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NEUROLOGY
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Robert Grigg, PA
RE:
THIBAULT, GEORGIA
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AGE:
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INS:
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NEUROLOGICAL REPORT

CLINICAL INDICATION:

History of cognitive decline – suspected dementia with evidence of four possible psychotic experiences.

CURRENT MEDICATIONS:

Quetiapine fumarate 25 mg twice a day.

Donepezil 10 mg p.m.

Mirtazapine 7.5 mg p.m.

Sertraline 100 mg p.m.

MEDICINALS AND SUPPLEMENTS
Aspirin 81 mg.

Vitamin D3 2000 units.

Iron p.r.n.

Woman’s multiple vitamin.

L-Methylfolate 15 mg.

PREVIOUS MEDICATIONS:

Fludrocortisone 0.1 mg once daily.

Dear Robert Gregg & Professional Associates:

Thank you for referring Georgia Thibault for neurological evaluation.

Georgia was seen initially on March 9, 2023, for initiation of her evaluation and then seen subsequently in the process of care on June 23, 2023, and July 28 and then today July 28, 2023.
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She was previously treated with vitamin B12 and focus factor, which were discontinued when she developed some choking sensation. She is allergic to sulfa and penicillin.

She has skin cancer removed by Dr. Vannucci and treatment with Dr. Kinkle at Mangrove Dermatology, she has seen Dr. Reeve at Woods Eye Center and underwent nasal repair with Dr. Hashemi ear, nose and throat surgeon.

She has a previous history of anemia, breast lump, nasal cancer, diabetes ulcers and vaginosis.

ALLERGIES:

She is also noted be allergic to CODEINE, SULFA DRUGS besides PENICILLIN and ASPIRIN.

SYSTEMATIC REVIEW OF SYMPTOMS:

She gave a history of general symptoms of chills, depression, dizziness, forgetfulness, headaches and weight loss.

ENT: She has a history of transient dizziness. She wears eyeglasses. She has recurrent cephalgia and, nasal pruritus.

Endocrine: She has a history of increased cold intolerance.

Cardiovascular: She has difficulty ambulating two blocks. She reports varicose veins.

Gastrointestinal: She reports reduced appetite, bloating, food sticking in the throat, history of gallbladder disease, nausea, stomach pain, and occasional vomiting.

Respiratory: She denied any history of symptoms.

Female & Gynecological: She stands 5’5”. Menarche occurred at the age of 12. She is uncertain when she had her last menstrual period. She reports no recent cystitis, menstrual tension, breast discharge or symptoms. She is not reported to have had recent mammogram. She had a hysterectomy in the past. She has had three pregnancies with three live births, two daughters born in 1955 in 1956 and a son in 1959 without complication. She reports no other female & gynecological symptoms.

She denied dermatological symptoms.

Sexual Function: She is not sexually active. She denied history of exposures or transmissible disease.

Hematological: She denied symptoms.

Genitourinary: She denied symptoms.

Locomotor Musculoskeletal: She reported difficulty with ambulation. Varicose veins and neuromuscular weakness in the lower extremities.

Mental Health: She reports frequent tearfulness, feelings of depression, appetite problems, panic symptoms when stressed. She has seen a counselor. There are no reported thoughts of self harm or suicide gestures. She did not indicate whether the stress was a problem for her.

She denied neck symptoms.

RE:
THIBAULT, GEORGIA
Page 3 of 7
Neuropsychiatric: She has never been referred for psychiatric evaluation or care. She has no history convulsions, fainting spells of paralysis.

Personal Safety: She does not live alone. She does not report frequent falls. She denies visual or hearing loss. She is completed an advanced directive. She did not indicate a history of exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL & FAMILY HEALTH HISTORY:
She was born on August 25, 1938.  She is right-handed and 85 years old.

Her father was deceased of unknown age and cause. Her mother died at age 91 of natural causes. She had three brothers, two sisters all of whom are deceased from cancer, heart disease, stroke, dementia and natural causes.  Her husband age 92 is in poor health and may have passed away.

Her children ages, daughter age 68 in excellent health, daughter age 66 in fair health, her son was deceased at age 47 from lung cancer.

