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INTRODUCTION

	 Portal systemic Encephalopathy (PSE) represents a 
reversible impairment of neuropsychiatric function 
associated with impaired hepatic function.1 It  is a 
common complication of cirrhosis in advanced stages 
that carries a high psychosocial and financial burden 
of illness, hospitalisation and mortality. Cirrhosis 
mortality rose by 65% from 2008 to 2016 and is 
expected to triple by 2030,2 and amongst many other 
contributing causes, PSE is an important one. A study 
in Pakistan found that patients with cirrhosis who 
were admitted with hepatic encephalopathy (HE) had 
a nearly eight times greater mortality risk than those 
who did not.3 
	 Recurrent PSE denotes bouts of encephalopathy that 
occur with a time interval of six months or less.4 The 
risk for the first bout of overt hepatic encephalopathy 
is 5%-25% within five years after cirrhosis diagnosis.  
Subjects with a previous bout of PSE were found to 
have a 40% cumulative risk of recurring PSE at one year 
and subjects with recurrent PSE have a 40% cumulative 
risk of another recurrence within six months, despite 
lactulose treatment.5
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ABSTRACT
Objectives: Recurrent episodes of Portal Systemic Encephalopathy (PSE), poses a significant burden of illness on the 
patients and healthcare system. The objective of this study was to assess the recurrence of PSE in cirrhotic patients 
after index episode of PSE and to identify various risk factors associated with it. 
Methods: A retrospective, single-centre study was conducted at Aga Khan University Hospital over a span of one 
year. Patients who were admitted first time with PSE and admitted within three months of index PSE were enrolled in 
the study. Variables assessed were demographic data, associated comorbid conditions, aetiology of cirrhosis, Child-
Turcotte-Pugh (CTP) score, Model of End-Stage Liver Disease (MELD) score, PSE grade, laboratory tests, ascites with 
spontaneous bacterial peritonitis (SBP), variceal bleeding. Statistical analysis was done and variables of those who 
developed recurrence were compared with those who did not. 
Results: Fifty one patients were recruited. Thirty three (64.7%) were readmitted with PSE. On comparative analysis of 
both groups; infection, Meld score, low albumin, and raised total bilirubin showed significant P-value (<0.05).
Conclusion: Identification of risk factors during assessment can reduce the recurrence of PSE. We would recommend 
to validate result of our study on a large scale prospectively.
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	 The exact underlying process by which hepatic 
encephalopathy develops is unknown, but high levels 
of substances produced by the digestive breakdown of 
proteins, such as ammonia, are believed to play a major 
role.6 Presence of other complications of cirrhosis such 
as variceal bleeding or ascites can also precipitate an 
episode of hepatic encephalopathy.
	 Recurrence of PSE in cirrhotic patients is associated 
with worse outcomes in term of disease progression 
and with deterioration in the quality of life. Each 
episode of PSE increases the likelihood of future 
episodes, resulting in poorer recovery and outcomes 
each time and unleashing a vicious cycle.7 After the 
first episode of PSE, the survival probability decreases 
to 42% at one year of follow-up and 23% at three years.8 
Alterations in brain functioning produces cognitive 
impairment which results in utilization of more health 
care resources in adults than other manifestations of 
liver disease.5

	 The primary treatment of HE is the identification 
and treatment of the precipitating factors in order to 
prevent development of further episodes of PSE. The 
patient’s risk factors may allow for closer monitoring to 
preserve quality of life and to reduce healthcare 
burden. In a developing country like Pakistan with 
poor accessibility to adequate healthcare facilities and 
resources, prevention of recurrence is of paramount 
importance. Therefore, this study was carried out with 
the objective of ascertaining the recurrence of PSE in 
cirrhotic patients after the first episode of PSE and its 
risk factors.

