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Mental status examination

The mental status examination is a comprehensive assessment of a patient's psychological and cognitive state, encompassing various aspects such as appearance, behavior, consciousness, and thought processes. It aims to evaluate the patient's higher-level cognitive functions, including alertness, language, memory, and abstract reasoning. Despite
advances in medical knowledge since Pinel's time, the importance of observational skills and integrity remains essential for conducting a thorough mental status examination. In practice, mental status testing can be challenging due to the need for patient cooperation and the potential for threats or discomfort. Ideally, it should be performed towards
the end of the evaluation when the patient is most at ease. However, the accuracy of the entire medical history relies heavily on the patient's mental state, making it desirable to integrate mental status examination into the prelude of other assessments. To achieve this, clinicians often rely on relatively unstructured observations during routine history
and physical examinations, which can provide valuable insights into the patient's general appearance, behavior, and cognitive function. By imposing some structure on these observations and translating them into clinically useful descriptions, mental status testing can become a powerful tool for assessing a patient's overall mental health. When
assessing a patient's mental status, subtle changes in behavior or cognition warrant further examination. This should ideally be done towards the end of the physician-patient encounter. The patient must be informed about the examination process to avoid resistance, and it should be presented in a way that encourages cooperation. A structured
mental status examination can focus on various observations listed, such as assessing the level of consciousness. Normal levels are characterized by being responsive to stimuli at similar strength levels as those without neurologic abnormalities. However, reduced levels of awareness include clouded consciousness, which is marked by difficulties
paying attention; delirium, an acute or subacute onset of a severely abnormal mental state often accompanied by fluctuating consciousness and hallucinations; obtundation, where patients are moderately less aware and slower to respond; stupor, characterized by unresponsiveness except to vigorous stimuli; and coma, where patients cannot be
aroused. Observing the type of stimulus needed to rouse the patient and their response level provides a good overall impression. Additionally, noting the patient's physical appearance, grooming, dress, posture, eye contact, and specific syndromes through observation is crucial. Evaluating spontaneous speech for problems in output or articulation can
also provide useful information. The manic or amphetamine-intoxicated patient displays distinct behavioral patterns, including unusual motor activity, tics, and mannerisms. Slowness and loss of spontaneity can indicate subcortical dementia or depression, while akathisia may signal an extrapyramidal syndrome due to phenothiazine use. A patient's
affect and mood are crucial in assessing their emotional state. Affect refers to the immediate expression of emotion, whereas mood represents a more sustained emotional makeup. Patients exhibit varying levels of affect, which can be described as broad, restricted, labile, or flat. Inappropriate affect occurs when there is a discrepancy between what
the patient is experiencing and describing, such as laughing at a tragic event. Affect and mood can be categorized as dysphoric (depression, anxiety), euthymic (normal), or euphoric (pathologically elevated well-being). It's essential to consider the context and previous observations when evaluating affect. For instance, a startled patient may have
Parkinson's disease if they display limited motion and diminished eye blinking. Psychotic thinking is characterized by an inability to process information correctly. The patient's perception and response to stimuli are critical in assessing their psychiatric status. This includes determining whether concerns are realistic or irrational, and whether
responses are exaggerated or based on reality. Patients may exhibit somatization tendencies, intrusive thoughts, or obsessive ideas. In severe cases, delusional thinking, hallucinations, or illusions may occur. To gather accurate information, it's essential to ask leading questions and interpret affirmative responses conservatively. The evaluation of
thought disorders is one of the most challenging aspects of a mental status examination, requiring significant experience. Primary-care physicians often seek formal psychiatric consultation in patients exhibiting such disorders. Attitude plays a significant role in the patient's emotional tone towards the examiner, others, or their illness. This attitude
