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EVIDENTIARY DECLARATION: WEXLER-RELATED MEDICAL MALFEABANS AN dHE?.00
CASE OF ALKIVIADES DAVID

Submitted in support of broader allegations under the RICO Act, including but not
limited to medical fraud, civil conspiracy, professional misconduct, and attempts to
chemically discredit a cognitively disabled but mentally sound individual.

|. BACKGROUND CONTEXT TO RICO ACTION

This sworn statement is entered anonymously and pro se into the record of a larger
RICO-based legal complaint against a coordinated group of actors involved in the
systemic targeting of the undersigned Claimant. This submission specifically reviews
and contrasts two psychiatric evaluations: one evidencing legitimate medical science
(Karampoutakis), and one reflecting a dangerous, negligent, and potentially criminal
departure from standard of care (Wexler). This submission is made in support of claims
involving medical fraud, breach of fiduciary duty, gross negligence, malfeasance, and
the deliberate distortion of medical records to suppress and disempower
whistleblowers.

The case pertains to Mr. Alkiviades David, a victim of ongoing legal and medical
harassment tied to an international criminal enterprise. His neurological impairment,
caused by documented traumatic brain injury, has been falsely framed as psychiatric
illness by complicit medical professionals. Mr. David is not mentally unwell. He has
never been diagnosed with a psychiatric disorder that would warrant antipsychotic or
anticonvulsant medications. He is a cognitively disabled individual who requires
accommodations—not sedation.

II. COMPARATIVE ANALYSIS: KARAMPOUTAKIS vs. WEXLER



Karampoutakis, G. MD, PhD (April 2023): Delivered a thorough and factually sound
neuropsychiatric evaluation using advanced MRI, connectomics, and psychometric
data. Found major neurocognitive disorder due to TBI, with structural damage to the
frontal lobes. Report confirms that Mr. David’s impairment is cognitive, not psychiatric.

Wexler, E. MD, PhD (May 2023): Authored a treatment plan introducing the drug
oxcarbazepine, despite no seizure activity, no EEG testing, and no clinical justification.
Wexler's report misspelled the name of the drug and ignored clear diagnostic data. His
plan proposes sedating a cognitively impaired patient instead of providing protective,
adaptive care.

This behavior constitutes a reckless disregard for known brain injury, and rises to the
level of professional malfeasance. It supports broader RICO claims that certain
physicians are being systematically weaponized to chemically impair and discredit
whistleblowers and litigants.

Ill. KEY EVIDENCE OF FRAUD AND MEDICAL MALPRACTICE

False Medical Attribution: Wexler falsely attributes explosive behavior to psychiatric
causes, ignoring clear documentation of organic brain trauma.

Prescribing Without Basis: Oxcarbazepine was prescribed without indication. No
seizures. No bipolar disorder. No schizophrenia. No informed consent.

Negligent Documentation: Misspelled drug name in legal-medical record.

Deviation from DSM/ICD Guidelines: Ignores diagnostic parameters of frontotemporal
dementia and misrepresents them as behavioral disorder.

Suppression Tactic: Attempted to mischaracterize a cognitive disability as mental
illness to justify inappropriate pharmacological control.



These constitute systemic failures in care consistent with RICO predicate acts: mail
and wire fraud (false reports used in proceedings), obstruction of justice, conspiracy to
injure, and reckless endangerment.

IV. REQUESTED ACTIONS AND JUDICIAL NOTICE

This document is submitted for judicial notice under Federal Rule of Evidence 201, to
be incorporated into all matters involving:

Active or pending litigation in which Mr. Alkiviades David’s neurological or psychiatric
condition is referenced.

Investigations involving medical fraud, misconduct, or conspiracy under RICO.

Any agency or tribunal examining human rights abuses involving forced or deceptive
treatment.

It serves as both evidentiary support and a formal reminder to the Court: Mr. David is
not mentally unwell. His condition is neurological, not psychiatric. He does not require
psychotropic or anticonvulsant medication. He requires legal protection,
accommodations, and truthfully documented medical care.

V. SOURCES & REFERENCES

Karampoutakis, G. MD, PhD. Neuropsychiatric Evaluation of Alkiviades David (April
2023)

Wexler, E. MD, PhD. Initial Psychiatric Treatment Plan (May 2023)

FDA Oxcarbazepine Safety Label



George Karampoutakis MD MSc PhD
Psychiaftrist

Athens, November 2nd 2023
Medical Note

| conducted a psychiatric evaluation of Alkiviades Andrew David, son of
Andreas and Dimitra, of British Nationdlity, resident of Spetses Greece, born on
May 239 1968 in Lagos, Nigeria, Passport Nr. 537982155, United Kingdom, date
of issuance 20/07/2016, exp. Date 20/7/2026. The evaluation was conducted
on the 28" and 30" of September, 2023.

