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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Paul Brian Odom
CASE ID: 4002857
DATE OF BIRTH: 04/28/1973
DATE OF EXAM: 12/01/2022
Chief Complaints: Mr. Paul Brian Odom is a 49-year-old white male who was wheelchair-bound who is here with chief complaints of epilepsy, unequal leg lengths and deformities of both ankles in which his ankle and the foot are both turned inwards; almost his feet look like clubfeet, but he states this deformity is not congenital, he developed it.
History of Present Illness: He had some foot deformity in the past as a child. He does not know what, but has gotten worse. He had some problem with his ankle and some surgery was done on his ankle and screws put in, but they got infected and the screws had to be removed. Now, he has developed severe callus over the area where he had the surgery and the screws were removed. The patient states he cannot walk because of his foot problem. He states he does not have grand mal epilepsy, but he has blank spells, which are seizures, partial complex seizures. He states he has fainted and fallen on the floor several times. He saw three different cardiologists till finally he was sent to Scott & White – Temple cardiologist where they decided to do EEG and EEG found out the cause of his spells as he was having seizures. The patient has been put on Keppra and apparently the Keppra has controlled his seizures. He has not had seizure in a longtime. He does not get any aura. He states his last seizure was in 2012.
Past Medical History: No history of diabetes mellitus, hypertension or asthma.

Allergies: He is allergic to TEGRETOL.
Medications: The patient states he is prediabetic and has been given metformin. His medicines at home include:
1. Tylenol.

2. Depakote 500 mg two a day.

3. Rosuvastatin 10 mg a day.

4. Keppra 1000 mg twice a day.

5. Metformin 750 mg ER once a day.
6. Voltaren gel.

7. Advil 200 mg three to four a day.
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Personal History: He is single. He has no children. He states he finished high school and does have a bachelor’s degree. He states he worked for 11 years as a guard at TDC after which he was fired from there and then he started working at the Brenham State School where he was fired after six months. Since then, he has not had any job because nobody would hire him with history of seizures and not able to walk and being on wheelchair. He states for past four years the only job he has is ringing the bell for Salvation Army and he has the job for basically 4 to 6 weeks out of the year and that is the only job he has. He lives by himself and the HUD has provided him a place to live. He does not smoke. He does not drink. He does not do drugs. He was brought to the office by a friend who dropped him off and will pick him up when he is ready to go.

Review of Systems: He states he has had heart catheterization done that has been normal. He had appendicitis. He had some kind of nerve biopsy in his left foot when he was age 15. He was told he had some kind of neuropathy, but he does not remember. He has had possibly some gout. He states his seizures started after he had a bicycle wreck in 1992 and landed on his head. He states he has developed arthritis of his hands and cannot make a fist.
Physical Examination:
General: Exam reveals Mr. Paul Brian Odom to be a 49-year-old white male who is awake, alert, oriented and in no acute distress. He is wheelchair bound. He is not able to ambulate at all on his own. His feet are in extremely poor shape and show constant inversion. He is not able to have any movement of his feet in terms of flexion or extension or eversion. He cannot hop, squat, or tandem walk. He can barely stand from his wheelchair. He has obesity. He has severe seborrheic dermatitis of his face. He is right-handed. He is able to raise his arms above his head, but he has very poor grip in both hands right and left.
Vital Signs:
Height 5’10”.
Weight 350 pounds.
Blood pressure 148/100.
Pulse 71 per minute.
Pulse oximetry 95%.
Temperature 96.8.
BMI 50.

Snellen’s Test: Vision:

Right eye 20/40.
Left eye 20/50.
Both eyes 20/40.
He does not have hearing aids.

