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• Dr. Eric Williams - UCLA Hospital - Los Angles, California 

• Negligence ~ 
UCLA (University of California Los Angeles) Health 

Dr. Eric Williamson: 

Dr. Eric Williamson in UCLA neurology was consulted on September 19th 2018 (within a week of plasmapheresis) for follow-up 
therapy. After plasmapheresis a patient with MS is required to continue treatment with palliative therapies (in my case Tecfidera 
240 mg twice a day). Considering the need for plasmapheresis it was apparent that my case of MS was severe and progressing. 

The reason to consult Dr. Eric Williamson is specifically because the medications for MS are unaffordable without a prescription from 
a doctor in the US through insurance. The US restricts medications by requiring that the med ications be prescribed by specifically a 
US neurologist. 
All the tests required for MS are done at this point, MRls, VEPs, optic tests are shows to Dr. Williamson but he refuses to 
acknowledge any of the tests as being relevant (they are the typ ical tests for MS). He writes a report that doesn't entirely correlate 
w ith the med ical condition, but it shows that the US as a generality despite an overabundance of evidence to show the disease 
pathology and progression will always ignore the evidence. 
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Chief complaint 

Author Type. Physician 
Status Signed 

I'm here for near folloW up post plasma exchange. Retay$ that he has taken different tMraples In the past. 
done research, and f~s that dimethyl fumarate {his current Rx] has been better than priOf interferon {that was 
poor1y tolGratedJ. yat may not b& keeping his disease at bay and would like us to prescribe fingolimod for a 
d1agnos1s of multiple sclerosis 

History of Present Illness· 
This is a very ut11,.1sual encounter and begins with thig young man having records scattered about in a bender 
and on computers, but htUe ot whteh was sent to us from any other lnstituoon - m0(8 on that 10 come. He &tarts 
by providing report from an OCT and showing some MR.maging - mentioning occipital ~ sions end findings 
corresponcfmg w1Ul v~sual pathway cond1..1ction abnormalities Sayg he fe-els that plasma exchange ahoukf be 
followGd by longer term fmmunotherapy and must be redirected to discuss his symptoms versus medteal 
d1agnos1s or treatment .strategy/plan a number of bmes 
Oniy current symptoms are some bkmmg of vision in the left eye and report of double vision a,nd bllgling lri 
inner pafms, midd!le thighs a-nd under the eyes bilaterally but on the rtght m0<e. He speaks quickly and 
COf'ltinually says tha1 taking medications has improved symptoms in the past but has not ,emain&d on therapy 
due to costs or othe< like i$Sues but Is l'\opk\g v;e can presoobe medication that can go throo_gh his insurance 
here in t.h.ls countty. noting Rx's to date were .suggested°' p,ovided elsewhere. 
Wilen asked to focvs on the chronology ot symptom$, he again proves a d!ffiwft hls.torianfreporter, but 
even!ua!ly agrees he was healthy pri°' then had g,adual onset of 'physical pain' circa 2007..08 as he recounts 
his fingers and toes went numb - he reportedly first sought attention in 2008. Unfortunately, ctoesn'I h.ive dl'Scs 
with him and insteads provides documents including screens:hols of bf'ain MRI study with some mild 
hypenntens1ty in both basal ganglia • apparently not much was made of this and this doesn't appear on later 
stud es Ttt,ece may also be some mild signs of atrophy on same study, but this one looks similar to tater 
pictures He a~o repo,15 he had severe headaches at the time • persistent and bilateral Without remiaste>n; 
comments that the onfy time thii remitted was with IV s.terolds start.ng 9.2017 and that valproic acid or other 
things wiare failed therapies in the intenm. 
Next reportedly experienced acute problems with mob\lity in 2008,09. 10. details leg stiffness and weakness 
episodes and reports around the same time he was experiencing trouble with pale vision bilaterally and 
lntetestingly shows what he says is a "photoshop" pictur& to try to demonstrate how parts of hlt vision wefe 
blurred bitateralty (shOWs a p1c1ure or a beach w,th peripheral &re.as and part of the center 'whlt&d out' or more 
pale than blue sky in other area, . 
Has extensive reoords. whlCh amount to lit computer tile and some paper copies, that he has. pieced together 
himself rather than physical or eompleie repons from ottler medical fac«llt!es: does, however, have some of the 
more complete MRI $&quences loaded on to his computer - but again. does not provide us with oopies of 
same for loadmg into our s.ystern 
Says he next obt.alned a 10.2012 MRI brain because he couldn't see extremrties but coukS see central viSion 
(woon looking at other people} - lnls MRI of the brain looks essentially no«nal but in the occipital area there 
may be subtle hyperintensity, while the basal ganglia that may have had subtle hyperintensi1y on 2008 ,tudy 
looks normal Says he had a.I\ optic test that confirmed 'oedl.Jded V\SK>n' but states nothing was done then 
Says he was in coll&ge al this time, but had to lay in bed due to headaches; then states pain in his extremibes 
or face \vould often be associated with headaches Nonetheless, he finlshed school, started working as an IT 
engineer, but by 2016 was suffering headaches 10 the point v.tiere he "couldn•t think ... Says a number of over 
the counter medications didn't help. eventually sought FOG .. PET scan out of country that states there was 
hypomctabol!sm m posteriorpa.ns of the brain oonSJst.ent with a -neurodegenerative pro~s." interestingly he 
later showed a normal study of the $ilme reportedty from the sam& Institution in East Asia and makes the 
argumen1 that stero-d course was the cause of the improvement 
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Prow&S s Noles by Wl.lbamson , Eric M. 1 ~D at 09119/18 0800 (continued} 
He ,~ d,ff,cult to co~~ or.re~1recl and 1s allowed 10 el(J)C>Ur')(f on how this changed over time, The only notes f 
reeesved, from outside mst1t~1on mention he was cared for in India around thi$ llme but he doesn't mention this 
oor confirm/deny a1 any point 
He a•so h~<.1 a 2.016 EEG Pn yot another country In 'Asi~'l sholNing shatp waves: 11'1 posterior parts of the brain 
prompbng ildait1onal E~G tosUng ~at showed predominantly nght frontal discharges - he was reponedty 
started on keppra (possibly l.n addition to V'alproate~. Complat,:is that at this point he was experiencing 
'"psoudobulbar affect" {, r~Utng that this JS a cleat s~n or mul1tple sclerosis wtlen point that 1ts unciear why this 
dta~no&1s ~ad be~n ~ons1d.eredl • saying he was experiencing spells of c:,ylng 0t laughing for no reason. says 
ant1epUephc .medications dkfn't hetp ~r even worsened sympeom5 ror the 2~3 months without benefit in physical 
~:'1Jtoms either - complamlng th.at his optic "'neuropiithy" seemed to get worse as did laek or se11sation in 

