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DATE: 06/24/13

PATIENT: Charles Carpenter

NEUROLOGICAL CONSULTATION

HISTORY OF PRESENT ILLNESS: The patient is a pleasant 29-year-old right-handed man who was diagnosed with multiple sclerosis in 2007. His initial presentation was development of numbness and tingling below the waist including saddle region and bilateral lower extremities. He was initially evaluated by Dr. Soleau and referred to see neurologist Dr. Proctor who has assumed his care. The patient had MRI of the brain showing lesions scattered throughout the periventricular and deep white matter of both cerebral hemispheres, few appearing oriented perpendicular to the ventricular surfaces. There appears to be small similar lesions within the inferior aspect of the right cerebellar hemisphere. Brain stem appears normal. Within the left frontal lobe immediately anterior to the frontal horn of the left lateral ventricle demonstrates small focus of enhancement. Lesion on the left front parietal regions also demonstrates enhancement. No mass effect. No hydrocephalus. The images were not reviewed. MRI was obtained in September 2007. The patient states that he has not been treated with IV steroids and was started on Rebif subQ. His numbness and tingling have completely resolved. He believes that he had a mild exacerbation at the end of 2007, which has resolved as well. He has not had any new symptoms since. He tolerates Rebif well and occasionally premedicates. Denies any depression or injection site reactions. Denies any urine or bowel control loss. He has not had any newer imaging studies done since the initial diagnostic.

PAST MEDICAL HISTORY: Otherwise noncontributory.

PAST SURGICAL HISTORY: Right ACL repair.

MEDICATIONS: Rebif 44 mcg subQ three times a week.

DRUG ALLERGIES: No known drug allergies.

SOCIAL HISTORY: He does not smoke, denies use of illegal drugs, and drinks three to four alcoholic drinks per week. He works as a finance manager, married, and does not have children.

FAMILY HISTORY: Unknown as he was adopted.

REVIEW OF SYSTEMS: As above. Denies visual disturbances, loss of urine or bowel control, numbness, tingling, ataxia, or dysbalance.
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PHYSICAL EXAMINATION:
General: Well-developed and well-nourished man.

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: 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: He has very brisk reflexes throughout and symmetric.

Coordination: Finger-nose-finger, rapid alternating movements and fine coordinate movements normal. Toe-object, heel-knee-shin, gait and tandem walk normal.
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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/RECOMMENDATIONS: History of multiple sclerosis. I reviewed accompanying records and the report for the MRI is significant for active demyelinating disease. The patient has not had any new symptoms and is doing well. I will not repeat any neuroimaging at this time. I would like to obtain copies of images for our records. I refilled his Rebif. The patient will stay with this medication as he tolerates it well. Follow up in six months.

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 for this patient were performed under direct supervision of Dr. Alexander Feldman.
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