FAMILY HISTORY:

Was reported be positive for cancer, chemical dependency in a daughter, diabetes the patient and brothers, heart disease and stroke in a brother, hypertension in brother. She denied a family history of arthritis, asthma, bleeding tendency, convulsions, tuberculosis, mental illness or other serious disease.

EDUCATION:

She completed grade school and high school for the 12th grade and did college and postgraduate training.

SOCIAL HISTORY & HEALTH HABITS:

She is married. She takes alcohol rarely and occasional glass of wine. She does not smoke. She does not use recreational substances. She was living with her husband who just recently passed away. Her daughter lives at home with her as a caregiver since November 2022.

OCCUPATIONAL CONCERNS:

None reported.

HISTORY OF SERIOUS ILLNESSES & INJURIES:

She did not indicate a history of fractures. She has not had a concussion or history of loss of consciousness. She was previously treated for gallbladder disease.

OPERATIONS & HOSPITALIZATION:

She has never had a blood transfusion.

She underwent cancer surgery in 2022 and completely recovered. Cholecystectomy was previously performed with complete recovery. Hysterectomy performed complete recovery. All her teeth were removed for replacement with complete recovery. She denies prolonged hospitalizations for medical care.
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NEUROMUSCULOSKELETAL REVIEW SYMPTOMS::

General: She reports depressed, nervousness, dizziness, fatigue, reduced concentration, lightheadedness, reduced appetite, disequilibrium, reduced memory, and symptoms of nausea.

Head: She denied neuralgia. She reported intermittent headaches relieved by Tylenol. She denied fainting spells, blackouts, or other altered mental status. Denied a family history of such symptoms.

Neck, upper back and arms, middle back, low back, shoulders, elbows, wrist, hips, ankles, and feet: She denied symptoms.

NEUROLOGICAL REVIEW OF SYMPTOMS:

She denied visual changes or significant visual loss. She denied difficulty with facial weakness or movements.

She denied difficulty with a sense of smell, taste, chewing, swelling, phonation or deglutition.

She denied the development of hoarseness or change in her voice.

She denied weakness in the upper and lower extremities.

She denied movements twitching or shaking.

She denied unusual sensory changes.

She denies significant ataxia or tendency to fall.

She did give a history of some sleep disturbance.

She completed the National Institute of Health & Neurological Disorders Quality-of-Life Questionnaires.

These findings included:
Sleep disturbance of moderate intensity with increased neuromuscular tension, arousals with some pain, difficulty with initial insomnia, bad dreams, daytime sleepiness, trouble controlling thoughts at bedtime, and forcing herself to get up in the morning.

She described difficulty with communication being unable to write notes to herself or to do this, understanding family and friends on the phone, carrying on a conversation with a small group, organizing her speech, and speaking clearly.

She did not answer questions on positive affect and well being.

She reported moderate levels of symptomatic fatigue including feelings of exhaustion, reduced energy, tiredness interfering with her chores and other activities, limiting her social life, requiring help to do activities, feeling weak all over, moderate levels of anxiety, feeling uneasy, nervous, word in situations, tense, difficulty calming down, nervous with disruption, fearful about the future, fidgety, increasingly anxious, worried, sudden scariness, difficulty with her sleeping and trouble relaxing.
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She reported mild to moderate symptoms of depression including often feeling depressed, feeling that nothing would share her up, feeling unhappy, hopeless, nothing to look forward to, socially withdrawn, completing everything with an effort, self-critical, feeling sad and lonely, discouraged about the future, finding things overwhelming, feeling unloved, pessimistic, trouble maintaining focus and enjoying things that she used to enjoy. She scored high level of impairment and cognitive function. She described moderate to severe impairment in her ability to participate in social roles and activities. She described moderate levels of impairment in her satisfaction in performing social roles and activities.

She described mixed dysfunction in upper extremity fine motor and activities of daily life function including difficulty brushing her teeth, turning keys and lock, using a touchtone phone, write with the pen and pencil, shampooing her hair, opening jars, cutting her toenails, opening medication containers, and removing wrappings.

She described very difficulty with lower extremity motor function and mobility including difficulty running errands and shopping, unable to get up from the floor when lying on her back, difficulty ascending stairs, walking on uneven surfaces, slippery surfaces, and climbing stairs without a handrail.

