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DATE: 01/22/13

PATIENT: Liliana Manzanares

NEUROLOGICAL CONSULTATION

HISTORY OF PRESENT ILLNESS: This is a pleasant 37-year-old woman with history of three seizures since November 2011. Initially, she developed two seizures back-to-back in November 2011 while being transitioned from regular Wellbutrin to extended release. She had two EEGs with one month different and both were significant for bifrontal temporal sharp wave formation. She was placed on Keppra and apparently had another seizure several months after. Since she started taking Keppra the patient has been experiencing worsening of headaches, they have become almost daily and fairly severe. She started experiencing frequent staring episodes and other neurological symptoms such as body jerking, stuttering, confusion, and dizzy spells. She was evaluated by neurologist Dr. Chen and referred for 48-hour EEG monitoring, which came back normal despite multiple pushbutton events. Her Keppra was decreased slightly without recurrence of seizures. Additionally, the patient is complaining of anxiety, irritability, and depressive symptoms since she started taking Keppra. The patient also mentioned long history of different type of neurological episodes, which usually start by sensing an unpleasant odor, developing nausea and feeling hot flashes, usually lasting about one minute and followed by fatigue and some mild confusion. These episodes actually resolved when the patient started taking Keppra.

PAST MEDICAL HISTORY: Significant for chronic lower back pain.

PAST SURGICAL HISTORY: Hysterectomy, appendectomy, cholecystectomy, and heart surgery.

MEDICATIONS: Her current medications are Keppra 375 mg in the morning and 750 mg at night, Effexor, estradiol, and vitamin D.

DRUG ALLERGIES: No known drug allergies.

SOCIAL HISTORY: She does not smoke, does not drink alcohol, and denies use of illegal drugs. She is unemployed, divorced and has two children.

FAMILY HISTORY: Significant for hypertension, diabetes, and migraines.

REVIEW OF SYSTEMS: As above.
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PHYSICAL EXAMINATION: 
Vital signs: Blood pressure: 110/60 mmHg. Heart rate: 72.

General: Well-developed, well-nourished woman in acute distress.

Head and Neck: Normocephalic, atraumatic. No thyromegaly or lymphadenopathy.

Skin: Normal skin color. No trophic changes in the skin or nails of the upper or lower extremities.

Cardiovascular: Neck auscultation revealed no carotid or vertebral bruits. Heart auscultation revealed a normal S1, S2. No murmurs, rubs or clicks. Normal and symmetrical pulsation in the upper and lower extremities.

Mental Status: She is alert and oriented. The patient is alert, articulate and fully oriented. Memory intact. Good intellectual function.

Cranial Nerves:


I:


Acuity not tested. 

II:
Pupils round, equal and reactive to light and accommodation. 

III, IV, VI:

Extraocular movements intact. No nystagmus.


V:


Corneals active, motor and sensory normal.


VII:


Face symmetric.


VIII:


Grossly intact.

IX/X:
Uvula midline, palate elevates symmetrically.


XI:


Symmetrical shrug. 

XII:
Midline protrusion of the tongue without wasting or fasciculation.

Motor: The patient had normal motor tone and strength throughout, no pronator drift.

Sensory: The patient had normal sensation in all modalities and areas.

Reflexes: The patient had 2+ deep tendon reflexes throughout and bilateral flexor response to plantar stimulation. No pathological reflexes were present.

Coordination: Finger-nose-finger, rapid alternating movements and fine coordinate movements normal. Toe-object, heel-knee-shin, gait and tandem walk normal.

Gait: Normal base, able to tandem.
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Musculoskeletal: Range of motion of the cervical and lumbar sacral spine was not restricted. Straight leg raising test was negative. Spurling, Lhermitte, and Adson maneuvers reproduced no neurological symptoms in the neck and upper extremities.

IMPRESSION: History of seizures with normal EEGs. The later obtained 48-hour EEG monitoring was normal. Considerations include seizure order. Pseudoseizures associated with increased anxiety as a side effect of levetiracetam.

RECOMMENDATIONS: We will switch her to Lamictal. Start titration of Lamictal and we will start decreasing Keppra when the patient is on 100 mg of Lamictal a day. Consider addition of Topamax for headache management if headaches persist. Follow up in seven weeks.

At least 50% of visit was spent in patient education discussing disease state, prognosis, diagnostics, treatment, and potential progression or outcomes. Face to face time with the patient was 45 minutes. Patient was told to call the office with any questions regarding disease, results or medication questions.
Side effects of medications prescribed today were discussed, including but not limited to, drowsiness, nausea/vomiting, rash, allergic reaction, weight gain, edema, cognitive impairment, interaction with other medications, and adverse effects on driving.

Examination, assessment, and plan of this patient were performed under direct supervision of Dr. Alexander Feldman.
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