METHODS

	 This is a retrospective study which was done at The 
Aga Khan Hospital, Karachi during January 2019 till 
December 2019. All cirrhotic adult patients greater 
than 18 years of age with admitting diagnosis of 
index PSE were included in the study. Patients with 
hepatocellular carcinoma (HCC), metastatic liver, 
cerebrovascular accidents, and central nervous system 
diseases or with psychiatric illness were excluded from 
our study.
Ethical Approval: The study was approved by hospital 
ethics committee on April 12th 2022 Ref. 2022-7240-
20965.
	 After enrolment in the study, charts of recruited 
patients were reviewed for clinical characteristics, the 
cause of PSE and clinical outcome. Records of recruited 
patient were reviewed for three months after index 
PSE whether they needed re-admission for recurrence. 
Diagnosis of hepatic encephalopathy was graded from 
I to IV according to the West Haven criteria.9

	 The questionnaire included variables such as age, 
gender, comorbidities, aetiology of cirrhosis, PSE 
grade, serum sodium, potassium, INR (International 
Normalized Ratio), creatinine, and albumin at the time 
of the index PSE admission. Severity of chronic liver 
disease in patients was categorized according to CTP 
classification and was scored as Child A, B or C. MELD 

score used to predict short term mortality risk in 
cirrhotic patients was also recorded and a score greater 
than 18 was considered as high.
	 All the data was then recorded in the statistical 
software, SPSS version 22, and descriptive analysis 
was performed. Variables of patients who developed 
recurrence of PSE and those who did not  develop 
PSE were compared and statistical analysis was done. 
Unpaired t-tests were used  for continuous variables 
and Chi-square test for categorical variables. A p-value 
of <0.05 was considered significant.

RESULTS

	 A total number of 51 adults, diagnosed cases of 
chronic liver disease, who presented with hepatic 
encephalopathy irrespective of cause were included. It 
was found that there was almost equal representation 
from each gender in our population. Mean age of the 
patients was found to be 59±10 years (Table-I). 
	 The most common cause of chronic liver disease 
was found to be HCV in our patients (59%). On index 
admission, majority of our patients presented with 
Grade-4 encephalopathy (59.5%) and CTP C CLD (76%) 
(Table-II). 
	 Majority of the patients at index admission had 
MELD scores >18 (65%). Nearly half of the patients 
had Total bilirubin (TB) levels of <3 and around 90% 
had a TB of less than six. Other parameters that were 

Table-I: Patient demographics at index PSE admission.

Variables Frequency (Percentage)

Age (Years) 59+/-10 (Mean)

Gender
Male
Female

29 (57%)
22 (43%)

Comorbids
Hypertension
Diabetes
Other

24 (47%)
20 (39%)
7 (14%)

Etiology
HCV
HBV
Alcoholic
Other

30 (59%)
14 (27%)
03 (6%)
04 (8%)

PSE Grade
2
3
4

4 (7%)
17 (33.5%)
30 (59.5%)

CTP Score
CTP-A
CTP-B
CTP-C

0 (0%)
13 (24%)
38 (76%)
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recorded were the presence of UTI, hypokalaemia, 
hyponatremia, AKI, constipation, SBP and variceal 
bleeding upon index admission. 

	 All 51 patients were followed for three months, to 
see if they developed recurrence of PSE and it was 
found that almost 2/3rd of the patients got readmitted 
with another episode of PSE. Those who developed 
recurrence of PSE and those who did not were divided 
into two groups and their variables were compared. 
Mean age of the patients was essentially same in 
both the groups. Laboratory parameters of serum 
creatinine, serum sodium and serum potassium levels 
had no statistically significant difference between the 
two groups (p-value of > 0.05). However, patients 
who developed infection, including SBP and UTI, 
were almost four times as much in recurrent group 
(n= 20, 60%) than non-recurrent group (n= 4, 22%) 
with statistically significant P-value of 0.01. Amongst 
the recurrent group (n=33), Infection was present 
in nearly two-thirds (n=20, 60%) of the patients. 
Patients who developed recurrence of PSE had a high 
MELD score of 19 +/- 2 whereas patients who did 
not develop PSE recurrence had mean MELD score 
of 14. This was found to be statistically significant 
with P value of 0.03. Similarly, low serum albumin 
(mean 2.2) and high bilirubin levels (mean 4.5) in 
the recurrent group were found to be statistically 
significant differentiating factors between the two 
groups (Table-III).