Mr. Alkiviades Andrew David was evaluated with use of the Minnesota
Multiphasic Personality Inventory (MMPI — 2), which was administered on
September 9 2023 by a certified clinical psychologist.

Psychometric assessments are a scientifically acceptable means of
evaluating elements that determine a person’s capabilities and predisposition
to behavior in a standardized, structured way. Their accuracy is supported by
scientifically determined indicators of validity and reliability. They are based
on infernationally established scientific theories and literature.

The MMPI - 2 is considered the most reliable screening and assessment tool
for adult psychopathology, widely used in clinical and court settings
internationally. It contains 120 subscales (clinical, content and personality
subscales), as well as 8 validity scales. It is used in order to diagnose
psychopathology in clinical practice, to identify critical psychological factors
in the selection of personnel for sensitive, high responsibility or risk positions,
and in judicial settings. The MMPI — 2 assists mental health professionals in
making valid and reliable judgments concerning the patient’s personality by
providing a comprehensive psychological profile. The instrument’s accuracy
is reflected in scientifically determined indices of validity and reliability.

From the overall assessment of the MMPI-2 psychometric instfrument, Mr.
David’s scores are elevated on the following psychopathology scales:

- The Clinical Scale of Paranoia (Pa)
- The Subscale of Persecutory Ideas (Pal)

The above clinical elevations reflect the presence of psychiatric symptoms,
potentially as a result of continuous litigation that the examinee endorsed in
his responses to the test.

Mobile.: +306939.005.001 13, D. Soutsou Str.
Tel: +302104409440 11521
Email 1: karampoutakis@gmail.com Athens — Greece

Email 2: info@myshrink.gr web: www.myshrink.gr



George Karampoutakis MD MSc PhD
Psychiatrist

Taking into consideration Mr David’s responses during the clinical evaluations,
it appears that having been subjected to long term and mentally arduous
trials following complaints made by third parties against him, the truth of
which he denies, he has developed long - standing ideas of persecution by
third parties with financial incentives targeting his estate.

Without taking into account any details of the trials that Mr. David is involved
in, the active psychiatric symptomatology he presents necessitates further
clinical monitoring and potentially the use of medication as part of a
therapeutic treatment.

While Mr. David has full capacity to comprehend and deal with redlity,
possesses empathy as well as the ability to relate to others in an appropriate
way, he tfends to extemnalise aggression directly related to the
aforementioned symptomatology, and particularly his intense fear that
whoever approaches him shares motives with the persons who accused him
in court,

Given the duration of the symptomatology (paranoia and persecutory ideas),
further monitoring and assessment of the progression of Mr. David's symptoms
in subsequent sessions is warranted.

The current note is provided for Judicial use.

Dr. George Karampoutakis MD MSc PhD
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Psychiatrist — Forensic Court Panel - Mediator

President of the Hellenic American Psychiatric Association

Important Notice: | explicitly point out that the medical opinion I hereby send you is addressed to the following
recipients, ie. your lawyer in Greece Mr. Themistoklis Sofos and your lawyer in California, USA, Mr Fred Heather,
with the sole purpose of being submitted during your pending trial in California with your defendant Mr Fred
Heather. Mr. Fred Heather is only allowed to submit our medical opinion to the Judge of your pending case. The
present medical report is strictly confidential. Reproduction, reproduction, other way in social media, media and

advertising, media, in third parties other than the above mentioned above are strictly prohibited.
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ERric M. WEXLER M.D., Pu.D.

Dyplomate, American Board of Psychiatry & Neurology

www. EricWexlerMD com

2730 Wilshire Blvd, Suite 325
Santa Monica, CA 90403
(TELj 310-744-5102

(FAX) 310-919-1919
info@ericwexlermd.com

NEUROPSYCHIATRIC EVALUATION of ALKIVIADES “ALKI” DAVID
INTERIM REPORT

Apnil 18, 2023

Alkiviades “Alki” David is a 55 year old while male referred by his sister for evaluation and
management of long-standing disturbed behavior.