can convey feelings such as hostility, anger, helplessness, or self-centeredness. The patient's attitude towards their illness is also crucial, as it can indicate whether they are a complainer, if they view their illness as psychiatric or nonpsychiatric, and their level of hope for improvement. During the interview, the patient's attitude may change, and it's
essential to note any such changes. The examiner's feelings towards the patient can provide valuable information, often subtly and easily overlooked due to the attempt to remain objective. A developing sense of dysphoria in the examiner may indicate a depressed patient, while frustration could suggest a help-rejecting complainer. The mental status
examination provides a comprehensive view of the patient and their illness. A structured assessment of cognitive abilities offers a more detailed understanding, focusing on neuroanatomic correlates. Attention and memory are fundamental functions that underlie higher-order abilities such as language, constructional ability, and abstract thinking. A
test of attentiveness can assess the patient's state of wakefulness rather than level of consciousness. This is typically done through tasks requiring concentration on simple stimuli with minimal demand on language function or motor response. Reaction times may be slowed in patients with diminished attentiveness, which can become apparent early in
the examination. Examples of tests used to evaluate attentiveness include repeating digit spans, counting letter occurrences, and tapping letters when heard. The number of errors made by the patient is noted. Half of left-handed individuals exhibit aphasia, indicating damage to the left hemisphere about 95% of the time. Evaluating language function
involves assessing spontaneous speech, comprehension, reading ability, writing, and repetition. Memory function can be assessed through various tests, including recalling information after a mental task or identifying location and time. Immediate recall involves repeating digit spans, while long-term memory is evaluated by recalling personal events
or answering questions from the WAIS. Apraxia refers to the inability to perform motor acts despite having learned them previously. Ideomotor apraxia involves initiating movements but not pretending actions, whereas ideatory apraxia involves breaking down sequencing of steps for manipulating objects. Constructional ability tests assess a patient's
capacity to generate line drawings or manipulate block designs from verbal commands. Mental disorders linked to brain disease have been documented throughout history, with Pinel's work contributing to the understanding that some mental illnesses have psychological causes while others are secondary to physical conditions. Mental status testing
is unique in examining the organ about which we know the least, providing valuable insights into a patient's condition. Despite significant advancements in understanding myofibrils at a molecular level, the human engram remains an unsolved mystery. As a result, the brain is often treated as a "black box" by clinicians attempting to observe and
understand its outputs, which manifest as human behavior. In recent decades, there has been a substantial body of literature on neuropsychologic testing, but this chapter will focus on efforts to simplify mental status testing for primary-care physicians. The Kahn and Goldfarb Mental Status Questionnaire (1960) and the Mini-Mental State test by
Folstein et al. (1975) are notable examples. These tests aim to provide a quick assessment of cognitive function but should be used with an understanding of their limitations. For more comprehensive evaluations that can help localize potential problems or track changes over time, the mental status exams proposed by Strub and Black (1985) and
Mattis (1970) are recommended. The standard neurologic examination primarily assesses sensory perception thresholds and motor system integrity, focusing on narrow strips around the central sulcus of Rolando. However, most of the neocortex is involved in processing sensory information and formulating responses, particularly through association
areas like the frontal, temporoparietal, inferior temporal, and parieto-occipital regions. Brainstem and cortical functioning are crucial for attentiveness, with damage to the neocortex potentially affecting arousal levels. Inattentiveness can be a symptom of various disorders, including depression, which may stem from dysfunction in ascending biogenic
amine pathways. Individuals suffering from certain neurological conditions may experience impairments in language processing due to damage to specific areas of the brain. When the inattentiveness is lateralized, it often points to a destructive lesion in the contralateral parietal lobe, commonly observed in cases of unilateral spatial neglect. The
majority of individuals rely on the left perisylvian cortex for language functions, which receives its blood supply from the left middle cerebral artery. Any damage within this region can lead to defective language performance. Research conducted by Paul Broca and Carl Wernicke in the late 1800s was instrumental in identifying specialized brain