By 1 2017 he sought auonuon Jn Eutope that led to C and T spine MRI - wt,;ch repotte<l!y showed central 
le.sion,s pre-s~med to e>(plain some of his symptoms. Encounter beoomes q1J1te frustrating at this point a& he 
""._•thhokis con trot of the computer/,tudy so I can review but when he is forced to aJlow me to look at the 
PfClures t can confirm 1hat there is tack of lesions nor atrophy that he is arguing and instead we see 
prominence or the traas symmetrically and bilaterally in the c &p1no on exial images. He says the re,pons are in 
another language from eastern europe when I asked to ~lew them then ta)'S he doesn't ha\fe them with him 
wh~n I ~equested to see them anyways. After much debate he then allows me to see the t sp.ne pictures 
which s«nllarly show$ subUe cenlral Intensity .. more apparent than any in the c spine ye1 only vfslbie on 
saglttal plctu,es and not seen on limrted a)dal slie&s that do not show c1ny abnormality nor extend Sow enough 
to examine the suspected finding on t spine study. Despite all the reported findings, he says he had no fo!low 
up out of covntry $t the time and_ instead came back to the united t.tates et this point. The one reCO<d we have 
from another healthcare syste~ lS .scanned in as an 8.2017 viSit to an ER with neurology consult (nonethel&ss 
says he was 1n a southem Cahto,n,a ER pnor in 4,2017 ror vis.u.al issues described as loss of vlStOn and sent 
homeJ - he 1$ oonfro<1ted with the fact that he has not relayed any ,nformalloo eonsl&tent with diagnosis of MS 
nor the teported from ou1s1de record treatment by this time 3$ stcJted in s3id record and then says he went to 
t1juana to SEMt a neurologist (vfflus ER] that reportedly confirmed or had susp.cion of MS Next contradicts and 
s3ys he went 10 mexico city or that in 2016 it had been 1-uggested he may hava an Immune condiUon then but 
when asked pointedly says 1t wasn'I until 9. 2017 that he started on any fmmune therapy then says. he took 
interleron around thl$ time d1.>e to findings on spine MRI whidi •helped some of his physical pain and 
numblleSs but didn't do vety much." Oddly the patient uses terms like glv&-way weakness to detail what other 
physicians may have found. Next says because symptoms got worse he went (back?] to mexrco city where 
they gave him 5 days of methytprednisone which helped him recover sensation for a couple months at most. 
Provides follow up lmag,ng from 'shortJy after that time' 9.2017 of his brain that again shows subtle occlpital 
hyper.ntenslti&a and the quasbonable m.!ld atrophy. Would comment that this Js 1ess Impressive than mlld 
atrophy. Aga!n asking for report he cJalms he has same from me>OCQ city hospit$1 but doesn'tpe'O\llde. Next 
says c1oca 10.2017 for ,eouuence of visual and sensory symptoms he reportedly sought medical attention in 
Braz:I says he got steroids there. v.tiic;h again helped NeXt he folklW'ed up in mexlco and shows lm lted twain 
Images dated 10.2017 that were u11changed from 9 2017 stur;fy. Confuses dates but $Or'Oetlme belwe&n 10 
and 12 2017 he started fingo!imod • reports he cf.cf well on this but discontinued by late 2017 due to costs. 
Says 1.2018 he went back to tijuana for recurrence of symptoms and they again dOsed steroids for a 'lhlrd 
time" says his ability 10 see the eol0< of sk,n tones improved a.gain thereafter, iatbeil briefly. By 3 or 4 2018 he 
went to an ER in Germany while 'on vacatkln a9c1ln' where he was told the reason he comes back to the ER is 
because he needs consistent outpatient management for his MS and was treated with steroids - h• 
subseque11Uy saw a physician ,n Berlin named Or. KJatkfe who reportedly prescribed Interferon again. Saya 
he's been payiflg out of pooke1 for the 11'*1ic.alion. but its more expensive than steroids or ER vt.$its. Says he 
had aoother visit to east asia where FDG·PET was repeated 4.2018 • reportedly they dosed methylptednltone 
and re.ieved afterwards thece was a11 improvement in btain metabolism the,eafte<. Had another brain MRJ 
S 2018 th.at he shows brief sag1taJ picture from \w.h possible T2 changes posteriorly again and when I ask 
about any Olt\er spine MRl's say, he's h~ 7 LOtal but doesn't provide any additional image$ than those 1.2017 
studies 3t>ove asfde from bneOy showing ;1 jpeg capture from limited normal appearing ngit.al studies repQrted 
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Progress Notes by WilUantson, Eric M •• MD at 09119118 0800 (continued) 
to be from 8.2017 . Does provide papers with heading stating they are from Sumrungrad International hospital 
in •east as,a· which state there is slight delay In average P IOO latency or the left eye circa 8.2018. 
Finally. Says he was treated with plasma e.xehang@ in mexico city last week. for complaint or worsened 
$ymptoms above, and this helped again. 
I intef)ected again at end of history to confront teport from outside hospitail stating he had been treated with 
cycl¢phospham1de and methotrexate in the past. he neither dentes nor makes it clear that theH things did or 
d,cln't happen and becomes agitated w!len I discuss that WfJ would not make nor confirm a <flagno•I• of 
multiple s.clt!ros~s with what we have and certainly couki not pre$Clibe a medication such as fingofimod given 
the relayed history end findings below, including reigned weakness on exam and questionable report of 
sensory di$tutbance on the left hem1body sptitting the midhne and Including the face and scalp. 

