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= Dr. Evan Murray - Belmont, Massachusetts, USA
= Criminal Negligence 2>
Dr.Evan Murray is the initiator of medical negligence and malice in medical settings and in the long term the undoubted cause of
the neurodegenerative sequel through medical negligence that eventually becomes criminal (criminal fraud and criminal clinical
negligence in an international setting). Its important to look at his past behavior in order to demonstrate his malice in medical
settings in the future. In future settings he is far more enthusiastic about intentional physical harm through inappropriate

recommendations that cause neurological damage is a clear way. His initial negligence is the underlying cause in 11 years of gross
medical negligence thereafter.
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Richard Falzone, M.D.
Department of Psychiatry
Mclean Hospital

1151 MEl Strest

Beimont, MA 02478

RE: JANA, MARENDRA N
MRN: 4668283
OB 100271984

REASON FOR REFERRAL: Please evaluats the patient's and cognitiva deficits for a gi
causea.

Dear Dr. Falzone:

1 had the pleasure of eval g Mr. Jana this . As you know, ha is & 23-year-old right-handed Indian
American male without & pteulnus medical history who is status post & Mcl.ean Hospital admission in 04/2008 for new onsel
psychiatric symptoms and memary difficultios starting approximately 3 vears ago. The patient reports bieing in his 4th year at
Penn Stale University studying electrical englneeriag and doing a semester abroad at Leads University in England during

‘which time his grades were quits good, being A's, until he began fies. He came home for an
Easter holiday and shared his difficulties with hns parvnts at which tima lhey contacted the university and he was aflowed to
come homa early from the and ions at a later date, He still has several credits of course work

to camplete bal\:ma gradusﬁmg college: After rsmn'mg home on Easlar broak from Leeds University, he was sean by his
primary care phys work g the 40g) after meals. Mr. Jana was
expasiancing laugu\a daepwe 10 hours of sleep and ibed difficulty school course work towards
the last month of two al Leeds. He has no history of snorng, nighttime kicking or apnes. He would have to read things
repelitively and still would have a hard time understanding whal he had read and recalling the information. He has always
been a very good studert obtaining mostly A'a and a few B's and his academic difficulties were new. He was having a difficult
fime fallowing conversations and sometimes his father would spesk to him and he would not be able to understand him and it
would soind “garbled”. His father states that he could repeat the question to Narendra several fimes and ulimatety, he would
answer “yes® or "no”. He has no known history of selzures,

Duwring his previous hosgpitalization at McLean Hospital, he was seen by the Neurology consultation service at which tima Mr.
Jana reported blurry vision and increased difficulty seeing at night. He also reported that sounds and mussic have less depth
and richness, He reported a decreased abilily lo distinguish between different instrurments and that he was experiancing ne joy
when Eslening to music anymose. He also had diminished sense of taste and smell stating that "everyfhing tasies ke to

chalk." He felt a sense of *spatial non-awareness” of his lefl side greater than his right. He elso stated that he had more trouble
sansing his laft sida.

Today, he denles any difficulty with tingling, ar gait He denles any
hallucinations. His father states that he is able to perform all of his acﬂvll]esuldalty Ilwr\g however, he needs prompting to get
up out of hed bn the marning and :shmr. shave and brush his teeth, During the day, he sits inside and watches television and
plays games and has little: of the day. He is more awake at night 2nd seems to be more

'mbarachva at that fime. He destribes a “bruised” feeling in the posterior aspect of the right side of his head. This sensation
rmay shift gver to the left side and may sometimes spread  lite bit anteriory on either side. He denies that this is painful or
that it Ructustes or has triggers. He estimates ils intensity is baing 3/10 with 10 being maximal intensity. He denies symptoms
of photophobia and ks always a litile bit sensilive to sounds,

In the summer of 2006, he began fo experience episodes of nausea and vomiting, somelimes 2-3 tines per week. His workup
was exfensive and incladed a normal EGD, a normal biopsy of the small intestine and a normal barium swallow. An anfighadin
antibody was mildly eieva!ed le\raadlng an IgG ol 104 and an IgA of 45, bt a issue transglutaminase that was within normal
lirriits. His reports 85 being post-pradial.