STIGMATIZATION:

She described varying levels from mild to moderate sense of stimulation believing that some people avoid her that she feels left out of things, the people avoid looking at her, embarrass because of her physical limitations, social situations, emotional distance from other people, being ignored, and feeling that she might be a burden to others.

Her daughter reported that her mother at the time of her initial evaluation that her mother had no idea how ill she was. She reported that her mother thought she should get a job since her husband passed away, but she cannot drive a car and cannot communicate clearly unable to take direction and identify objects not knowing that she is sick.

Georgia’s neurological examination is within broad limits of normal for cranial nerve function, motor activity, sensation, reflexes, and ambulation.

I detected no unusual inducible neuromuscular resistance, cogwheeling, or tremor.

LABORATORY:

High-resolution 3D MR brain imaging with neuro-qualitative analysis was accomplished at the DRIL Grove RedNet Imaging Center in Elk Grove on June 16, 2023.

The study showed small punctate perivascular and subcortical white matter hyperintensities without mass effect or volume loss consistent with microangiopathic white matter disease and some subtle patchy abnormal signal within the pons suggesting gliosis. No evidence of acute ischemia was present. No susceptibility artifacts for blood degradation. There was ventricular enlargement with reciprocal in proportion enlargement of the sulci comparable with mild diffuse cortical atrophy.

The pituitary gland was found to be concave and diminutive in size. Lens replacements were present bilaterally. Intracranial flow voids were normal as was the upper neck and soft tissues.

Neuro-quantitative analysis remains pending although there was evidence for moderate left and mild-to-moderate right hippocampal volume loss (Alzheimer’s risk).
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DIAGNOSTIC LABORATORY:

Following her initial examination and the results of qualitative analysis and Quality-of-Life Questionnaire interrogation, she completed comprehensive laboratory testing for evaluation of dementia and dementia risk factors on June 29, 2023.

The Alzheimer’s disease detection beta-amyloid test ratios were normal. The autoimmune neurology antibody comprehensive evaluation panel was unremarkable. The dementia secondary causes chemical panel showed mild reduction in her eGFR at 48/60. Her complete blood count, folate, B12, and thyroid screening were normal.

Metabolic syndrome, biochemical and cholesterol panel showed an elevated LDL and non-HDL cholesterol and apolipoprotein B.

The hemoglobin A1c, intact insulin C-peptide and insulin resistance scores were normal.

Nutritional biochemical panel for B vitamins and minerals showed absolute deficiency of vitamin B3 – niacin (risk factor for pellagra). The rest of the B vitamins within normal limits.

Her mineral element analysis showed a marginal chromium level of 0.1 – chromium being important element in glucose metabolism with remainder of the mineral levels being within normal limits except for her zinc level which was 56 (expected 6130).

Toxic heavy element screening was unremarkable.

Today, I reviewed all of her results with Georgia and her daughter who accompanies her to today’s examination.

George’s daughter provides additional supportive information in that when she took over assistance of her mother’s care after her husband’s passing. She was completely disorganized not taking her vitamins, nutritional supplements or feeding herself in an effective fashion on a regular level.

She has corrected all these deficiencies readjusted the timing of her medication dosages and has noted that her mother has improved generally over a period of time where she is now more communicative and capable in her efforts at home.

Her daughter is less worried about her now that she is improved.

We discussed the results of her findings on her testing and I today have provided her with prescriptions for niacinamide 500 mg to take daily for the next 3 to 6 months with her regular woman’s multiple vitamin.

We also talked about supplemental therapy with appropriate mineral solution, which her daughter already has at home and will be giving her on a regular and routine basis.

Based on her findings and the evidence of atherosclerotic ischemic microvascular disease, she should be treated for her dyslipidemia on a careful and monitored basis. I would anticipate the utilization of an appropriate non-toxic statin following her LDL and non-HDL levels hopefully into the target range of between 50 and 70 if she can tolerate the medication without side effects.

I am scheduling her for followup reevaluation appointment in approximately three months.

Her daughter will contact us in the meantime should you have any additional problems.
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Her diagnosis at this point would be findings of degenerative dementia moderate in nature treated.

Dyslipidemia mild-to-moderate, nutritional metabolic insufficiency – findings of vitamin deficiency and mineral deficiency – now in treatment.

RECOMMENDATIONS:

We will follow her progress with these findings anticipating further and continued benefit over a period of time.

I will send a followup report when she 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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