No past medical history on file. 

No outpatient prescriptions prior to visit 

No faclllty·admJnisterecl tnedications priOf' to visit 

No family history on file. 
Denies any history of multiple sclerosis or known neurologic i lness in farnHy 

Socia l History 
$ub5t -l C& Usa T Of)ICS 
• Smoking status· 
• Smokeless tob3cco; 
• Alcohol use 

EXAM 

Never Smoker 
Never Used 
Notonfde 

BP 125180 I Pulse 102 I Temp 36 7 ' C (98 'f) I Ht 1.676 m (5' 6") I Wt 53 .9 kg (118 lb 12.8 oz) I BMI 19. 17 
kglm' 
Cranial nerve exam is unremalkable, pup,1ls are equal round and reactive to light and extraocular movements 
are intact but when asked to look left he blinks repeatedly. 
Mot0< power. RighVLert [x out of 51 • compli<:a!ed by inconsistent effort and give-way weakness on the left at 
times, best ,ecordable/observed as follows: 
Oelto,ds 515-
Trieeps. 515· 
Wrist extension: 5/5-
Flnger abdv<:t1on· 4/4 
Gnp· 515· 
Hip Flexioo: 5-14+ 
Knee llex,on: 515· 
Ankle dor.siflexion: 515 
Sensory -reports deeroase sensation to light touch and pinprick throughout the left hemlbody aplitting the 
m1dhne in bilateral extremities, trunk, bullocks , back snd neek/faoetscalp 
Gait . completely normal when obse,ved walking In or out of the exam room from waiting room 