HISTORY

Mr. David was interviewed for a total of 3.5 hours over the course of three separate sessions. The
first session began with AD relating that he wasn’t sure why he needed to see a psychiatrist. He
related details of his developmental and relationship history, beginning with his birth in Lagos
Nigeria. Though tangential, he was redirectable enough to provide details about his three previous
marriages and his current long-term relationship. However, after approximately 20 minutes he
digressed onto a dissertation on certain of biblical characters that I found nearly impossible to
follow. My probing led to him getting angry and frustrated. When I changed topics he launched
mto a discursive rant, laden with invective, where he described in detail his beliefs that a world-
wide criminal organization composed of lawyers and judges were persecuting him. He was 100%
convinced that this was true and was somehow the result of his championing the less fortunate or
wealthy. Fort the next hour plus I was unable to obtain any other credible historical information,
though I did obtain considerable evidence for his behavioral dysregulation and lack of insight.
Subsequent session were kept much shorter, but still, his attention span rarely exceeded 10-15
nunutes. The length of productive attention and engagement was strongly linked to the emotional
valence of what he was talking about.

MENTAL STATUS EXAM

The patient’s mental status was grossly the same overall at each session, which was as follows:
His overall appearance exhibited good grooming and appropriate eye contact. His gain and station
wore normal. He appeared fit and in no apparent distress. He became psychomotor activated
numerous times throughout the interview, but always withing the context of the content he was
reporting. Similarly, his affect was labile and energized, but congruent with his expressed mood
at that moment. He expressed substantial anger throughout our sessions that was almost
exclusively directed at his perceived persecutors. He also exhibited significant irritability at times
of perceived slights or when I said that I was having difficulty following his train of thought. Mr.
David’s thought process was frequently nonlinear (tangential and circumstantial), perseverative
and prone to lapses in logic. The content of these thoughts were notable for crystalized paranoia.
In short, all trains of conversations return to an exposition about his persecution at the hands of a




vast, international legal cabal, comprising advocates, prosecutors and Jurists. He further expresses
a beliefs that this corrupt group is victimizing many others besides himself and is 100% certain
that this is true. His assessment of evidence show a strong, if not pathological, confirmation bias
and a concomitant bias against disconfirmatory evidence. The presence of these cognitive biases
characterize psychotic patients and are often responsible for driving the steady worsening of
delusional thinking [REF]. Mr. David’s repeatedly evinces poor judgement and demonstrates
limited insight. He denies the possibility that his thinking could be distorted. Similarly, he views
his past behaviors as justified and reasonable, almost righteous, despite substantial evidence to the

contrary. ~ With regard to cognitions, he was alert and oriented in all spheres with no gross
language deficits noted.

BRAIN IMAGING

MRI of the Brain Without Contrast. The patient was imaged using a 3 Tesla Siemens Verio
MRI Open system, the following sequences were obtained: Localizer, T1-weighted 3D MPRAGE,
T2 TSE axial, 3D double inversion recovery, T2 FLAIR sagittal, axial, and coronal, DWI axial,
SWl axial. This study was notable for (1) Significant left frontal encephalomalacia, most prominently
in superior frontal gyrus with gliosis in the deep white matter involving the paramedian frontal lobe,
e i e and (2) frontal volume loss, greater on the right
than on the left.

Advanced MRI of the Brain And MRI
Connectomics. The patient was imaged using a
3 Tesla Siemens Verio MRI Open system, a
functional MRI study was performed using the
following sequences: (1)3D MPRAGE, (2)
Arterial Spin Labeling, 3)
DWN\DTN\Tractography and Fractional
Anisotropy, (4) MRI Connectomics.

The arterial spin labeling study reveals
markedly diminished perfusion in the left
frontotemporal region. There is also diminished
perfusion in the left parietal occipital area. This
is consistent with less metabolism in these areas.
This is a finding sometimes seen in depression
the left frontal lobe. The patient has a lesion of
Figure 1. Axial FLAIR image at level of encephalqmalgcia in the paramedian left frontal
superior frontal gyrus showing location of Iob.e.' Thls will be furthe'r evaluated OnL &
brain damage de‘flmtlve‘ SRI of the brain. DWI\fractlongl
anisotropic study reveals marked asymmetry in
the fractional anisotropy in the left frontal lobe.

These findings are consistent with the
previously noted injury to the brain with encephalomalacia in this region.

Neuroquant Volumetric Analysis. The patient was imaged using a 3 Tesla Siemens Verio
MRI Open system, a functional MRI study was performed using 3D MPRAGE and volumetric



analysis. This study revealed considerable bilateral volume loss in the temporal lobes two standard
deviations below normal. This finding is also seen in the lateral occipital lobes. There is significant

volume loss in the right superior frontal lobe 7th percentile as well as in the cortical gray matter,
right worse than left.