Pravious tesfing has included a negative heavy melal screen, nonreactive RPR, normal thyroid functions, B12 and folate, He
an by Dr. Sandeep Kumar of the Beth Israel Deaconess Medical Center Depariment of Neurology who

found no neuralogical cause far the: peuenl‘s symptoms. An MRI of the brain in late 2006 was read as normal and an EEG in
2007 was also read as normal. Previous trials of medications have included Effexcr, Sam-E, amitriptyline, Abillfy, sslegifine,

Provigil and emphetamine all of which have net been very hefpful.

Esting at the Bath Israsl Deaconess Medical Center 02/21/2007, revealed waaknesses in
anem»on and exeumve functioning, which were felt to result in attention-based mamory problems. Vistospalial function was

1

The bruised feeling is due to a lesion (inflammation) the cervical
spine typical of multiple sclerosis. The inflammation causes
progressive neurodegeneration of the cervical spine that
diagnosticians in the future try to hide in order to support Dr.
Murray’s negligence. Counter to the report | was vocal about
the physical pain that it caused and persistently caused
thereafter till 2017 when the medications were given
appropriately in a ER setting abroad.




The visuospatial statement indicates optic neuropathy, which is
typical of multiple sclerosis.

| believe he has an inherent bias since he works in a psychiatry
hospital. | never exhibited psychiatric symptoms as Dr. Falzone
stated. He later uses his bias to ignore gross features in a
neurodegenerative condition.

Immediately after this appointment its apparent that | have
gross inflammation in the brain in the next MRI, the doctor
ignores it. The 11 years of neurodegeneration thereafter was
preventable by this neurologist.

| believe Dr. Murray is trying to attach random symptoms to the
typical interictal and preictal effects in seizures due to bias in
his medical setting. | never exhibited these symptoms.
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falt to be & weakness alse. There was globally slowed processing spesd. The relative L in
were felt to possibly represent a long standing Pay i
disorder with depressive symptoms.

revealed thought

Qver the past several weeks, Mr. Jana has repored symptoms of parancla somelimes fesling that the things that people say
to him ar arpund him *sound sinister.” He also will ook at objects and occasionally feel threalened by them or have threatendng
thowghts, being fearful that these objects may somehow hurt him, He reports "sirang recoliections of random memearies" during
which he will see an enviranment such as a pizza pardor, which he has been in previously, and experience it in a vary vivid
fashion even smelling the food. He has had eplsodes of briefly mistaking Hght poles for being pecple, but denies

haftucinations. He is depressed at this time, but denies suisidal ideation. He attended the Mclean partial program in 02/2008,
but was discharged because he mizsed actvilies.

PAST MEDICAL HISTORY: In (4/2008, he at tha Uniy ity OF hy Medical
Canter for tachycardia, At that time, an schncaldlogram was reported to be nommal.

ALLERGIES: None.
His medications include Zyprexa 5 mg per day and lamotriging 100 mg per day.

SUBSTANCE ABUSEDEPENDENCE: His last drink of akcohol was 2 years ago. He tried marijuana one time. He denies any
use of cocaing, ecstasy, LSD or other drugs. He does not smoke,

SOCIAL HISTORY!: He was born in India and came to the United States at the age of 0. His older sister lives in San Francisco.
He currently lives with his parents and does not have friends. His father reports that he has withdrawn from social activities.
The patient statas that his friends no longer live in Ihe area. He has no HIV risk factors. Ha was bom full term without
complications and had normal developmental milestones.

FAMILY HISTORY: He has a matemal uncle with bipolar disorder and an sunt who might have had & brain tumar. Mo seizure
disorders, mulliple sclerosis, or ather neuriogical conditions.