Labs and Slud..,s: 
Revle\ .. ed the provided above but would caution that none or them came from outside institlltlOf\ and are 
pcovided by patient 

Generated on 4/19119 10·07 AM Page3 

Westwood Nevrology 
300 Medicel Plaze Suite 8200 
Lo~ Angeles CA 90095.0001 

Jana, Natendra 
MRN. 5526268, DOB: 10/27119&1 Sex: M 

Pfogrns Notes by Wi llfam&o n1 Enc M.1 MO at 09119/1' 0800 {continued) 
Assessment and Plan· 
The clinical picture, which should be the most important factor In considenng a diagnosis of multiple sclerosis. 
lacks a history of acute focal def icits 10 different areas with lasting symptom.s that may be result of oentret 
nervous system lnffamm;itory disease $UCh 8$ MS. Imaging can be particularly helpful in con,idering such a 
d1a9nos1s and his brain MRls 1n particular are largely devoid of findings as we might see In multiple sclerosis. 
The spinal MRl's were slmffarly w1thot1t clear T2 eNinges that may raise suspicion of CNS Inflammatory 
cond,tion. He mdeed may have subtle atrophy, but this was consistent across studies and slmllarty not 
pathologic. O,scussed all this wilh patient and agreed that for us to move fo,ward with any further 
cons1dera11on of this diagnosis w,e would like to start with imaging performed here or at other facility that can 
communicate ,esult dJrectly to us and offered retum visit within 1-2 months thereatte,. 
We would not makeloonfirm or suggest a d1agnos,s of mu:ln.ple sclerosis at this time otherwise, and certainty 
would cau1.1on against initiating disease modifying therapy with lack of dear clinical retapses (cifferent focal 
problems) or MRI ellanges thal we think rt may be beneficial for at this Ume. especially when weighing some of 
the not ,nsignificant side effects that may be encountered with same. 

There ~re a number of confoundtng (actors , but if on4!: took additionaJ reported stud.es at reported face value · 
which , we would caution against, the only other clear abnormalit.es or things worthy of further 
evaluat1on/coostderalion might be slowed conduction of the left optic nerve or abnorm8' EEG findings. Woukt 
suggest repeat tes11ng to either of these points shot1ld be considered before making any such plan and we!Jld 
not offer here in our multipie selerosis chnte at this time. 

Aside from Sltl:>f\Q suspicion of somatofonn disorder as contnbutory if not explanatory of much of thlt dlnlcal 
picture, one cotdd also suspect pnmary optic oond1tlons and It may prove useful to seek additional consuttation 
and/or study to thJs affect 

Would suggest commun,cabng with Ho•pital Angeles del Pedregal, Centro de espeiaNdades quiral1ges is 
warranted but says he doesra'I want any notes sent elsewhere; we wm, howeve,, at a minimum, -communicate 
this ~onsu1tattcn report with his primary care doctor and refer him to medical records if he would like a copy 
himself. 

I spent a total of 110 m,nutes face to face with the patient of which greater than 50% of that time was spent in 
coonselinglcoord,nabon 

E!ec nica11; ~19neo y w11~mson Enc M MD et09n9118 .. 217 

••• End o f Retv\rt •• • 

ENO OF REPORT 

Generated on 4119/19 1R0 7 AM Page4 



A statement to statement negation is included wi t h the report: 

1 
9.19.2019·UCLA·Dr. Erk: Will iam's Summary Original Text 

Chief compla int: 
I'm here for near follow up post plasma exchange. Relays that 
he has taken diffe rent therapies in the past, 
done research, and reels that dimethyl fumarate (his current 
Rx] has been better than prior interfe ron (that was 
poorly tolerated), yet may not be keep ing his disease at bay 
and would like us to prescribe fingol imod for a 
diagnosl$ of multiple sclerosis. 

History of Present Illness : 
This is a very unusual encounter and begins with this young 
man having records scattered about in a binde r 
and on computers, but little of wh ich was sent to us from any 
other instit ut ion · more on that to come . He starts 
by providing report fr om an OCT and show ing some MRimaging 
• mentioning occipital lesions and findings 
corresponding with visual pathway conduction abnormalities. 
Says he feel s dlat plasma exchange should be 
followed by longer term immunotherapy and must be 
redirected to discuss his symptoms wersus medic.al 
diagoosis or treatment strategy/p1an a number of times. 

Statement by Statemen t Negat ion 

Its logical, after plasmapheresis most patients with MS are 
required to stay on their medications. Withou t a prescription 
from a doctor in the US under insurance the medications are 
too expensive {2-5 thousands per month) . 