PSYCHODIAGNOSTIC TESTING

Symptom Checklist-90 (SCL-90) The SCL-90 was administered to screen for overall
psychopathology since he struggled so thoroughly to assess his own mental state. The Symptom
Checklist-90 (SCL-90) is a brief, self-report questionnaire commonly used to assess a broad range
of psychological symptoms and distress in adults. It includes 90 items that assess nine primary
symptom dimensions: somatization, obsessive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism. The SCL-90 has been
shown to be a reliable and valid measure of psychological distress and can be used to screen for a
variety of psychological disorders, such as depression, anxiety, and somatization disorders. Mr.
David scored in the 99% percentile for interpersonal sensitivity, depression, anxiety, hostility,
phobic anxiety, paranoid ideation, and psychoticism.

Brown Executive Function/Attention Scales-Adult (BEFAS-A) The BEFAS-A is a
standardized assessment tool designed to measure executive functioning and attention in adults.

The Brown Executive Function/Attention Scales (Brown EF/A Scales) provide an easily
understandable, standardized tool to collect information about the problems an individual
demonstrates or reports with executive functions, the self-management functions that support
attention in multiple tasks of daily life. Results are compared with norms to indicate how any
reported problems over the past 6 months compared to other people of similar age. Individual
scores indicate how much of a problem the adult appears to have with each of the clusters idenitifed
in the Brown model of EF. These clusters are as follows: Cluster 1. Activation: Organizing,
Prioritizing, and Activating to Work, Cluster 2. Focus: Focusing, Sustaining, and Shifting
Attention to Tasks, Cluster 3. Effort: Regulating Alertness, Sustaining Effort, and Adjusting
Processing Speed, Cluster 4. Emotion: Managing Frustration and Modulating Emotions, Cluster
5. Memory: Utilizing Working Memory and Accessing Recall, Cluster 6. Action: Monitoring and
Self-Regulating Action. Total Composite score is a composite of the six cluster scores. On these
scales T-scores over 70 indicate markedly atypical presentation (i.e. very significant problems).

Mr. David’s total composite score placed him in the severely affected range, with similarly severe

impairments in focus (sustaining, and shifting attention to tasks), memory (Utilizing working
memory and accessing recall) and worst of all, monitoring and self-regulating action.

Delis Rating of Executive Functions (D-REF)

The D-REF Adult consists of 58 items and takes 10-15 minutes to administer. Key components
of executive functioning are generally conceptualized into four broad areas: goal formation,



planning, goal-directed behavior, and effective performance. For an individual to demonstrate
adequate executive functioning, he/she must reflect on what it is he/she wants to accomplish,
determine the next steps in order to achieve anticipated outcomes, engage in problem-solving
behaviors to reach desired goal, and finally perform the action efficiently.

Mr. David scored in the 99" percentile (most affected) for impairments of behavioral and
emotional control. Similarly, he scored in the 98-99* percentile on (1) Activity Level/ Impulse
Control (AIC), an assessment of impulsivity, hyperactivity, and poor self-monitoring;
(2);Emotional Control/ Anger Management (EAM), which assesses symptoms of poor frustration
tolerance, emotional lability, sensitivity to criticism, and problems with anger control and (3)
Abstract Thinking/ Problem-Solving (APS), which assesses symptoms of concrete thinking,
cognitive rigidity, disorganization, and poor decision- making and problem-solving skills.

Millon Clinical Multiaxial Inventory-IV (MCMI-IV) Mr. David was administered the MCMI-
IV to more fully explore his personality structure, antisocial or otherwise. The MCMI-1V is a
multi-axial assessment tool that provides information on several domains of psychological
functioning, including personality traits, clinical syndromes, and severe personality pathology. It
also provides information on a patient's overall level of functioning, as well as their interpersonal
style, coping mechanisms, and stressors. The test consists of 195 true/false questions that assess
a wide range of psychological symptoms, including mood disorders, anxiety disorders, substance
abuse, and personality disorders. The test is designed to be completed by adults aged 18 years or
older and is commonly used by mental health professionals in clinical and forensic settings. One
unique aspect of the MCMI-IV is that it assesses both the patient's self-reported symptoms and
their coping styles, allowing clinicians to gain insight into how the patient perceives and deals with
their problems. The MCMI-IV has been extensively researched and has demonstrated high levels
of reliability and validity. It is widely used in clinical settings as a tool for diagnosing and planning
treatment for patients with mental health disorders. However, it should be noted that the MCMI-

IV is not a diagnostic tool on its own and only used in conjunction with other assessments and
clinical evaluations.

