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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Brandon Eugene Fisher
CASE ID#: 3126974

DATE OF BIRTH: 07/22/1985
DATE OF EXAM: 05/19/2022
Chief Complaints: Mr. Brandon Eugene Fisher is a 36-year-old African American male who is here with chief complaints of multiple sclerosis and glaucoma.

History of Present Illness: The patient states about two years ago, he started having some chest tightness and he went to the emergency room where they did some tests, but did not find anything cardiac and, two weeks after that, he started having shaking of his upper extremities, his coordination became bad and he went and saw a neurologist at Scott & White Clinic where they had MRI of the C-spine and he was told he is developing multiple sclerosis. He does not exactly know what medicines they gave him, but he got started on the medications. He states he had stuttering when he was a young child, but has not had any problems with stuttering since. He states it is the shakes of his both upper extremities that is the main problem. His legs get weak, but he is not having spasm of his leg muscles. He states his vision is getting bad and he is seeing an eye doctor. The patient states the speech problem he has now is he has difficulty bringing out the correct words. He states he cannot use a spoon or a fork and with his movements of his hands that are all the time he can eat just some finger foods or French fries. He states if he keeps his both hands clasped then the tremors do not happen.

Past Medical History:
1. History of multiple sclerosis.

2. Glaucoma.

Medications: Medications at home are some kind of eye drops and some medicine, which is 240 mg for his MS.

Allergies: None known.

Personal History: He finished high school. He states he started working for Texas A&M even when he was in high school on the food services as a cook, then he started working as a custodian and he quit that also and started working for Woodson Lumber for one year, but he was laid off because he was not able to work and his last job was two months ago.
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He is married and has two children. He states he did smoke one pack of cigarettes a day in the past, but he is smoking only one cigarette a day now for past 20 years. He states he used to drink heavy up until 2021, and then quit drinking also.

Review of Systems: He denies headaches. His main problem is shakes. He denies any seizures. He denies any loss of control of urination or bowel movement. There is no obvious stuttering or other problems with the speech. He was the sole historian for me. He states he cannot drive and was brought to office by his mother. Currently, he lives with his mother and his mother supports him. He denies now chest pains, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.

Physical Examination:
General: Exam reveals Brandon Eugene Fisher to be a 36-year-old African American male who is awake, alert and oriented and in distress because of continuous shakes of the hands. He is not using any assistive device for ambulation. He is able to dress and undress for physical exam with slight difficulty. He could not hop. He can squat. He could not tandem walk. He is left-handed.

Vital Signs:

Height 5’11”.

Weight 216 pounds.

Blood pressure 100/70.

Pulse 69 per minute.

Pulse oximetry 99%.

Temperature 96.

BMI 30.
Snellen’s Test: His vision without glasses:

Left eye, he can count fingers.

Right eye 20/400.

Both eyes 20/400.

With glasses his vision:

Right eye 20/800.

Left eye 20/400.

Both eyes 20/200.

He does not have hearing aids.

Head: Normocephalic.

Eyes: Pupils, there is continuous horizontal nystagmus.

Neck: Supple otherwise. No carotid bruit. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.
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Extremities: No phlebitis. No edema. Reflexes are 1+ throughout. There is no evidence of muscle atrophy. There is no cyanosis or clubbing. He had overgrown fingernails. He states he cannot cut the fingernails himself and needs assistance.

Neurologic: He is not able to do finger-nose testing on either hand. Alternate pronation and supination of hands is also not possible. Romberg’s is positive.

Review of Records per TRC: Reveals records of September 2021, where the patient has nystagmus and was referred to a specialist. There is a note of 06/23/2021, of a PA, Jeffrey Lee Tyler, where the patient was seen with left arm numbness and tingling. The patient had no history of altered mental status, loss of consciousness, dizziness, or visual changes. No paresthesias. No neck stiffness. No neck pain. No vomiting. No numbness. There is an MRI of the brain without contrast that shows multiple abnormal areas of T2/FLAIR hyperintensity in the cerebral white matter bilaterally, an anomaly in the pericallosal and juxtacortical white matter. There are also areas of atrophy. There are areas of abnormal hyperintensity within cerebral peduncles, midbrain, pons, medulla and cerebellum. The whole impression was extensive supratentorial and infratentorial white matter signal abnormalities suspicious for sequelae of demyelinating disease, small focus of enhancement in the right periatrial white matter suspicious for active demyelination. There is another test, which is an MRI of the brain along with cervical spine and that shows small nonenhancing and nonexpansile cord lesion most likely representing multiple sclerosis plaque. There seems to be an intradural lipoma and the patient has been advised an MRI of the lumbar spine. There is an MRI of the cervical spine with and without contrast that shows numerous intramedullary lesions in the brain stem, cord lesions are noted at C2 where there is minimal cord expansion and ill-defined ovoid appearance of lesion measuring 1.5 x 2.7 cm. Additional subtle cord lesions are seen in the dorsal aspect of cord at C5, C6, and C7. No abnormal enhancement to suggest active demyelination. The whole impression was intramedullary cord lesions most consistent with multiple sclerosis plaques, mild cervical spondylosis superimposed on developmental spinal cord narrowing. Findings most pronounced at C3-C4 and C5-C6 levels. The patient is noted to have significant parkinsonian like tremors of both upper extremities. He is able to raise his both arms above his head, but he has constant shakes. There is no evidence of muscle atrophy and reflexes are just 1+ throughout. He cannot make a fist, cannot even hold a cup in his hand. The only thing is if he is clasping his both hands then the tremors stop. The sensory system appears intact.

Specifically Answering Questions: The patient has blindness in the right eye since all this started. His gait is careful. He has difficulty dressing and undressing and getting on and off the examination table. He cannot stand on heel and toes. He can barely squat and rise. He cannot do tandem walking. Except for muscle strength in upper extremity, lower extremity strength appears okay.
Brandon Eugene Fisher

Page 4

Straight leg raising is about 30 degrees on both sides. He is not using any assistive device for ambulation. He has ability to raise arms overhead. His grip strength is bad. His pinch strength is bad. He cannot perform gross or fine functions because of the significant coarse tremors affecting both hands. He cannot shake hands. He could not write. He cannot manipulate objects.

The Patient’s Problems are:

1. Diagnosis of multiple sclerosis.

2. History of horizontal nystagmus.

3. History of glaucoma.
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