--

3 
9.19.2019-UCLA·Or. Eric Wilfiam's Summary Original Text Statement by Statement Negation 

He also report s he had severe headaches at the time· 
persistent and bilateral without remission; 
comments that the only time thts remitted was with IV stefoids 
starting 9.2017 and that valproic acid or other 
things we<e failed therapies in the interim . 
Next reportedtv experienced acvte problems with mobility in 
2008,09, 1 0 - details leg stiffness and weakness 
eplsooes and reports around the same time he was 
experiencing trouble with pale 'lision bilaterally and The records were uploaded to the system immediately after 
lntercstlngly shows wha't he says Is a •photoshcp" picture to try thl? appointment. My objective Is to determine If the doctor is 
to demonstrate how parts of his vision were hone-st about the condit ion (he wasn't) during the 
bluned bilaterally [shows a picture of a beact, with peripheral appointment, wh ich is more than trivi al at that point and 
c1reas and part of the center 'whited out' or m0<e clearty apparent when I met the doctor. 
pale than blue sky In other areas. The presaiption is relatively benign for af\V patient and the<e 
Has extensive records, which amount to a computer fi le and would be no risks In giving it . There is greater risk in not giving 
some paper copies, that he has pieced together the medication than giving the medication since its ri,ght 
himself rather than physical or complete reports from other plasmapheresis. 
medical facilities; does, however, have some of the I did upload MRls of the brain, cervical spine, optic neuropathy 
more complete MRI sequences loaded on to his computer - but rests and the lnlt1al large lesfoos from 2008. This evidence Is 
again. does not pt"ovide us with copies of more than enough to substant iate the need tor medications fer 
same for loading into our system. MS. 

2 
9.19.2019· UCLA·Dr. Eric Wiiiiam's Summary Original Text 

Only current symptoms are some blur ring of vision in the left 
eye and report of double vision and tingling in 
inner palms, m idd le thighs and under the eyes bilaterally but 
on the right more. He speaks quickly and 
continually says tha t taking medications has improved 
symptoms in the past but has not remained on therapy 
due to costs or other like issues but is hoping we can prescribe 
medication that can go throug h his insurance 
here in this country - not ing lb's to date were suggested or 
provided elsewhere. 
When asked to focus on the chronology of symptoms. he again 
proves a difficult historian/reporter, but 
eventually agrees M was healthy prior then had gradual onset 
of 'physical pain' circa 2007·08 as he recounts 
his fingers and toes went numb - he report edly first sought 
attention in 2008. Unfortunately, doesn't have discs 
with him and i nsteads provides documents includ ing 
sereenshots of brain MRI study with some mild 
hyperinte nsitv in both basal ganglia - apparently not much was 
made of this and this doesn't appear on later 
studies. There may also be some mild signs of atrophy on same 
study, but this one looks slmilar to later 
"'I tures. 

4 
9.19.2019-UCLA-Or. Eric William's Summary Original Text 

Says he next obtained a 10.2012 MRI brain becauS(? he couldn, 
see extremities but coukS see central vislon 
(when looking at other people) - this MRI of the brain looks 
essentially normal but in the occipital area there 
may be subtle hyperinlensity, while the bas.al ganglia that may 
have had subtle hyperintensity on 2008 study 
looks normal. Says he had an optic test thit confirmed 
'ocduded vis.On' but states nothrng was done then. 
Says he was in college at this time. but had to lay in bed due to 
headaches; t hen states pain in his extremities 
or face would often be associated with headaches. 
Nonetheless, he finished school, started working as an IJ 
engineer, but bv 2016 was suffering headaches to the point 
where he •couldn't think.· Says a number of 01Jer 
the counter medications didn•t help, ew-ntualty sought FOG· 

Stat~ment by Statement N~gation 

The 2008 and 2017 MRI are uploaded into the system. Bot h are 
gross pathologies. 

Th atrQphy is significant by year 2012, posterio, brain shows 
significant atrophy relative to 2008. 