He does not have contacts.
He was wearing a walking boot on the right foot.
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Head: Normocephalic.
Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable.
Chest: Good inspiratory and expiratory breath sounds.
Heart: S1 and S2 regular. No gallop. No murmur.
Abdomen: Soft. Nontender. Distended. No organomegaly.
Extremities: No evidence of acute phlebitis, but signs of severe chronic venous insufficiency both lower legs. He has area of severe chronic dermatitis of the dorsum of the right foot. There is significant toenail abnormality on both feet. Both feet are turned inwards, so making a step and walking makes it very difficult.
Neurologic: Range of motion of C-spine overall appears normal. He can do finger-nose testing, but he has poor grip in hand because of the arthritis and swollen hands. Range of motion of lumbar spine appears to be decreased by more than 50%. He cannot hop, squat, or tandem walk. He cannot pick up a pencil. He can barely button his clothes. There is no nystagmus. The patient states he was born with longer right lower extremity and that the leg length as measured from anterior superior iliac spine to medial malleolus is 37 inches on the right leg and 36 inches on the left leg. His left leg appears markedly swollen compared to the right leg and circumference of the right leg middle of the leg is 16 inches on the right side and 18 inches on the left side.
Review of Records per TRC: Reveals records of Dr. Wagner of 08/06/2021, where they discussed results of EEG. The patient has not had any seizures. He reports compliance with Keppra and Depakote without side effects. It was discussed that the patient’s EEG was abnormal with infrequent sharply contoured waveforms noted in the right temporal area from wakefulness. This is indicative of seizure tendency. An MRI of the brain shows bilateral anterior temporal lobe encephalomalacia mild on the left and moderate on the right with associated gliosis. This may be posttraumatic or postinflammatory. The right hippocampus is decreased in size and shows the bright FLAIR signal density, which may indicate temporal sclerosis and/or sequelae from trauma or infection. There is history of severe multiple head traumas in the past because of accidents and seizures at that time. There is a question of hereditary demyelinating polyneuropathy. The patient was seated in wheelchair. He had right boot in place for chronic osteomyelitis of the right foot managed by podiatry. The patient’s first seizure was in 1992, diagnosed with epilepsy in 2012 and last seizure was also in 2012. It seems like that Keppra and Depakote have controlled his seizures. The patient is a correctional officer in the past with history of hereditary demyelinating polyneuropathy and seizures. The patient has never bitten his tongue nor had urinary incontinence and he has done well on Keppra and Depakote. He became allergic to Tegretol. The patient has had basal cell carcinoma of the face. There is some mention of some clotting disorder. There is mention of callus on his right foot. There is possible removal of bone cyst from his right foot. History of foot fracture surgery. The patient was given Augmentin for the osteomyelitis, but currently is not on Augmentin.
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Specifically Answering Questions for TRC: Cannot test his gait because he can hardly stand up on his feet, not even next to the wheelchair, just trying to be in a standing position getting up from wheelchair and he was extremely shaky. His muscle strength overall seemed good. There was restriction of range of motion of both knees. The knees appeared swollen and he could not extend or flex them. The patient has chronic pain and he is mostly wheelchair-bound and states it is difficult for him to get a job.
The Patient’s Problems:
1. History of partial complex seizures under control. Seizures seemed to be under control since 2012 on Keppra and Depakote, last seizure being 2012.
2. Morbid obesity.

3. Unequal leg lengths, the right leg being about 1 inch longer than the left leg, which makes his gait extremely difficult.

4. Bilateral abnormal appearing feet and the feet are in a position of chronic inversion, which make it difficult for him to ambulate at all..

5. History of stasis dermatitis on the dorsum of right foot.

6. History of bilateral severe chronic venous insufficiency.

7. History of bilateral hand pain with difficulty in making fist.

8. History of difficulty in ambulation and needs to be on wheelchair as he cannot even stand or walk.
9. Prediabetes is present and has been put on metformin.
10. History of surgery on the right ankle following which he may have developed osteomyelitis and now there is a big callus over the area where there is a scar on the lateral side of right foot.
11. History of heart catheterization that has been normal.

12. The patient is not able to get any job because of his physical condition and inability to walk.
13. Hand swelling with arthritis of the hands and inability to make a fist.

14. Possible history of some kind of demyelinating neuropathy of the feet.

15. History of osteomyelitis of the right foot.

16. History of seborrhea of the face.
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