answers for each
tem are given below.
&Whaiwouldyoudoifymzwokeupati minutc
bcfd:eS:ODAMandmmcmbﬁcdanappdinunent&

|
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' Screening test: Copy these figures:

Acceptable and unacceptable responses to screening test:

]
L5
R

BN

=

U]

Pass Fail

Metric test for constructions:

2

Pass Fail

Flgure 183, Testing constructional ability. (Reproduced with permission of the Northem California Neurcbehavioral
Group, Inc.: Neurobehaviorsl Mental Status Examination Test Boolkdet and Stimulus Booklet. Copyright © 1883.)

downtown at 8:00 AM? Answers: 2 points—all the
peson; 1 point—dress as guickly as I can and rush
downtown; 1 point (vague)—cancel the appaintment; 0
points-go back to bed. :

b. What would you do if while walking beside a
lake you saw a 2-year-old child playing alone at the
end of a pier? Answers: 2 points—temove the child
from the pier and look for the parents; 1 point—tell-the
child to get away from the water; 1:point (vague)~
make sure the child is not hanmed; O points—yell for
help: Jook for a-lifeguard; go for help.

¢. What would you do if you came home and found

a broken pipe was flooding the kitchea? Answers: 2
points—shut off the main water valve; I point—call the
plumbes; 1 point (vague)—stop- the water; 0 points—
mop up the mess. o

B. Abstraction: (Similarities and proverd inter-
pretation.) : .

1. Slmilarities—-Ability to appreciate the com-
mqnaﬁtj?'batween2objectsistﬁteda:?;partofdm
_Wéchsia’ Adnlt Intelligence Scale. Low native intelli-
gence, psychosis, distraction, or dementia may pro-
duce impainment in abstracting ability-

a. Screening question—The patient is told, "1



THE MENTAL STATUS.S(AMINATION f 201

am .going t0 ask you how some things are alike.”™ A -

specific example is then given: “For example, 2 hat

and a coat are alike because they are both clothing.™

As a scroening item, the patient is zsked, “In what way

are painting and music alikeT” Only the abstract re-

sponses “art” or “forms of art™ are passing. Less spe-

cific abstract respoases, such as both are “artistic™ or
“created,™ are not passing answers.

b. Metric—The patient is told, “I have some other
pairs of items. Again, I want you to tell me how they
are alike. In what way are a rose and a tlip alike?”
Each item is similarly introduced. The first time a pa-
tient responds with a difference between the items,
that response is recorded and the patient is told, “That
is how they are different. I want you to tell me how

they are alike.”™ Regardless of whether the paticut' goes

on to give a good.answer; no credit is given. Subse-
quent “difference”™ responses are notcorrectcdorcmd—
ited with points.

(1) Rose-tmalip: 2- pomts—ﬁowm's 1 point-grow,

have petals, needwat:r,mncllmce,Opomtsuprmy_

same color, fresh, outdoors.
(2) Bicycle-train: 2 points—vehicles, means of-

transponauon., 1 -point-ride them, wheels toys, 0_

points—go fast, have tracks.

(3) Watch-ruler: 2 pomts-mcasunn g instruments; 1
point-have numbers, tell how much; O points—are use-
ful, have many parts.

(4) Corkscrew-hammer: 2 points—tools; 1 pomt—-
used by hurnans, made of metal, dowork,Opomts—-cut
into things, are strong.

- 2. Proverb Interpretntlon—Another means of
assessing a patient’s capacity to abstract is to ask for
the patient’s interpretation of a proverb. Proverbs such
as “There’s no use crying over spilled milk” and “The
grass is always greener on the other side of the sheet”
are casier than' “People whe live in glass houses
shouldn’t throw stones™ of “Every cloud has a silver

‘lining.” Proverb interpretation is strongly influenced
by culture, educational level, and sociocconomic
class. . ;

THOUGHT

Assessment of thought may be divided into several
aCAs: process, content, cognitive functions (abstrac- .

tion and judgment), fund of knowledge, and insight.
_ Bach will be discussed briefly.

Thought Process - :
- of speech and reflects the way in which meatal associ-

ations are made. Thought process may be described as
concrete,

able to retura to the subject), perseverative (sticking to

a single thought, plaase, or word), loose (absence of -

logical thought progression), or incoberent. Thought
“blocking™ refers to sudden cessation of thought or

speech. It may occur in schizophrenia, and lesser de-

tangentisl (getting off the track of the subject
andfaihngtomﬁnn),cncumtanﬁal(dxgrmvebut :

grees are seex in anxiety states such as obsessive com-
pulsive disorders. In rare instances, thought

may be so disrupted that the examiner has little or no
idca of the content of a paﬁcnt-'s thought.

Thought Content

In asscsmg the content of a patieat”s thought, the
examiner notes preoccupations, ambitions, phobias,
andpaccpmaldnsmrhanm (such as illus:onsandhal-
lucinations). Patients may be asked, “Do youhave the
fecling that you control your own thoughts?” On care-
ful questioning, patients may admit that they believe
thoughts arc inserted into or withdrawn from their
minds or broadcast to others, or that their thoughts:are
controlied by outside forces.

Specific fears or belicfs should not be taken at face
value, but their odgins should be explored. A state-
ment such as “I don’t want'to go out of my house,” for
example, may have widely different meanings. A pa-:
ticat with & right parietal Jobe ttmor may-no Jonger be
able to find the way home after walking to a nearby
store. One suffering from a major depressive disorder
may feel too tired to go for a walk or may have lost all
interest in former sources of pleasure. Aschrzophtenlc :
patient may fear being overtaken by enemics and tor-
tured. Yet another individual may fear opcn strects or
becoming trapped in acrowd. . :

Pancmts who deny specific dclusmns may still
claimn to have a special relationship with God. It is of-
ten helpful to ask patients, “How da you think others
fecl about you'?" (admired, shunued, unappreciated,
etc).