Mr. David’s response profile was processed by Pearson Assessments and the abridged reports is
as follows: In sum, the major complaints expressed by the patient's MCMI-IV responses do not
take the form of distinct clinical syndrome symptoms (i.e. no DSM-5 specified personality disorder
like antisocial or borderline), however, he had traits of a turbulent and sadistic (aggressive) style.
His response pattern showed no evidence to suggest dissimulation.

DISCUSSION

Decades ago, Mr. David lapsed into a coma after being struck by a motor vehicle while walking
across the street. After regaining consciousness weeks later he become far more impulsive, irritable
and exhibited profound short-term memory deficits, what his sister described as being a “different
person,” personality-wise. Given Mr. David’s behavioral history it is shocking that no brain
imaging was performed prior to the current evaluation. Functional and structural brain MR



imaging reveals damage to the left frontal lobe that is so severe that it is obvious to even the

untrained eye (Figure 2). Quantitative analysis of these images revealed more loss of brain mass
in the frontal and temporal lobes.

The frontotemporal region is a network functional circuits operating in concert to produce what is
termed executive function. Executive function comprises the mental processes that enable us to
plan, focus attention, remember instructions, and juggle multiple tasks successfully. Just as an air
traffic control system at a busy airport safely manages the arrivals and departures of many aircraft
on multiple runways, the brain needs this skill set to filter distractions, prioritize tasks, set and
achieve goals, and control impulses. Conversely, damage to the executive system often leads to:
Difficulty organizing; Difficulty in planning and initiation (getting started); Inability to multitask
Difficulty with verbal fluency, Trouble planning for the future; Difficulty processing, storing,
and/or retrieving information; Mood swings; Lack of concern for people and animals; Loss of
interest in activities; Socially inappropriate behavior; Inability to learn from consequences from
past actions; Difficulty with abstract concepts (the inability to make the leap from the symbolic to
the real world)

Damaging either a specific subregion of frontotemporal cortex or the connections between
subregions will impair executive function. This is well illustrated by the case of Phineas gage,
arguably the most famous neurological patient of all time. In brief, an explosion propelled a metal
rod through his left frontal lobe, but leaving the rest of his brain otherwise intact. Dr. JM Harlow
who attended to Gage’s wounds reported that Gage’s employers, “who regarded him as the most
efficient and capable foreman ... considered the change in his mind so marked that they could not
give him his place again.... He is fitful, irreverent, indulging at times in the grossest profanity
(which was not previously his custom), manifesting but little deference for his fellows, impatient
of restraint or advice when it conflicts with his desires.... A child in his intellectual capacity and
manifestations, he has the animal passions of a strong man.... His mind was radically changed, so
decidedly that his friends and acquaintances said he was ‘no longer Gage.” There is an
undeniable similarity between the behavior of Gage and Mr David after his accident.

Frontotemporal dementia (FTD) can serve as a model to understand the context and scope of Mr.
David’s deficits. Mr. David has compromises frontal and temporal lobes, as revealed by
quantitative MR imagining. This would be expected to produce deficits and behaviors that are
most similar to those exhibited by patients suffering from frontotemporal dementia (FTD).
Patients with FTD (1) struggle to focus on tasks and become distracted easily (2) find it difficult
to plan, organize and make decisions — these problems may first appear at work or with managing
money; (3) lose their inhibitions — behaving in socially inappropriate ways and acting impulsively
or without thinking. For example, making insensitive or rude comments about someone’s
appearance, making sexual gestures in public, staring at strangers, or being verbally or physically
aggressive; (4) lose motivation to do things that they used to enjoy; (5) lose the ability to
understand what others might be thinking or feeling — they may be less considerate of the needs of
others, lose interest in social activities or be less friendly. They may also have less of a sense of
humor or laugh at other people’s problems. This can make the person appear cold and selfish; (6)
show repetitive or obsessive behaviors; (7) developing cravings or insatiable eating, drinking,
smoking or other drug use. It is instructive to recognize that the symptoms of FTD are often
misunderstood. Other may think that the person is merely misbehaving, leading to anger and



conflict. It is important to understand that people with these disorders often lack any awareness of
their illness and either cannot control their behaviors or can only do so for short periods of time.