DISCUSSION

	 Our study was conducted in order to uncover risk 
factors associated with recurrence of PSE amongst 
cirrhotic patients. A total of 51 patients were included 
in the study who developed index PSE. Of those, 33 
developed recurrences of PSE within 90 days. Upon 
analysis, factors that significantly differed between the 
two groups included concomitant infection, a higher 
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Table-III: Multivariate analysis of continuous and categorical 
variables between recurrent and non-recurrent PSE groups.

Variables
Recurrent PSE 

(n=33)
Non-Recurrent PSE 

(n=18)
P Value 

(Significance= <0.05)

Age (years) 57 ± 9 55 ± 6 0.85

Infection1 20 (60%) 4 (22%) 0.01

MELD Score 19 ± 2 14 0.03

INR 1.5 ± 0.5 1.4 ± 0.7 0.90

Albumin (g/dL) 2.2 ± 0.8 2.9 ± 0.5 0.04

Creatinine(mg/dL) 1.2 ± 0.4 1.3 ± 0.3 0.83

Sodium (mEq/L) 130 ± 2 133 ± 2 0.73

Potassium(mEq/L) 3.8 ± 1 3.5 ± 0.5 0.82

CTP Score 11 ± 4 10 ± 2 0.90

Bilirubin(mg/dL) 4.5 ± 2 2 ± 1 0.04
1 SBP, UTI.

Table-II: Continued. Patient demographics
at index PSE admission.

Variables Frequency (Percentage)

MELD score
<18
>18

18 (35%)
33 (65%)

Total Bilirubin (mg/dL)
<3
>3-6
>6

25 (50%)
21 (41.2%)
5 (9.8%)

Albumin (g/dL)
>3.5, 
2.8-3.5
<2.8

21(41.2%)
20 (39.2%)
10 (19.6%)

Urinary tract Infection (UTI) 10 (19.4%)

Acute kidney Injury (AKI) 8 (15.6%)

Constipation 8 (15.6%)

Hyponatremia 9 (18%)

Hypokalemia 7 (14.4%)

SBP 6 (11%)

Variceal bleeding 2 (6%)
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MELD score, lower serum albumin levels, and higher 
total bilirubin levels.
	 We found that over half (60%, p = 0.01) of PSE 
recurrence cases were associated with infection, 
most commonly urinary tract infections (UTIs) and 
spontaneous bacterial peritonitis (SBP). Studies have 
established that infections act as an independent risk 
factor in the development and precipitation of overt 
PSE. Furthermore, PSE itself increases the risk of 
subsequent infection as well, thus creating a feedback 
cycle where one predisposes to the other.10 Maqsood 
et al. found that nearly half (44%) of all occurrences 
of PSE were precipitated by infections, and this figure 
was as high as 67% in a study by Devrajani.11,12 Our 
study corroborates the significance of infection, and 
thus, index PSE patients who develop an infection 
should be considered at significant risk for recurrence.
	 Albumin, levels (2.2 ± 0.8 vs. 2.9 ± 0.5, p = 0.04) were 
also significantly lower in recurrences of PSE. One 
of the aforementioned studies in Pakistan also found 
that 59% of their PSE cases had hypoalbuminemia.12 
Furthermore, we also saw that cases of PSE recurrence 
had total bilirubin levels of 4.5 ± 2 compared to 2 ± 1 (p = 
0.04) in those who did not develop recurrence. Bilirubin 
is an important predictor of mortality in patients with 
PSE and a predictor of length of hospital stay.13 This is 
likely because hepatocyte damage increases conjugated 
bilirubin, and lower serum albumin increases unbound 
unconjugated bilirubin. 
	 The MELD score was another significant variable in 
our study with a value of 19 ± 2 in cases of recurrence 
as opposed to 14 in the comparison group (p = 0.03). 
Bajaj et al. in their multivariate analysis revealed 
that the MELD score was an important predictor of 
recurrence.14 Hu et al noted in their study that INR 
at discharge (>1.62) independently predicted overall 
readmission after index PSE, and that the MELD score 
was the only variable that predicted readmission 
specifically because of PSE.15 INR has been associated 
with a longer hospital stay in PSE patients. However, 
it did not significantly differ in our particular study. 
This could be due to population differences and 
small sample size. Nonetheless, a lower MELD score 
at index PSE should raise concern about subsequent 
recurrences.
	 Other studies have shown different predictors 
for PSE and recurrences. Duah et al. also found in 
their study that infections were the most common 
precipitating factor of PSE as in our study, but their 
study also revealed that severe ascites, low platelet 
count, high creatinine, BUN, and CTP score were 
independent predictors as well.16 While these may 
be important predictors of index PSE, our study did 
not show significant differences in creatinine, BUN, 
and CTP score with regards to recurrence of PSE. 
There could be a number of reasons regarding the 
difference here. In our particular healthcare set up, 
in light of the inadequacy of healthcare services in an 
underdeveloped country like Pakistan, when patients 