Statement by Statement Negation 

PET scan out of country that states there wa; That's an Inaccurate statemen~ the FOG pet shows 
hypometiibolism in posterior parts or the brain consistent with improvements from a medication for MS, methylprednisolone, 
a "neurodegenerative process." interestingly he but it doesn't show a normal FOG pet. Its Simply an indication 
later showed a normal study of the same reportedly from the that its specifically an neuroinflammatory process that causes 
same institution in East Asia and makes the the condition responding to methylpredsiotone. The doctor 
argument that steroid course was the cause of the should immediately su~pect MS with such a response. 
improvement. 
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9.19.2019·UC1..A-Or. Eric William's Summary Original Text Statement by Statement Negation 9.19.2019·UCLA-Dr. Eric William's Summary Original Text Statemen t by Statement Negation 

He is d irficult to c.orrect or redirect and is allowed to expound I had an EEG done in India in 2016 b<it medieal treatment there 8y 1.2017 he sought attentio n in Europe that led t:o c and T 

on how this changed over time. The only notes I hadn't taken place till 4 months later in January 14m of 2019. $pine MRI - which reportedly showed central 
received from outside in$titution mention he was cared for in India was never ment ione d in the appoin tm ent except in lesions presumed to explain some of his symptoms. Encounter 
India around this tlme but he doesn 't ment ion this reference to the EEG. becomes quite frustrating at this point as he 
nor confirm/deny at any point. with holds control of the computer/study s.o I can review but I didn 't wi thh old the control of the computer but I d id have to 
He also had a 2016 EEG (in yet anot her country in 'Asia' ) when he i5 forced to allow me to took at the read the summary of the appo intment in the compute r as well . 

showi ng sharp waves In poster ior pan.s of the brain pict ure s I can confirm that the re i5 lack of lesions nor ,trophy The atrophy and neurod ger.tion is read ity apparent in the MRI 
prompting add it ional EEG testi ng tha t showed predominantly that he is argv ins and instead we see images. Neurologists are specifically interested in the Fl.AIR 
right fronta l discharges .. he was reponedly prominence of the tracts symme tricall y and bilaterally in the c sequences to checks for signs of atrophy or neurodegeration 
$tarted on keppra IPO$.Slbly In addition to valproate). spine on axial images. He says the repons are in and my MRI shows neurodegeration from C2 to CS, 

Compla ins that at th is po int he was experiencing anott\er language from eastern europe when I asked to review unavoidable. 

"pseudobulbar affeQ " (arguing that this is a dear sign of them then says he doesn't have them with him Its ea.sy for any lay person to pick out the neuro degerat ion in 
mult iple sclerosis wh en point that iLs unclear why th is That's fairly typical effect in MS, its because its not w ise to give when I reques ted to s.ee them anyways. After much debate, he about S seconds due to its prom inence. 

diagnos is had been considered) - saying he was experiencing ant iepilep tics in neuroinflammato ry condit ions. The withdrawal then allows me to see the t spine pictu res 
spells of crying or laughing for no reason. Says effects from antiep 1lept1cs wo uld cause pseudobulba r effects. which similady shows subtle central Intensity · more apparent The t spine does central intens ity that turns int o atr ophy i n the 
antiep ileptic medications didn't help or even worsened Even coffee causes pseudobulba r effect. than any in the c spine yet ontv visible on next series, thus showing the nature of how atrophy occurs. All 

symptoms for the 2·3 months w ithout bene f it in physical sagittal p ictures and not see,n on limited axial slices that do not neurologists know this. 
sympt oms either - complain ing that hrs opt ic •neuropathy "' show any abnormali ty nor extend low enough 

seemed to get worse as did lack of sensation in to examine the suspected finding on t spine stud','. 

limbs . 

7 8 
9.19.2019·UCLA·Dr. Eric William's Summary Original Text Statement by Statemen t Negation 9.19.2019·UCLA·Or. Eric Wiiiiam's Summary Original Text Statemen t by Statement Negation 

Oddly lhe patient uses lerms like give-way weakness to deta il Or. William's explains in the appointment that "give away" 
Despite all the reported rlndings, he says he had no follow what other means "pretet1dlng". Given that I ha\l'e lesions In the brain and 
up out of countty at the time and in.stead came back. to the physicians may have found. N<?xt says because symptoms got spinal column that only ,espo nd to medications for seconda ry 
united s-tates at this point. The one record we have worse he wen t (back?I to mexico city where progressive MS that statement would not be substantiated . 
rrom another healthcare $Y$tem is scanned in a$ an 8.2017 visit they gave him S days of methylpredn isone which helped him 
to an l:R wi th neurology «>nsult fnonetheles.s recover sensation for a couple months at most. About 1.5 to 2 months at most due to the .secondary 

says he was in a southern California ER prior in 4.2017 for visual Provides follow up imaging from 'shortly after tha t time ' 9.2017 prog ressive nature of my MS {which was unknown at that 
issues described as loss of vision and sent of his brain that again shows subt le occip ita l point). 
home) . he Is confron ted w ith th e fact that he has not relayed It should be ,eadll y apparent by th is point in the appol ntmet hyperin tensities and the quest ionable mild atrophy . Would 
any Informa tion consistent with d iagnosis of MS that I do have MS In the appoin tment . With comp laints of comment that this is less impressive th an mik:t Atrophy is as large as placing several fingers in the empty 
nor the reported from outside record Lreatment by this time as psychical Immobility land ER to substantiate It), optic atrophy. Again asking for re pon, he claims he has same from space. Not present in earlier series. 

