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To the Editor:

We read with interest, but with some concern, the

manuscript by Thalheimer and colleagues [1] on their

experience treating refractory ascites in patients with cir-

rhosis with ‘limited diameter’ TIPS. The authors devote a

section of the Results and a significant part of their Dis-

cussion to the relationship between limited diameter TIPS

insertion and hepatic encephalopathy, a condition that they

measured in only a subgroup of patients, at irregular time

points in relation to TIPS placement, and to no recognised

or validated standards. In consequence, their conclusions

with regards to the clinical and prognostic significance of

this otherwise well-recognised complication of the TIPS

procedure [2, 3] must be seriously questioned.

It is well accepted that even the most experienced of

clinicians can miss the sometimes subtle neuropsychiatric

changes that characterise hepatic encephalopathy [4, 5]. In

consequence, it has been advised [5] that the assessment of

neuropsychiatric status in this patient population should

include a structured appraisal of mental status [6],

psychometric performance [7, 8] and, if available, a

neurophysiological variable such as the electroencephalo-

gram (EEG) [9, 10]. TIPS insertion is associated with a

high risk of precipitating or worsening of hepatic enceph-

alopathy [2, 3, 11, 12]. Thus, rigorous assessment of

patients’ neuropsychiatric status pre-TIPS is essential, and

in the non-emergency setting it should be mandatory.

Thalheimer and colleagues [1] did not provide details of

their patients’ past history of encephalopathy, and the

assessments they undertook of their neuropsychiatric status

before the TIPS procedure comprised ‘an EEG if there was

clinical suspicion of encephalopathy’. Overall, 30 (54%) of

their 56 patients fulfilled this criterion; in 15 (50%) the

EEG was said to be abnormal based on slowing of the

mean cycle frequency (mcf) to \7 Hz. This degree of

slowing is grossly abnormal; the diagnosis should be

considered if the mcf is \8 Hz or if there are sporadic

bursts of bi-temporal slowing in the presence of a mcf of

C8 Hz [9, 10]. If the authors had trusted their clinical

judgement, then 30 (56%) of their patients would have

been diagnosed with hepatic encephalopathy pre-TIPS.

However, if they based the diagnosis solely on the presence

of an abnormal EEG, then 15 (26%) patients would have

fulfilled their diagnostic criteria, although considering their

use of an incorrect EEG threshold, it was probably higher.

It is, therefore, impossible to deduce why they allege in

their report that only six (11%) patients showed evidence

of hepatic encephalopathy pre-procedure, as this clearly

does not equate with the data they provided. Thus, the

prevalence of pre-TIPS hepatic encephalopathy in this

patient population, based on the information given, is

unknown.

The assessment of the patients’ neuropsychiatric status

post-TIPS was entirely clinically based with no objective

confirmation provided. During the first 3 months after
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TIPS insertion, 26 (46%) of the 56 patients died or had

been lost to follow-up; by the end of the first year only 16

(29%) patients were alive and contactable. In all, 27

patients were said to have developed a ‘new episode’ of

hepatic encephalopathy after a median of 18 (range 1–747)

days, the majority of which were classified as grade I–II

and responded to treatment. However, the attrition rate was

extremely high, and the authors’ assertion that it is likely

that those lost to follow-up will behave similarly to those

retained is not based on fact. Thus, the true prevalence of

hepatic encephalopathy post-procedure, based on the data

provided, is also unknown.

The authors undertook multivariate analysis to determine

which variables predicted the development of post-TIPS

encephalopathy. Greater age was the only predictor. Thus,

in contrast to others [2, 3, 13, 14], they found that neither a

history of previous episodes of hepatic encephalopathy

(data not supplied), nor the presence of neuropsychiatric

impairment at the time of the procedure (diagnostic method

not specified) nor the presence of EEG signs correlated with

the subsequent development of this complication of the

procedure. However, given the methodological issues

detailed above, these data must be treated with extreme

caution. In contrast, the authors report that the presence of

hepatic encephalopathy at the time of the TIPS insertion

was associated with a significant risk of dying in the first

month post-procedure (OR 3.10; CI 95% 1.29–7.44).

However, according to the authors, only 6 (11%) of their 56

patients had encephalopathy at the time of the procedure,

and 5 patients died within the first month. Once again, these

data are most likely incorrectly ascribed and as such are

difficult, if not impossible, to interpret.

Patients with refractory ascites should be very carefully

assessed before they undergo a TIPS procedure as there is a

real danger that if they develop significant hepatic

encephalopathy they may be left with a complication that

impinges even further on their quality of life. The assess-

ments undertaken by Thalheimer and colleagues [1] of the

neuropsychiatric status of the patients included in their

study are inadequate. Use of a limited diameter TIPS may

well be associated with a lower incidence of hepatic

encephalopathy, but the methodological limitations of this

study do not allow such a conclusion to be made.
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