do get admitted with index PSE, they are typically not 
discharged until their creatinine levels and electrolytes 
are under control. This might also explain why we did 
not find a significant association with hyponatremia and 
hypokalaemia. Regarding potassium levels, Gaduputi 
et al in their study showed that levels <4mEq/L were 
associated with longer hospital stays,17 and while mean 
potassium levels were below 4mEq/L in both of our 
study groups, they did not differ significantly between 
them. 
	 It is important to recognize these predictors and 
address them because readmissions in decompensated 
cirrhosis pose to be a significant burden in both 
costs and resources, to patients, their caregivers and 
the healthcare system at large. Roggeri et al. in their 
study conducted in Italy found that 42.5% of patients 
with index PSE had at least one rehospitalization, 
doubling their healthcare costs,18 and PSE is amongst 
the most common reasons seen in multiple studies.19,20 
Furthermore, recurrences after initial overt PSE are 
associated with poorer quality of life and persistence 
of cognitive deficits. Such trends are seen across 
healthcare setups and countries, emphasizing the need 
to find and address gaps.

Limitations of the study: One of these is the possibility 
that there may have been patients who did get 
readmitted but to a different healthcare centre. As 
many one in every four readmissions are to another 
hospital21, and this fraction was one in three in a study 
conducted in the US by Okafor et al.22 It’s important 
to keep this in check in studies, and it is likely that 
many patients develop PSE but were never brought 
to our facility due to poor access and healthcare 
infrastructure. To further build upon the findings of 
this study, we suggest undertaking prospective and 
retrospective studies over a wider time period with 
larger sample sizes. 
	 Due to the long-term nature of cirrhosis, it is 
imperative to continue post-discharge care effectively 
to reduce readmissions and recurrences of PSE. Risk 
factors should be optimized prior to discharge and 
effective counselling of the patient and attendants can 
go a long way, as shown by Shaw et al. who discussed 
that having a more integrated nutrition counselling and 
planning programme may result in better outcomes 
of hepatic encephalopathy.23 Rosenblatt et al. in their 
recent study covering strategies to prevent recurrences 
of PSE highlighted simpler measures such as 
telemedicine to improve medication adherence.24 Not 
all countries are developed enough to have a robust 
network of healthcare facilities and personnel working 
together, including ours, but these alternatives could 
certainly be explored.

CONCLUSION

	 Portal systemic encephalopathy in itself is a huge 
burden and carries significant morbidity and mortality. 
The fact that there is documented evidence that 
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index episode of PSE is followed by increasing risk of 
recurrence with each subsequent admission warrants 
our attentions. Through this study, certain risk factors 
have shown to influence this recurrence. MELD score 
>18, raised TB > 6mg/dl, decreased sodium, low 
albumin level and infections are significantly associated 
with PSE recurrence. Knowing these risk factors, we can 
tailor our limited resources towards such patients and 
maximize good outcomes. To draw the most benefit, 
these efforts should be contextualized and specific to the 
patient population and the local healthcare system. 

Conflicts of interest and source of funding statement: 
All the aforementioned authors of this manuscript, 
in compliance with the ICMJE uniform disclosure 
form, declare that no financial support was received 
from any organisation and that they have no financial 
relationships with any organisations that might have an 
interest in the findings of this study. 

