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CHIEF COMPLAINT:

Seizure disorder.

HISTORY OF PRESENT ILLNESS
The patient is a 27-year-old male, with history of seizure disorder.  The patient tells me that in 2016, he was hit in the head by a hammer.  The patient was hit at several places by the hammer mostly in the left side of the head.  The patient tells me that there was injury to his skull.  He did not remember what happened afterwards.  The patient tells me about a week later, he developed seizures and convulsion.  The patient tells me that he will lose consciousness suddenly and drop to the floor.  This would happen suddenly with no warning.  There is no urinary incontinence.  There is no tongue biting.  It could have happened once or twice a day.  It is not as many as previously.  The patient tells me that sometimes he gets confused afterwards and most of the times he does not.
The patient tells me that he had an extensive workup at UCSD, University of California San Diego Hospital.  The patient had an EEG study over there and that was negative study.  As a matter of fact, the patient had four EEG studies done in California.  They were all negative according to the patient.  It never showed any epileptic changes.  In 2019, the patient was diagnosed of non-epileptic seizures at UCSD according to the patient.

PAST MEDICAL HISTORY:
Seizure disorder versus pseudo-seizures.

CURRENT MEDICATIONS:
1. Acetaminophen.

2. Docusate.

3. Gabapentin 600 mg pills, two tablets twice a day.

4. Keppra 500 mg pills, three tablets twice a day.

5. Medroxyprogesterone.

6. Mirtazapine.

7. Omeprazole.

8. Oxcarbazepine 600 mg pills, one and half tablet, twice a day.

9. Prazosin.

10. Testosterone.

SOCIAL HISTORY:
The patient does not smoke. He does not drink alcohol.  He does not use illicit drugs.  The patient is currently as an inmate at the Dublin FCI.

FAMILY HISTORY:

Noncontributory.

REVIEW OF SYSTEMS:

The patient denies any hemiparesis, hemibody sensory changes, diplopia, dysarthria or dysphagia.

NEUROLOGICAL EXAMINATION:

Normal.

EEG STUDY:

An EEG study was performed today in my office.  The EEG study was negative for epileptiform discharges.  There are no seizure activities.  There is no spike on various activities.  It is a normal study.  There is no status epilepticus.
IMPRESSION:

I believe the patient has non-epileptic seizure disorder (pseudo-seizure or conversion disorder).  The patient had extensive workup at UC San Diego Hospital.  The patient had an EEG study there and that was negative study.  As a matter of fact, the patient tells me that he has four EEG studies, done in California and they were are negative according to the patient.  As a matter of fact, the patient was previously diagnosed in 2019 at UC San Diego for a non-epileptic seizure disorder.

The description of these events are not very consistent with epileptic seizures.  There is no tongue biting.  There are no auras.  I also performed another EEG today in my office.  Again, it is a negative study.  There is no epileptiform discharges on the EEG study.  There is no spike on various activities.  There are no seizure activities on the EEG study.

RECOMMENDATIONS:

1. Explained to the patient about he likely has non-epileptic seizure disorder (pseudo-seizures or conversion disorder).
2. Explained to the patient that seizure medications are not likely to help a non-epileptic seizure disorder.
3. Explained to the patient that he may see a psychiatrist, for conversion disorder.
4. As far as the seizure medications, the patient is currently taking several seizure medications, including Keppra 1500 mg twice a day, Trileptal 600 mg pills one and half pills, twice a day, and also gabapentin is also a seizure class medication, which he is taking 1200 mg twice a day.
5. I will recommend slowly taper him off of the seizure class medications.  Specifically, I would consider taper the Trileptal off first.  I would decrease the Trileptal from 600 mg one and half tablets twice a day to one tablet twice a day, and then half a tablet twice a day every two weeks.
6. It is entirely possible that he may have more seizures as we taper off the seizure medications, given that this is convulsion disorder.
7. If he continues to have seizure convulsion, I recommend the patient to wear helmet.  Also padding in the bed to prevent injuries.
8. After successful taper off of the Trileptal, then may decrease the Keppra, slowly, from 1500 mg twice a day, to 1000 mg twice a day to 500 mg twice a day, every two weeks.
9. I suspect the patient is taking gabapentin for all the reasons other than the seizure.
10. He may continue on that if he is taking gabapentin for other reasons.
Thank you for the opportunity for me to participate in the care of Shindozjanae.  If you have any questions, please feel free to contact me at any time.
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