stated in said record and then says he went to neuropathY, neruospinal degeraLlon, and dementia as a mexico city hospital but doesntr provid e. Next 

tijuana to see a neuro logist (versus ER) that reportedly secondary effect of MS that's the 100 % correlation of says circa 10.2017 for recurre nce of visual and sensory 
confirmed or had suspicion of MS. Next contra dicts and symptoms that would indicate tha t the pat ient definite ly has sympto ms he reporte dly sought medical attention in 

says he wen t to mexico city Of that in 2016 it had been MS. Brazil , says he got steroids there, wh ich again helped. Next he 
,uggeste d he may have an immune condition then but followed up in mexico and shows lim it ed brain 

when asked pointedly says it wasn't until 9.2017 that he started images dated 10.2017 that were unchanged fro m 9.2017 stu dy. 

on any immune therapy then says he too k Confuses dates but someti me between 10 
Interfe ron around this tim e due to findi ngs on spine MRJ which and 12.2017 he started f ingo limod • re ports he d id we ll on t his The cost Is the in tended purpQse of the appointement. 

"helped some of his physical pain and It didn't do very much because it was determined soon but discontinued by late 2017 due to costs . 
nvmbnessbut didn 't do very much." afte rwards that I do have a more serious form of MS called Says 1.2018 he went back to t ijuana for recurrence of 

secondary progressive MS, Which would n't respond to ,ymptoms and they again dosed ,teroids for a .. th ird 

interferon s. t ime. " says his abili ty to see the color of skin tones improved Change in abili ty to to see iodicates opt ic neuropa thy. 
a.2ain thereafter. albelt brie flv. 
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8y 3 or 4.2018 he went to an ER In Germany while •on vacation Finally, Says he was t reated wit h plc1sma exchange in me>cico 

again' where he was told the reason he comes back to the ER Is city las t week for complaint or worsene d 
because he needs consistent outpatient management for his symptoms above, and this helped again . 

MS and was trea ted wi th steroids -he subsequently saw a I interjecte d again at end of history to confront report from 

physician in Berlin named Or. Klatkr~ who teported ly prescri bed outside hospital stating he had been treated with 

interferon again . Says he's been paying out of podcet for t he cydoph0$phamide and methotrexate in the past, he neither 

medication, but its more expensive than steroids or ER visits. dentes no, makes it dea, that these things dido , 

Says he had another visit to east asia where FOG~PET was didn't happen and becomes agitated when I discuss that we 

repeated 4,2018 · reportedly they dosed methylprednisone and would not make nor confirm a dlagnosk of 

believed afterwards there was an imp<ovement in brain multiple sclerosis with what we have and certainty could not 

metabolism thereafter . prescribe a medication such as flngolhnod given 

Had another brain MRI the relayed history and findings bek>w, including feigned 

S.2018 that he shows brief sagital picture from with possible T2 
weakn~s.s on exam and questionable report of The "feigMd weaknt-ss" shown to be futthe< nturodcge(ation 

changes posteriorly again and when I ask 
sensory disturbance on t ile left hemibodv splitt ing the mid line along the cervical spine that leads to an emergency situation in 
and including the face and scalp. a foreign nation that requires IV rituximab to manage the rate 

about any other spine MRl's says he's had 7 total but doesn•t 
of deterioratioo. 

provide any additional images than those 1.2017 
The doctors pretense is readily apparent in the appointment. 

studies above aside from briefly showing a jpeg captu re from There are repeated videos of the presentation for 
limited normal appearing sagital studies reported to be from substantiation as w~II. 
8.2017 . Does provide papers with heading stating they are 
from Bumrungrad International hospital in "east asia" wh ich There were full opt ic tests that are part of the same document 
state there is. slight defay in average PlOO latency of the left eve that that were also shows to Or. Willam's. The optic tests show 
circa 8.2018. optic nerve Inflammation directly in the Image. 