REFERENCES
1.	 Hirode G, Vittinghoff E, Wong RJ. Increasing Burden of Hepatic 

Encephalopathy Among Hospitalized Adults: An Analysis 
of the 2010-2014 National Inpatient Sample. Dig Dis Sci. 
2019;64(6):1448-1457.

2.	 Tapper EB, Henderson JB, Parikh ND, Ioannou GN, Lok AS. 
Incidence of and Risk Factors for Hepatic Encephalopathy in a 
Population-Based Cohort of Americans With Cirrhosis. Hepatol 
Commun. 2019;3(11):1510-1519.

3.	 Irfan M, Mahmud Y, Khan RMS, Rafiq Q, Nadeem MA, Mohsin 
A. Factors affecting the outcome of hospitalization among liver 
cirrhosis patients. Pak J Med Sci. 2019;35(5):1382-1386. doi: 
10.12669/pjms.35.5.884

4.	 Amodio P. Current Diagnosis and Classification of Hepatic 
Encephalopathy. J Clin Exp Hepatol. 2018;8(4):432-437.

5.	 Vilstrup H, Amodio P, Bajaj J, Cordoba J, Ferenci P, Mullen KD, et 
al. Hepatic encephalopathy in chronic liver disease: 2014 Practice 
Guideline by the American Association for the Study of Liver 
Diseases and the European Association for the Study of the Liver. 
Hepatology. 2014;60(2):715-735.

6.	 Blei AT. Infection, inflammation and hepatic encephalopathy, 
synergism redefined. J Hepatol. 2004;40(2):327-330.

7.	 Bannister CA, Orr JG, Reynolds AV, Hudson M, Conway P, 
Radwan A, et al. Natural History of Patients Taking Rifaximin-α 
for Recurrent Hepatic Encephalopathy and Risk of Future Overt 
Episodes and Mortality: A Post-hoc Analysis of Clinical Trials 
Data. Clin Ther. 2016;38(5):1081-1089.e4.

8.	 Bustamante J, Rimola A, Ventura PJ, Navasa M, Cirera I, Reggiardo 
V, et al. Prognostic significance of hepatic encephalopathy in 
patients with cirrhosis. J Hepatol. 1999;30(5):890-895.

9.	 Dharel N, Bajaj JS. Definition and nomenclature of hepatic 
encephalopathy. J Clin Exp Hepatol. 2015;5(Suppl 1):S37-S41.

10.	 Alabsawy E, Shalimar, Sheikh MF, Ballester MP, Acharya SK, 
Agarwal B, et al. Overt hepatic encephalopathy is an independent 
risk factor for de novo infection in cirrhotic patients with acute 
decompensation. Aliment Pharmacol Ther. 2022;55(6):722-732.

11.	 Maqsood S, Saleem A, Iqbal A, Butt JA. Precipitating factors of 
hepatic encephalopathy: experience at Pakistan Institute of Medical 
Sciences Islamabad. J Ayub Med Coll Abbottabad. 2006;18(4):58-62.

12.	 Devrajani BR, Shah SZ, Devrajani T, Kumar D. Precipitating factors 
of hepatic encephalopathy at a tertiary care hospital Jamshoro, 
Hyderabad. J Pak Med Assoc. 2009;59(10):683-686.

13.	 Peng Y, Wei Q, Liu Y, Wu Z, Zhang H, Wu H, et al. Prediction 
and Risk Factors for Prognosis of Cirrhotic Patients with Hepatic 
Encephalopathy. Gastroenterol Res Pract. 2021;2021:5623601.

14.	 Bajaj JS, Sanyal AJ, Bell D, Gilles H, Heuman DM. Predictors of the 
recurrence of hepatic encephalopathy in lactulose-treated patients. 
Aliment Pharmacol Ther. 2010;31(9):1012-1017.

15.	 Hu XP, Gao J. International normalized ratio and Model for End-
stage Liver Disease score predict short-term outcome in cirrhotic 
patients after the resolution of hepatic encephalopathy. World J 
Gastroenterol. 2019;25(26):3426-3437.