Alt.hough visual and olfactory hallucinations may
occur in“functional” psychoses such as schizophrenia .
or affective disorder, ﬂwywndtooca:rmurcfm-
quently in association.with organic disease. Patients-
shouldbeaskcdtodcscn’behowvividandﬁequcnt
their halucinations are, in what circimstances

- occur (on falling asleep or waking), and whether they-

are pleasant; comforting, or texrifying. They should be
asked w0 identify the soumrce of the hallucination.

. {whethes it originates within the patient or is projected. .

from some owter source)., If haliucinations consist of
coromands, patients should be asked whether they are
able to resist the commands. Patients who are asked if
ﬂ:cyhavespcualbodﬂyfeclmgsmympondthat
they feel dead or imreal inside.

Insight

The patient’s degree of understanding of his or her-
mdialorpsychologxcpmblcms:sammcofm—
sight, The patient may be asked, “How.do you under-
stand your problems?” or “What Lias been most helpful
to you in dealing with this problem in the past?™-Al-
though insight and understanding are often essential to
working with patieats, some paticats are able to ac-
quire insight only after their behavior bas changed. It.
is always important to look for cognitive, perceptual,
or informationzl explanations of “poor insight™ before
m:putngtopauentspsydxodymnncdcfmagamt

insight.
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- D
'”tcrm «“mood” denotes a persisting subjective
state of feeling tone as reported by the patient. If the
patient does not volunteer a description of his or her
mood, the examiner may ask, “How are you feeling
inside?” or “What are your spirits like?” Mood may be
characterized (for example) as blue, despondent, anx-
ious, fearful, bored, exuberant, irritable, or restless. -
Are there dissociations between affect and reported
mood? Does the patient with immobile facies say that
he or she feels nothing insideé or report that he or she
feels sad but cannot cry? Does the facial expression of
a schizophrenic patient who describes inner feelings of
fear or emptiness reflect this, or does he or she wear a
“silly” smile while describing inner turmoil? Patients
with pseudobulbar palsy (due to distuption of fibers
connecting frontal motor cortex with brain stem nuclei
subserving emotional expression) may report episodes
of laughing or crying uncontrollably, breaking into
langhter when they feel blackly depressed, or crying
when amused.

MENTAL STATUS & INTELLIGENCE

xltal status examination and intelligence testing
are offen combined. Elements of the mental status ex-
amination are tested in formal tests of intelligence.
Abnormalities in mental status (eg, attention or mem-
ory) clearly affect ability to complete tests of intelli-
gence (se¢ Chapter 20 for a detailed discussion of tests
of intelligence). Conversely, some rough measures of
intellipence, especially- fund of knowledge, often are
included in mental status examinations, Our formal
examination format does not include measurement of
fund of knowledge, but it is briefty described here for
the sake of completeness.

The patient’s fund of knowledge may be assessed
by asking questions about a wide range of subjects
(politics, literature, art, history, geography, etc). In
addition to reflecting educational level, the question-
ing may also help evaluate recent and remote memory.
Although intelligence often manifests itself in-a wide
range of interests, some individvals with superior in-
telligence actually have very restricted interests. Vo-
cabulary (noted under speech) represents a particular
example of fund of knowledge and comelates highly
with intelligence.

Table 18-3. Detailed elements of the mental status
examination (hierarchical format}.

1. Presentation:
Level of consciousness: coma to alert wakefulness

{Glasgow Coma Scale; see Table 18-2). .

General appearance: body habilus; hygiene; cosmesis;
dress. -
Attitude: degree of cooperation and effort.
2. Motor behavlor and atfect:
Motor behavior: akinesia; involuntary movemerts;
mannernsms.
Affect: facial expression; gestures; speech
characteristics; pressure, volume, prosody.
3. Cognitive status: -
Altention: :

Aftention span: digit span; number of trials required to
leam 4 words.

Concentration and vigilance: serial subtraction; letter
cancellation tasks; months of year backwards.

Orientation: for personal kdentity; place; time.
Language:

Fluency: spontaneous speech; description of picture..

Comprehension: of spoken or writien language;
performing commands of graded complexity;
response to “yes/no” questions; pointing to named
or described items.

Repetition: sentences of graded difficulty; isolated
words; letters; numbers.

Naming: objects and parts of objects to visual

. confrontation (or on tactile presentation).

Reading: aloud vs for comprehension; paragraph;
sentence; words; fetters; numbers.

Writing: written description of picture; write name and
address; write fror dictation; copy a written
phrase, word, or lefter.

Speflling: words of graded difficulty.

Memory: : .

Verbal memory: 4 unrelated words recalled after 5
minutes; recall of short stery or paired words.

Visual memory: reproduction of figures; recall of where
examiner hides object .

Constructional ability: reproducing figures from memaoty,
copying figures; constructing blocks or token
designs.
Calculations: addition, subtraction, multiplication, and
division.
Reasoning:
Practical judgment.
Abstraction: similarities and proverb interpretation.
4, Thought: . _
Process: coherence; goal directedness; togicality.
Content; hallucinations; delusions; preoccupations;
suicidal or homicidal ideation.
Insight: nature of fliness and awareness of factors that
affect the courss of the iliness.
5. Mood: '
Relation to affect and congruenca with thought content.