~ 
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No past medical history on file . 
No outpatie nt prescriptions prior to visit . Deltoids: 5/5· 
No facility-administered medications prior to vi.sit. Triceps : 5/5· 
No fam ily history on file . Wr ist extension : S/S-
Oe.nies any history of mult iple scleros is or known neorologic Finger abduction : 4/ 4 
illness in famitv Drug tests are included. Grip: 5/5· 
Social History Hip Flexion: S·/4+ 
Substance Use Topics knee flex ion: 5/5· 
• Smoking stat us : Ankle dorslllexlon : 5/5 
• Smokeless tobacco : Sensory .. reports decrease sensation to light touch and pinprick 
• Alcohol use th roughout the left hemibodv splitting the 
EXAM mldllne in btlateral extremities, tru nk . buttoc ks. back and 
Never Smoker neck/face/scalp 
Never Used Gait - completely normal when observed walking in or out of 
Not on file the exam room from waiting room 
BP 125/80 1 Pulse 102 1 Temp 36. re (98 "F) 1 Ht 1.676 m (s· 6") la bs and Studies: 
I Wt 53. 9 kg (118 lb 12.8 oz) I SMI 19.17 Reviewed the provided above but would caution t llat none of 
kg/ m2 them came from outside inst itut ion and are 
Cranial nerve exam is unremarkable, pupils are equa1 round provided by patient 
and reactive to light and extraocular movements 
are Intact but when asked to look left he blinks repeatedly. The statement "gtve·wav weakness" Is a way to eirc·umvent 
Motor power: Right/Left (x out of SJ - complicated by giving the medication. Its clearly apparent that I woudlnthave 
Inconsistent effort and give-way weakness on the left at the capability to move my limbs. 
times . best recordable/observed as follows : 
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Assessment and P~n : 
The clinical picture, which should be the most important factor 
in considering a diagnosis of multiple sclerosis, 
lacks. a history of acute fcx:al deficits in d iffere nt are as with 
last ing symptoms that may be result of central 
nervous sys.tern inflammatory disease such as MS. Imaging can 
be part k:u larty helpful In consider i ng such a 
diagnosis and his b l'ain MRls in parti cular' are largely devo id of 
fin di ngs as we might see in muh:iple sd ero sis. 
The spinal MRJ"s were similarly wahout clear T2 changes that 
may raise suspicion of CNS Inf lammatory 
condi tion . He indeed may have sublfe atrophy, but th is was 
consi$tent across studi es and similarty not 
pathologic. 
Discussed all th is with patient and agreed that for us to move 
for ward w it h any furth er 
conside rat ion of th is d iagnosis we wov ld like to start w ith 
imaging performed here or at other facility that can 
communicate re sult directly to us and offe red return vis it wit h in 
1·2 months thereafter. 
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Would suggest communicating w ith Hospital Angeles del 
Ped,ega1. Centr'O de espdalidades quil'anges is 
warranted but says he doesn't wan t any notes sent ets.ewh-ere; 
we will, howev er, at a min imum , communi cate 
th is conS1Jltat ion report w it h his primary care doctor and refer 
him to medical recor ds if he would like a copy 
himself. 
I spent a tota l of 110 minutes face to face with the pat ient of 
wh ich greate r than 50% of that ti me was spent in 
counse ling/coord inat ion . 

Statement by Statement Negation 

Statement by Statement Negatlot\ 
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we wovld not make/confi(m o, suggest a diagnosis of multiple 
sclerosis at this time otherwise. and certainty 
would caut ion a.gainst initiating disease mo drfying the rapy w it h 
lack of dear clinical relapses (different focal 
pro blems) or M RI changes that we think it may be beneficia l for 

at th is t ime, especiall y whe n weig hing some of 
the not in$ignificant side effeets that may be encou ntere d w ith 
same . 

There are a number of confound ing factors, but if one too k 
addit ion al reported studies at reported face value -
which , we wou ld caution against , the on ly other de ar 

abnormalities or things worthy of furthe< 
evaluation/consideration might be slowed conduction of the 
lef t opt ic nerve or abnormal EEG fin dings. Would 
suggest repeat testing to either of these points should be 
considered before making any such plan an d would 

not offer here in our mult iple sclerosis cli nic at this ti me. 
Aside fr om strong suspic ion of somatofo rm disorder as 
contributory if not explanatory of much of this din ical The medi cal find ings would indicate a gross pathology of MS 
picture , one could also suspect primary optic conditions and It and the "opt ic condition" Is a typical presentation of optic 
may prove useful to seek additional consultation neuropathy in the setting of MS. The doctor appears to be 
and/or study to this affect. trying to circumvent g ivin g the med ications . 

Considering the course of events (immediately proceeding a plasmapheresis procedure) and that the doctors acknowledged that 
most of the typica l features of MS are present in this appointment, not giving the medications would be dangerous to the patient. 
Its clear negligence. It may even be typified as a form of assault since the clinician is required to prescribe the follow-up medication 
after plasmapheresis. 

-


