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(530) 258-2004(fax)
AGE:
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INS:
Medicare / AARP

PHAR:
Lassen Drug


(530) 258-2261
NEUROLOGICAL REPORT

CLINICAL INDICATION:
Neurological evaluation with history of pill-rolling tremor and neuromusculoskeletal stiffness suggesting Parkinson’s disease.

Dear Dr. Walls and Professional Colleagues,
Thank you for referring Ernest Hardig who was seen for his initial intake assessment on 05/30/2023.
He reported his current medical regimen including atorvastatin 80 mg daily, Plavix 75 mg daily, amlodipine 2.5 mg daily, cyclobenzaprine 10 mg at bedtime, tamsulosin 0.4 mg one daily in the evening, nitroglycerin p.r.n. for chest pain, and lorazepam 0.5 to 1 mg at bedtime for insomnia. P.r.n. medications include Colcrys/indomethacin for gout, Tylenol p.r.n., Centrum Silver daily, calcium 600 mg daily, Krill oil 500 mg daily, potassium 99 mg daily, vitamin D3 1000 mg daily, aspirin 81 mg daily, magnesium 400 mg daily, and Metamucil p.r.n. for constipation. He gave a past medical history of prostate cancer, arthritis, gout, heart disease, and dyslipidemia. He reported no adverse reactions, but did give a history of skin irritation for which he has just seen a dermatologist for a diagnosis of _______.
SYSTEMATIC REVIEW OF SYSTEMS:
General: He reports ongoing forgetfulness, dyssomnia with sleep loss and daytime somnolence.

ENT: Symptoms of impaired hearing.
Endocrine: No endocrine symptoms.

Respiratory: No respiratory symptoms.
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Cardiovascular: Symptoms of chest pain, fatigue after walking two blocks, previous coronary syndrome, hypertension, dyspnea/orthopnea, and history of low blood pressure.
Gastrointestinal: Reduced appetite, constipation, flatulence, some painful bowel movements.
Genitourinary: No symptoms.

Hematological: No symptoms. No slow healing, difficulty with excessive bleeding or bruising.
Locomotor Musculoskeletal: Difficulty with ambulation, however, without symptoms of claudication, some neuromuscular weakness.
Neck: No symptoms.

Male Genitourinary: History of erectile dysfunction, difficulty with ejaculation, nocturnal arousals x2 to void. No difficulty returning to sleep by his report.
Sexual Function: No activity. No history of transmissible disease.
Mental Health: Difficulty with his appetite, some dyssomnia.
Neuropsychiatric: No history of psychiatric referral or care. No history of convulsions, fainting or paralysis.
PERSONAL SAFETY:
He reports reduced hearing. He does not live alone. He does not report frequent falls. He has not completed advance directive, but did not request additional information to do so. He reported no history of exposures to verbally threatening behaviors, physical or sexual abuse.
PERSONAL & FAMILY HEALTH HISTORY:

He was born on 12/15/1934. He is 88 years old and right-handed.
His father was deceased at age 34 from an injury. His mother died at age 80 from a subdural hematoma. He did not report a medical history of any siblings, wife or children.
FAMILY MEDICAL HISTORY:

He reports arthritis in a brother, cancer of prostate in a brother, heart disease and stroke in a brother, hypertension in a brother. He denied family history of asthma, hay fever, bleeding tendencies, chemical dependency, convulsions, diabetes, tuberculosis, mental illness or other serious disease.

EDUCATION:

He completed high school in 1953 and two years of college education in 1956.

SOCIAL HISTORY & HEALTH HABITS:

He is married. He reports taking alcohol daily. He did not indicate a history of tobacco or recreational substances. He lives with his wife. There are no dependents at home.
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OCCUPATIONAL CONCERNS:
He is retired. He reports no ongoing concerns.

SERIOUS ILLNESSES & INJURIES:

He denies a history of fractures, concussions or loss of consciousness, but does report a prostate seed implant in 2017 which stopped his prostate cancer.