Mr. David’s brain damage underlies his apparent lack of executive functioning. Because the
frontotemporal regions are so complex in their function it is outside the bounds of this interim
report to discuss in detail all of the aspects of Mr. David’s cognition and behavior that will be
affected. However, two anatomically easily illustrated examples would be impaired memory and
his seemingly lack of forethought. First, as illustrated in Figure 2, he has significant damage to
the dorsomedial prefrontal cortex (dmPFC). This region is directly required for working memory.
The extent of the damage easily explains his partial amnesia after his accident. It is important to
keep in mind that working memory is more than remembering facts since it is what allows us to
perform calculations or evaluate prospective outcomes for our decisions.

Patients like A.D. with frontal lobe damage are known to demonstrate deficits in planning actions
for tasks that require foresight. Foresight and future thinking require the ability to think about the
self and to focus attention on one’s inner experience. When an individual reflects on their own
mental state, infers the mental state of others, or engages in social reasoning they activate the
dorsomedial prefrontal cortex (dmPFC) subsystem includes the dmPFC proper, the
temporoparietal junction, the lateral temporal cortex, and the temporal pole. This region (dmPFC)
is the most obviously damaged in Mr. David (Figure 2), but not the only dysfunctional circuit.
This is supported by the limited psychometric testing Mr. David has thus far been able to complete.
Mr. David scored in the severe affected/impaired range
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Figure 2 (LEFT). Sagital FLAIR images of A.D. showing encephalomalacia and glial scarring
in left dorsomedial prefrontal cortex (dmPFC) . (RIGHT) Undamaged right frontal lobe from !
same sequence. |

SUMMARY OF FINDINGS




On initial interview, Mr. David presented with a labile mood, digressive thought process and
perseveratively espoused numerous bizarre beliefs, but denied all past medical history and drug
use over the past two weeks. His behavior pattern appeared most consistent with an early-onset
mid-stage behavioral variant frontotemporal dementia, prompting me to order brain imaging. I
subsequently learned that decades earlier Mr. David suffered a severe traumatic brain injury, which
was confirmed on MRI. Initial psychometric testing revealed broad, mostly severe, dysfunction
across all sphere of executive function, including emotional dysregulation, behavioral

dysregulation, impaired attention & memory, impaired practical problem solving ability and
diminished impulse control.

SUMMARY OF DIAGNOSES

1. S06.2XAS Diffuse traumatic brain injury with loss of consciousness of unspecified duration,

2. R45.89 Impairing Emotional Outbursts

3. F02.C18 Major Neurocognitive Disorder Due to Traumatic Brain Injury, Severe, With other
behavioral or psychological disturbance

OPINONS!

1. Mr. David suffered a major traumatic brain injury

2. Mr. David’s TBI resulted in permanent damage to and loss of brain structures

3. Mr. David has the behavioral manifestation predicted by an injury to this brain region

4. Psychometric testing affirmatively documents broad impairments in Mr. David’s executive
functioning.

5. Mr. David lacked objective evidence of enduring brain damage prior to this evaluation

6. Mr. David’s brain damage compromised his insight and ability to introspect

7. Lack of objective evidence, insight and introspective ability prevented him from recognizing
his functional deficits.

8. Mr. David’s neurological deficits render him permanently disabled.

9. Mr. David should be afforded reasonable accommodations as he suffers from a heretofore
unrecognized medical disability.

10. Mr. David’s accommodations should include mechanisms that reduce the need for sustained
vigilance (e.g. shorter session, or more frequent breaks, especially when emotions are likely to be
activated, but more frequent sessions)

Note: The full extent of the data and opinions in this report should be open to amendment
pending the completion of neuropsychological testing.

! Mr. David has not fully completed all intended testing. Pending the completion of
neuropsychological testing, the opinions expressed are subject to revision.



analysis. This study revealed considerable bilateral volume loss in the temporal lobes two standard
deviations below normal. This finding is also seen in the lateral occipital lobes. There is significant
volume loss in the right superior frontal lobe 7th percentile as well as in the cortical gray matter
right worse than left.
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PSYCHODIAGNOSTIC TESTING

Symptom Checklist-90 (SCL-90) The SCL-90 was administered to screen for overall
psychopathology since he struggled so thoroughly to assess his own mental state. The Symptom
Checklist-90 (SCL-90) is a brief, self-report questionnaire commonly used to assess a broad range
of psychological symptoms and distress in adults. It includes 90 items that assess nine primary
symptom dimensions: somatization, obsessive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism. The SCL-90 has been
shown to be a reliable and valid measure of psychological distress and can be used to screen for a
variety of psychological disorders, such as depression, anxiety, and somatization disorders. Mr.
David scored in the 99% percentile for interpersonal sensitivity, depression, anxiety, hostility,
phobic anxiety, paranoid ideation, and psychoticism.