16.	 Duah A, Agyei-Nkansah A, Osei-Poku F, Duah F, Ampofo-Boobi D, 
Peprah B. The Prevalence, Predictors, and In-Hospital Mortality of 
Hepatic Encephalopathy in Patients with Liver Cirrhosis Admitted 
at St. Dominic Hospital in Akwatia, Ghana. Can J Gastroenterol 
Hepatol. 2020;2020:8816522.

17.	 Gaduputi V, Chandrala C, Abbas N, Tariq H, Chilimuri S, Balar B. 
Prognostic significance of hypokalemia in hepatic encephalopathy. 
Hepatogastroenterology. 2014;61(133):1170-1174.

18.	 Roggeri DP, Roggeri A, Rossi E, Cinconze E, Gasbarrini A, Monici 
Preti P, et al. Overt hepatic encephalopathy in Italy: clinical 
outcomes and healthcare costs. Hepat Med. 2015;7:37-42.

19.	 Bajaj JS, Reddy KR, Tandon P, Wong F, Kamath PS, Garcia-Tsao 
G, et al. The 3-month readmission rate remains unacceptably 
high in a large North American cohort of patients with cirrhosis. 
Hepatology. 2016;64(1):200-208.

20.	 Garg SK, Sarvepalli S, Singh D, Obaitan I, Peeraphatdit T, 
Jophlin L, et al. Incidence and Risk Factors Associated With 30-
Day Readmission for Alcoholic Hepatitis. J Clin Gastroenterol. 
2019;53(10):759-764.

21.	 Tapper EB, Halbert B, Mellinger J. Rates of and Reasons for 
Hospital Readmissions in Patients With Cirrhosis: A Multistate 
Population-based Cohort Study. Clin Gastroenterol Hepatol. 
2016;14(8):1181-8 e2.

22.	 Okafor PN, Nnadi AK, Okoli O, Huang AE, Nwaiwu O. Same- vs 
Different-Hospital Readmissions in Patients With Cirrhosis After 
Hospital Discharge. Am J Gastroenterol. 2019;114(3):464-471.

23.	 Shaw J, Tate V, Hanson J, Bajaj JS. What diet should I recommend 
my patient with Hepatic Encephalopathy? Curr Hepatol Rep. 
2020;19(1):13-22.

24.	 Rosenblatt R, Yeh J, Gaglio PJ. Long-Term Management: Modern 
Measures to Prevent Readmission in Patients with Hepatic 
Encephalopathy. Clin Liver Dis. 2020;24(2):277-90.

Author’s Contribution:

MK: Concept, design, undertook the data analyses and 
critical revision of the manuscript.
AK: Study conception, critical revisions, and final 
approval of the manuscript.
ZS: Data collection, drafting the manuscript, edited and 
revised the manuscript
MY: Interpretation of data, study finalization, prepared 
and reviewed the manuscript.


	_GoBack
	_Hlk135055497
	_Hlk135055583
	_Hlk143512203
	_Hlk133249186
	_Hlk133248794
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_Hlk101566544
	_Hlk101567057
	_GoBack
	_Hlk144391620
	_Hlk144293135
	_Hlk144391590
	_Hlk144293178
	_Hlk144391889
	_Hlk144303542
	_Hlk144391981
	_Hlk144392002
	_Hlk144301397
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_ENREF_29
	_ENREF_30
	_ENREF_31
	_ENREF_32
	_ENREF_33
	_ENREF_34
	_Hlk144455174
	_Hlk145512891
	_Hlk129257556
	_GoBack
	_Hlk145471494
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_Hlk142483383
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_ENREF_29
	_Hlk136035713
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_GoBack
	_GoBack
	_Hlk128892123
	_Hlk145367726
	_Hlk121858009
	_GoBack
	_Hlk121930290
	_GoBack
	_Hlk118921038
	_Hlk116234101
	_Hlk116233784
	_Hlk143433849
	_GoBack
	_GoBack
	_GoBack
	_GoBack