OPERATIONS & HOSPITALIZATIONS:

He did not give a history of blood transfusion.
1. Appendectomy in 1941.

2. Tonsillectomy in 1946.

3. Lumbar laminectomy in 1980, relieved back pain.

4. Discogenic surgery in 2002, relieved back pain.

5. Sinus surgery, successful in 2003.

6. Bilateral cataract removal in 2007, improved vision.

7. Right hip replacement in 2011, improved mobility.

8. Right L3-L4 back surgery, improved mobility, in 2016.

9. Herniorrhaphy in 2018, successful.
10. Two cardiovascular stents in 2018 “repaired heart attack.”
NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS (OSTEOPATHIC):
General: He reports transient dizziness, ongoing fatigue, reduced concentration, lightheadedness, reduced appetite, disequilibrium, reduced hearing, and memory impairment.
Head: He denied symptoms of neuralgia, recurrent headaches, fainting spells or blackouts or any similar family history.
Neck: He reported constant neck pain, but no other symptoms.
Upper Back & Arms: He reported constant low back pain, aggravated by ambulation and activity, partially relieved by Tylenol, but not prolonged benefit, and stiffness in his low back.
Mid Back: He reported lower extremity leg weakness with low back pain.
Shoulders: He denied symptoms.
Elbows: He denied symptoms.
Wrists: He denied symptoms.

Hips: He described pain in his replaced hip from several years ago, weakness improved with ambulation, treatment with Tylenol, and restless pain at night.
Ankles: He denied symptoms.

Feet: He reported numbness in his toes without benefit. Constant pain aching in his toes 4/10 on 1-10 analog pain scale. He denied paresthesias or weakness.
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He did not indicate a history of double vision or visual loss, difficulty with his sense of smell, taste, chewing or swallowing or phonation. He denied other types of tremor other than a resting pill-rolling tremor.
He does report slight stiffness.
He denied episodes of a tendency towards ataxia or falls.
FUNCTIONAL EVALUATION:

Upper Extremities: He completed the NIH Quality-of-Life questionnaires reporting some difficulty holding a plate of food, difficulty with buttoning his shirt, trimming his fingernails, bending and picking up clothing from a floor, taking care of his toenails, difficulty removing wrappings from small objects, difficulty taking off a pullover shirt, difficulty using a spoon to eat a meal, and opening vitamin containers.
Lower Extremity Mobility Function: He reported he is unable to run errands and shop. He is almost unable to get off from the floor if he has been lying down on his back. He has some difficulty up and off the toilet, stepping up and down curbs, in and out of a car, pushing a heavy door, walking for more than 15 minutes, a little difficulty standing up from an armless chair, moving from sitting on the side of the bed to lying on his back, and standing up from a low soft couch. He reports lot of difficulty ascending up and down a flight of stairs using a handrail, ambulating uneven surfaces, a little difficulty walking around one floor of his home, he cannot do a 20-minute brisk walk, some difficulty walking on a slippery surface, he cannot ascend stairs without a handrail and he has no difficulty walking in a dark room.
Stigmatization: He sometimes feels stigmatized because of his illness, feeling left out of things. He feels embarrassed because of his physical limitations, some embarrassment in social situations, emotionally distant from other people, feeling different than others, sometimes feeling that he is a burden to others. He is sometimes unhappy about his illness, affects his appearance, rarely does he feel that this illness is causing problems for him to stay neat and clean.
Sleep Disturbance: He reports that he often has to force himself to get up in the morning. He has troubles stopping his thoughts at bedtime. He has daytime sleepiness, sometimes trouble sleeping because of bad dreams, always has trouble falling asleep for which he takes lorazepam medication. Infrequently, he has arousals with pain. Often, he has avoided or canceled activities with friends because of being too tired during the day. Sometimes, he feels physically tense during the middle of the night or early morning hours.
Positive Affect and Well-being: He reports moderate reduction in his positive affect and well-being.
Fatigue: He reports moderate to severe symptoms of chronic fatigue.
Communication: He has to write notes to himself quite a bit. He has difficulty understanding family and friends on the phone. He has difficulty carrying on conversation with a small group of familiar people. He has some difficulty organizing what he wants to say.
Cognitive Function: He has some difficulty with placement recollection, some difficulty with novel learning, some difficulty with clarity of thinking, moderate level of sluggish reactivity, moderate level of slow thinking, some difficulty concentrating and starting simple tasks, rare difficulty making decisions or trouble planning activity.
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Anxiety: He describes mild levels of increased anxiety, feeling tense, fears about the future, and worrisome about physical health. He feels easily started rather start hold, feeling fidgety, feeling worried, sometimes concerns about dying, often has difficulty sleeping, and sometimes has trouble relaxing.
Depression: He has mild to moderate symptoms of chronic depression including feeling sad, lonely, helpless, disinterested, unhappy, worthless, emptiness, hopelessness, and depression. He has trouble enjoying things that he used to enjoy.
Social Roles and Activities: He reports a moderate reduction in his ability to participate in social roles and activities.
Satisfaction with social roles and activities:

