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NEUROLOGICAL EVALUATION
Patient: Edwards, William

Date: 01/24/13

Account #: 16374

William is a 37-year-old Dallas resident and software engineer who is referred by Dr. Noe Neaves for neurological evaluation. He is currently being treated since 11/21/07 with the diagnosis of schizo-affective disorder, which he has been fairly stable on his current regimen, but prior to his treatment with Dr. Neaves he had been hospitalized at State Hospital for paranoia and he has been on a number of antipsychotic medications in the past including Navane, Zyprexa, and mood stabilizers such as lithium, Keppra, and Depakote.

Over the past three to six months, he has had a cognitive decline, which has affected his work. Difficulties include talking fluently, word-finding difficulty, difficulty with focus and attention, and problems with recent memory. He has more trouble completing tasks at work that previously were easy. He has trouble-writing software. His thoughts are less fluid and slower and he has greater difficulty understanding the written language. This began insidiously without precipitating event. No concurrent illness or other constitutional or neurological symptoms. He has been slowly progressive. There has been no significant change in his medication. He denies headache, diplopia, dysarthria, focal motor or sensory symptoms, bowel or bladder dysfunction, or gait disturbance. No heat sensitivity, seizure activity, complex partial symptoms, or syncope. His wife states he snores loudly, but he denies any excessive somnolence except his current Zyprexa makes him a little bit more sleepy, but it clears by the morning. He has had no fever, chills, stiff neck, rashes, arthritis, or myalgias.

Pertinent history includes a history of cerebral concussions playing football in high school and a most recent concussion associated with the motor vehicle accident six to seven years ago. An MRI of the head at that time was reported normal. He did not have any EEG. He denies any change in his depression, paranoia, insomnia, or anxiety. No tick bite or toxin exposures.

Past Medical History: Medical: Schizo-affective disorder, gastric ulcer disease, depression with anxiety, and panic attacks.

Past Surgical History: None.

Allergies: None.

Medications: Zyprexa 10 mg, trazodone 100 mg, and Ambien 10 mg.

Social History: He does not smoke and rarely drinks. No illicit drug use. He lives with his wife. He has no children. He has some college. He is software engineer.
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Family History: Maternal grandmother with alcoholism and depression. Maternal aunt with migraines. Paternal cousin with multiple sclerosis diagnosed in his mid 30s. Two sisters 31 and 46 with no medical or neurological disorders.

Comprehensive review of 13 major symptoms is otherwise unremarkable.

Physical Examination: Blood pressure 120/80. Pulse 80. Respirations 14. Temperature afebrile. Neck supple. No meningismus. No adenopathy. Chest: Clear. Heart: Regular rate and rhythm without murmur.

Neurological Examination: His Modified Mini-Mental State Examination shows mild to moderate impairment at 12.5/20 (normal or greater equal to 17/30). He recalls one item spontaneously one given one recalled by category and two recalled by his choice of 3 at 3 minutes. He cannot spell “world” backwards. He can do serial 7s. He is oriented to month and year. He can name only 4 fruits in 10 seconds. There is no constructional apraxia. Proverb interpretation is anxietful. No language disturbance. He is able to name, repeat, and comprehend. His affect is blunted. He has not had depression or anxiety. Cranial nerves II through XII were intact. Motor: Normal strength and tone. Reflexes: Intact with the right Babinski’s and a left palmomental reflex. Sensory is intact to all modalities. Coordination and gait normal including tandem. Mild impairment of single-leg stance on the right.

Impression: Subacute encephalopathy; especially left frontal region.

He presents with a three to six-month history of insidiously and slowly progressive cognitive impairment characterized by slow mentation, difficulty with focus, recent memory difficulties, and mild problems with learning new material. His physical examination is unremarkable. His Modified Mini-Mental State Examination confirms mild-to-moderate dysfunction especially with recent memory with also slowing of mentation. His neurological examination shows evidence of left frontal lobe dysfunction with a positive left palmomental reflex, right Babinski, and mild impairment of single-leg stance in the right.

Plan: I have discussed this thoroughly with the patient. We will proceed with appropriate laboratory studies including sed rate, CRP, TSH, B12, and homocysteine. We will do an EEG and an MRI of the head with gadolinium. We will follow up in four to six weeks to review the workup. The other studies that might be considered would be a sleep study, lumbar puncture, and PET scan. Based upon the results, we may proceed and suggest him with neurocognitive testing.

Thank you for allowing me to participate in his care.

John H. Harney, M.D.
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