MENTAL STATUS EXAMINATION: The patient is appropriately dressed and grocmed and appears his stated age. His eye
contact is goad and there is no unusual behavior. His speach iz hypophonic intermittently, but fluent with a regular rate and
rhiythm, His affect is consiricted. His thought process is mostly Bnear, bm al imes he has comvoluled explanations of his
experiences demorsirates an unusual use of Mo ara evident. His insight and
fudgment appear fair to reduced, Tests of erentation, following 3 step numrnands languaga repalition, naming, roading,
wrilineg, and comportiment are within normal limits. Seral 7's are performed very slowly, He is able to spedl the word “earth”
forwards quickly, butls slow spefing it backwards and vary slow alphabetizing if. Clock drawing reveals mild difficulty with
planning of number placement Thers Is no evidence of spatial neglect. He registers 44 memary items on the first atternpt and
after 5 minutes recalls 3 spantsnecusly and one more with cuing. Cranisl nerves Il through XI1 are intact. Motor strength, bulic
and fone are nomal. There is no pranator drift. Sensation is intact to light touch and shap. He is Romberg negative.
Coordination testing reveals a nonmal finger-io- , rapid , fine motor coniral and heelfo-shin
examinations, Gait testing reveals a ‘normial toe, heel and tandem waik, although his axrm swing s mildly reduced on both
sides. Reflexes are 1+ in the bilateral upper extramities, 2+ at the knees, 1 at the ankles and both loes are downgomg.

IMPRESEIDN: Mr. Narendra Jana is a 23-year-old male who presents with approcdmatsly 3 yeﬂrs aof new anast cognitive
difficulties, thought disorder and depresslve symploms that have been relatively ta

difficuity 1g himsedf, ing his activities and focusing an school wudt More recenily, be hﬁs been
expenencing symatoms of p@lanma His cognitive sxamination today reveals a mildly
of sympir of thought disarder), unusual word usage, mild i s, slowed i

speed and mild planning difficulfies on clock drawing. There was anly siight suggestion of memory refrisval difficulty; however,
lh;s is mselya function of impaired a!hen!lun Language funclion and comportment are intact as is his visuospatial funclion. His
These findings mainly localize to dysfunction in frontal lobe circuitry. His
clinical histary is not very su\ggesm of a neurodeganeralive disorder or epilepey. A very early neurodegenerative

condition cannot be entirely excluded at this time. His new onset of nausea and vomiting starting approximately 3 years ago

appears to be atiributed to “post prandial smol.oom as per her medical records. [t may ba reasonable to pursue additianal
i with this Additionally, celiac disease is

as be
an entily lhat has baen with cognili d beh: | chi however, his workup does not appear to be very
supporlive of callac disease as saen by a normal small bowel biopsy. His previous neurclogical workup included an MR and
an EEG, which were reportediy both within normal limits. The likslibood of a neurological disorder being causative of his
present consteflation of symptoms is low: howaver, further workup is e due to the v nature of his
It i possible that his of a prods for a psy ic disorder; however, | will defar on a final

diagnosis until additional workup is complata.

| recommend a repeat MRI of the brain to assess for interval change, focal atrophy or lesions in limbic regions. An EEG should
be performed recording minimally the awake and drowsy states to ensure that there is no evidencs of slowing or epilaptiform

1 angoing p it of dapr Y and la. Cognitive ioral therapy may
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for of ion and parancéa if insight is present. Repeal psychodisgnostic testing may
be considerad, He will fallow: up + wath me in the clinie after completion of the recommended studins

Siety minules of fime was spent intendewing the patient and his Faiher, reviewing medlcai ramrds and parforming the
scarination, Thiry minutes of lime weas spent counseling the patient on the
His review of systems was otherwise negative excepl s documented above.

Sincaraly,

Evan D, Munay, MD
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