Brown Executive Function/Attention Scales-Adult (BEFAS-A) The BEFAS-A is a
standardized assessment tool designed to measure executive functioning and attention in adults.

The Brown Executive Function/Attention Scales (Brown EF/A Scales) provide an easily
understandable, standardized tool to collect information about the problems an individual
demonstrates or reports with executive functions, the self-management functions that support
attention in multiple tasks of daily life. Results are compared with norms to indicate how any
reported problems over the past 6 months compared to other people of similar age. Individual
scores indicate how much of a problem the adult appears to have with each of the clusters idenitifed
in the Brown model of EF. These clusters are as follows: Cluster 1. Activation: Organizing,
Prioritizing, and Activating to Work, Cluster 2. Focus: Focusing, Sustaining, and Shifting
Attention to Tasks, Cluster 3. Effort: Regulating Alertness, Sustaining Effort, and Adjusting
Processing Speed, Cluster 4. Emotion: Managing Frustration and Modulating Emotions, Cluster
5. Memory: Utilizing Working Memory and Accessing Recall, Cluster 6. Action: Monitoring and
Self-Regulating Action. Total Composite score is a composite of the six cluster scores. On these
scales T-scores over 70 indicate markedly atypical presentation (i.e. very significant problems).

Mr. David’s total composite score placed him in the severely affected range, with similarly severe

impairments in focus (sustaining, and shifting attention to tasks), memory (Utilizing working
memory and accessing recall) and worst of all, monitoring and self-regulating action.

Delis Rating of Executive Functions (D-REF)

The D-REF Adult consists of 58 items and takes 1015 minutes to administer. Key components
of executive functioning are generally conceptualized into four broad areas: goal formation,



imaging reveals damage to the left frontal lobe that is so severe that it is obvious to even the
untrained eye (Figure 2). Quantitative analysis of these images revealed more loss of brain mass
in the frontal and temporal lobes.

The frontotemporal region is a network functional circuits operating in concert to produce what is
termed executive function. Executive function comprises the mental processes that enable us to
plan, focus attention, remember instructions, and juggle multiple tasks successfully. Just as an air
traffic control system at a busy airport safely manages the arrivals and departures of many aircraft
on multiple runways, the brain needs this skill set to filter distractions, prioritize tasks, set and
achieve goals, and control impulses. Conversely, damage to the executive system often leads tor
Difficulty organizing; Difficulty in planning and initiation (getting started); Inability to multitask
Difficulty with verbal fluency, Trouble planning for the future; Difficulty processing, storing,
and/or retrieving information; Mood swings; Lack of concern for people and animals; Loss of
interest in activities; Socially inappropriate behavior; Inability to learn from consequences from
past actions; Difficulty with abstract concepts (the inability to make the leap from the symbolic to
the real world)

Damaging either a specific subregion of frontotemporal cortex or the connections between
subregions will impair executive function. This is well illustrated by the case of Phineas gage,
arguably the most famous neurological patient of all time. In brief, an explosion propelled a metal
rod through his left frontal lobe, but leaving the rest of his brain otherwise intact. Dr. JM Harlow
who attended to Gage’s wounds reported that Gage’s employers, “who regarded him as the most
efficient and capable foreman ... considered the change in his mind so marked that they could not
give him his place again.... He is fitful, irreverent, indulging at times in the grossest profanity
(which was not previously his custom), manifesting but little deference for his fellows, impatient
of restraint or advice when it conflicts with his desires.... A child in his intellectual capacity and
manifestations, he has the animal passions of a strong man.... His mind was radically changed, so
decidedly that his friends and acquaintances said he was ‘no longer Gage.” There is an
undeniable similarity between the behavior of Gage and Mr David after his accident.