He describes mild to moderate reduction in his satisfaction.

LABORATORY FINDINGS:

VirtuOx home sleep testing completed in December 2022 showed findings of mild obstructive sleep apnea with elevated heart rate considering possible arrhythmia.
MR brain imaging, February 8, 2023, Open System Imaging Chico:

The study showed minimal periventricular ischemic white matter changes without encephalomalacia.

There is mild diffuse volume loss.

There is gyriform susceptibility artifact on the left superior frontal gyrus, the left central sulcus.

There was slight hippocampal atrophy left greater than right. MR vascular angiography was recommended for a followup to exclude aneurysm.
NEUROLOGICAL EXAMINATION:

Mr. Hardig is an 80-year-old right-handed man who demonstrates slight to mild rhythmic pill-rolling type tremor at rest. He can arise from a low seated chair without too much difficulty today while on Sinemet medication.
He is mentally clear, alert and remains focused with concerns about his ongoing healthcare and his findings.
He expresses his concerns about his persistent back and right hip pain that have not been recently reevaluated by his report.
I have no additional laboratory findings considering his cognitive decline and findings of cerebral degeneration.
Ambulation remains fluid and nonataxic.
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Cranial nerves II through XII appeared normal. Motor examination demonstrates no neuromuscular tenderness.
His deep tendon reflexes are preserved without pathological or primitive signs.

DIAGNOSTIC IMPRESSION:
Ernest Hardig presents with a history of mild cognitive impairment.
He has clinical examination features of neuromusculoskeletal stiffness and a pill-rolling tremor with imaging findings of cerebral degenerative disease and risk factors for progressive cognitive decline.

Incidental findings suggest MR vascular angiography to exclude a frontal aneurysm.
At Ernest’s initial assessment appointment, I gave him a prescription for carbidopa-levodopa 25/100 extended release to take at bedtime for his restlessness and once during the day.

He reports an improvement in his ambulation and maybe some improvement in his dyssomnia which was not completely relieved.
RECOMMENDATIONS:

I am readjusting his dosage 25/100 mg sustained-release carbidopa-levodopa three times per day; morning, afternoon and bedtime.
We will schedule him for MR vascular angiography to exclude cerebral aneurysm.

MR imaging of the right hip and the lumbar spine will be completed for evaluation of his back and hip pain considering further recommendations.
Additional laboratory studies will be requested for dementia evaluation.
I am scheduling him for med check reevaluation in six weeks hopefully with the results of his testing.
We will refer him to Enloe Home Health Respiratory for reassessment of his CPAP therapy and reinitiation of CPAP therapy care after he completes the required sleep study to validate his need for a new unit since they turned in the old one when it was not working because of administrative and mask issues.
I will send a followup report when he returns.

Respectfully,

THOMAS E. McKNIGHT Jr, D.O. MPH

Senior Neurologist – Member, American College of Neuropsychiatrists

Diplomat in Neurology with Certification of Additional Qualifications in Neurophysiology and Sleep Medicine – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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