regions responsible for language processing. Damage to Broca's area, located near the face area of the motor cortex on the left side of the frontal lobe, can result in disrupted speech production, characterized by labored, slow, and often ungrammatic speech. In contrast, damage to Wernicke's area, situated near the angular gyrus in the temporal lobe,
leads to fluent but semantically empty or nonsensical speech. Later refinements of language function theory focused on adjacent cortical association areas and their connections. Norman Geschwind's 1965 classification system identified conduction aphasia as a condition resulting from destruction of the arcuate fasciculus, which connects Wernicke's
and Broca's areas. This leads to fluent speech with relatively preserved comprehension but severely impaired repetition. Lesions in other cortical areas can also affect language processing, sometimes resulting in more subtle impairments than complete loss of comprehension or speech production abilities. These lesions may impact the normal pitch
and cadence of speech and destroy subtleties of full comprehension, such as appreciation of irony, sarcasm, and humor. Some individuals with aphasia may exhibit word-finding difficulties, using circumlocution to describe objects or parts of objects while their spontaneous speech remains fluent and grammatically correct. Memory is a complex and
poorly understood function that has fascinated scientists and philosophers alike. The human brain's ability to store and retrieve information is often referred to as "consciousness." However, the workings of memory are still shrouded in mystery. Some researchers believe that memory resides in immediate memory, while others propose that it is linked
to the hippocampus or other parts of the limbic system. The concept of anomic aphasia, characterized by word-finding pauses, suggests that damage to the brain's internal lexicon can lead to difficulties accessing semantic memory. This phenomenon is often seen with lesions in various regions of the dominant hemisphere. Memory has been described
as a "miracle" that can be both retentive and weak. It can be so tyrannical and beyond control at times, making it challenging to understand. The ability to recall and forget information is often seen as a reflection of intelligence, but this assumption may not always be accurate. Damage to the limbic system, including bilateral hippocampal infarction or
herpes simplex encephalitis, can lead to an amnestic syndrome characterized by short-term retention deficits. Cortical lesions in the dominant hemisphere tend to affect verbal retention, while nondominant hemispheric lesions impact nonverbal retention. The primary degenerative dementias, such as Alzheimer's and Parkinson's disease, result in
complex neurochemical disturbances that can significantly impair memory. These conditions often begin with short-term memory deficits, followed by a loss of more remote memories. Differentiating pathologic dementia from age-related benign forgetfulness is crucial for diagnosis and treatment. Early detection of potentially treatable dementia is
essential, and a metabolic work-up should not be delayed even if mental status testing indicates normal cognitive function. The patient showed solid cognitive abilities in mental status testing due to left-hemisphere dominance in most people. However, a thorough evaluation requires assessing both language and non-language skills. The idea that the
right hemisphere is responsible for spatial relationships has been debunked, and damage to either side can cause spatial awareness issues. A more accurate statement would be that severe disabilities often result from lesions behind the Roland sulcus, and significant constructional impairments suggest nondominant hemisphere involvement. Diseases
like Alzheimer's or multi-infarct dementia can lead to widespread cortical damage and subsequent constructional difficulties, which aid in tracking disease progression. In evaluating exam results, providers review their notes on observations and responses to determine potential issues. For example, if cognitive or behavioral functions are
compromised, it may indicate mild cognitive impairment or dementia. Hallucinations could suggest a mental health condition like bipolar disorder or schizophrenia, or a neurological issue like Parkinson's disease. These exams also help monitor the progression of neurological conditions and inform healthcare providers about patient well-being.
Providers typically add these notes to medical records for future reference. If exam results are abnormal, providers may ask additional questions to gather more information about medical history and mental health. They might also order laboratory tests to rule out underlying physical conditions affecting mental capacity. These tests could include
blood glucose, BUN, urinalysis, or thyroid hormone tests. In some cases, imaging tests like PET scans or brain MRIs might be ordered to further assess the situation. Providers will explain exam results and work with patients to determine the next steps.
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