Frontotemporal dementia (FTD) can serve as a model to understand the context and scope of Mr.
David’s deficits. Mr. David has compromises frontal and temporal lobes, as revealed by
quantitative MR imagining. This would be expected to produce deficits and behaviors that are
most similar to those exhibited by patients suffering from frontotemporal dementia (FTD).
Patients with FTD (1) struggle to focus on tasks and become distracted easily (2) find it difficult
to plan, organize and make decisions — these problems may first appear at work or with managing
money; (3) lose their inhibitions — behaving in socially inappropriate ways and acting impulsively
or without thinking. For example, making insensitive or rude comments about someone’s
appearance, making sexual gestures in public, staring at strangers, or being verbally or physically
aggressive; (4) lose motivation to do things that they used to enjoy; (5) lose the ability to
understand what others might be thinking or feeling — they may be less considerate of the needs of
others, lose interest in social activities or be less friendly. They may also have less of a sense of
humor or laugh at other people’s problems. This can make the person appear cold and selfish; (6)
show repetitive or obsessive behaviors; (7) developing cravings or insatiable eating, drinking,
smoking or other drug use. It is instructive to recognize that the symptoms of FTD are often
misunderstood. Other may think that the person is merely misbehaving, leading to anger and



On initial interview, Mr. David presented with a labile mood, digressive thought process and
perseveratively espoused numerous bizarre beliefs, but denied all past medical history and drug
use over the past two weeks. His behavior pattern appeared most consistent with an early-onset
mid-stage behavioral variant frontotemporal dementia, prompting me to order brain imaging. I
subsequently learned that decades earlier Mr. David suffered a severe traumatic brain injury, which
was confirmed on MRI. Initial psychometric testing revealed broad, mostly severe, dysfunction
across all sphere of executive function, including emotional dysregulation, behavioral
dysregulation, impaired attention & memory, impaired practical problem solving ability and
diminished impulse control.

SUMMARY OF DIAGNOSES

1. S06.2XAS Diffuse traumatic brain injury with loss of consciousness of unspecified duration,

2. R45.89 Impairing Emotional Outbursts

3. F02.C18 Major Neurocognitive Disorder Due to Traumatic Brain Injury, Severe, With other
behavioral or psychological disturbance

OPINONS!

1. Mr. David suffered a major traumatic brain injury

2. Mr. David’s TBI resulted in permanent damage to and loss of brain structures

3. Mr. David has the behavioral manifestation predicted by an injury to this brain region

4. Psychometric testing affirmatively documents broad impairments in Mr. David’s executive
functioning.

5. Mr. David lacked objective evidence of enduring brain damage prior to this evaluation

6. Mr. David’s brain damage compromised his insight and ability to introspect

7. Lack of objective evidence, insight and introspective ability prevented him from recognizing
his functional deficits.

8. Mr. David’s neurological deficits render him permanently disabled.

9. Mr. David should be afforded reasonable accommodations as he suffers from a heretofore
unrecognized medical disability.

10. Mr. David’s accommodations should include mechanisms that reduce the need for sustained
vigilance (e.g. shorter session, or more frequent breaks, especially when emotions are likely to be
activated, but more frequent sessions)

Note: The full extent of the data and opinions in this report should be open to amendment
pending the completion of neuropsychological testing.

! Mr. David has not fully completed all intended testing. Pending the completion of
neuropsychological testing, the opinions expressed are subject to revision.



conflict. It is important to understand that people with these disorders often lack any awareness of
their illness and either cannot control their behaviors or can only do so for short periods of time.

Mr. David’s brain damage underlies his apparent lack of executive functioning. Because the
frontotemporal regions are so complex in their function it is outside the bounds of this interim
report to discuss in detail all of the aspects of Mr. David’s cognition and behavior that will be
affected. However, two anatomically easily illustrated examples would be impaired memory and
his seemingly lack of forethought. First, as illustrated in Figure 2, he has significant damage to
the dorsomedial prefrontal cortex (dmPFC). This region is directly required for working memory.
The extent of the damage easily explains his partial amnesia after his accident. It is important to
keep in mind that working memory is more than remembering facts since it is what allows us to
perform calculations or evaluate prospective outcomes for our decisions.

Patients like A.D. with frontal lobe damage are known to demonstrate deficits in planning actions
for tasks that require foresight. Foresight and future thinking require the ability to think about the
self and to focus attention on one’s inner experience. When an individual reflects on their own
mental state, infers the mental state of others, or engages in social reasoning they activate the
dorsomedial prefrontal cortex (dmPFC) subsystem includes the dmPFC proper, the
temporoparietal junction, the lateral temporal cortex, and the temporal pole. This region (dmPFC)
is the most obviously damaged in Mr. David (Figure 2), but not the only dysfunctional circuit.
This is supported by the limited psychometric testing Mr. David has thus far been able to complete.
Mr. David scored in the severe affected/impaired range

Figure 2 (LEFT). Sagital FLAIR images of AD. shoWignealacia and glial scarring

in left dorsomedial prefrontal cortex (dmPFC) . (RIGHT) Undamaged right frontal lobe from
same sequence. j
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