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DOB:
08-09-1954


AGE:
69-year-old, disabled man


INS:
Medicare/Blue Cross


PHAR:
Rite Aid – Magalia/OptumRx
NEUROLOGICAL REPORT
CLINICAL INDICATION:
Neurological evaluation with clinical history and symptoms of treated Parkinson’s disease.

History of atypical features on clinical examination.

COMORBID MEDICAL PROBLEMS:
Seizure disorder, type I diabetes, coronary artery disease, chronic spinal pain on opioids, bilateral low back pain, history of aortic valve replacement, dyslipidemia, erectile dysfunction, benign prostatic hypertrophy, history of nocturnal restlessness and anxiety with restless legs symptoms chronic and continuous fatigue.

History of obstructive sleep apnea syndrome – treated on CPAP therapy – North State Pulmonary Associates, Dr. Verma.

CURRENT MEDICATIONS:
1. Warfarin 10 mg daily.

2. Tadalafil 5 mg once daily.

3. Keppra 750 mg one and half tablets daily.

4. Ezetimibe 10 mg daily.

5. Alertec 10 mg nightly.

6. Rabeprazole 20 mg one tablet in the morning.

7. Simvastatin 10 mg one tablet a day.

8. Carbidopa/levodopa 25/100 mg two tablets four times a day.

9. Celecoxib 200 mg one tablet in the morning.

10. Omega-3 capsules 1 g two capsules twice a day.

11. APAP/oxycodone 7.5/325 mg one tablet twice daily.

12. Fluticasone 5 mcg two sprays twice a day.
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MEDICAL ALLERGIES:
LOVASTATIN.
PAST MEDICAL HISTORY:
1. Allergies – hay fever.

2. Arthritis.

3. Bleeding disorder.

4. Back injury.

5. Cervical and lumbar degenerative disease.

6. CPAP therapy.

7. Diabetes.

8. History of closed head injury.

9. Lumbar spinal disease.

10. Question Parkinson’s.

11. Sleep apnea.

12. Remote history of stroke.

PERTINENT SURGICAL HISTORY:
Back surgery, cardiac bypass open heart surgery, carpal tunnel surgery right and left, cataract eye surgery right and left, history of hernia repair, tonsillectomy in 1958, and heart valve replacement in 1994.

FAMILY HISTORY:
Arthritis, autoimmune disease, ALS, diabetes, and stroke.

Dear Ken Gillen & Professional Colleagues,
Thank you for referring Mr. Henry Halbach for neurological evaluation.

Henry was seen today accompanied by his wife who was really supportive and quite competent providing additional medical history historically.

As you already remember, Henry was admitted to Enloe Hospital after he developed increasing sluggishness, neuromuscular weakness, and clinical symptoms of stiffness for which he apparently could not get out of bed. He was seen and examined at Enloe Hospital, evaluated by Dr. H. Singh, M.D., clinical staff neurologist, identifying clinical symptoms of parkinsonism and initiating medication.

He was scheduled for followup imaging studies and transferred to a local rehab facility, but apparently rehab was not initiated in the facility.

He is now at home in rehab obtaining PT/OT and continued therapy on a routine and regular basis.

Initiation of the carbidopa/levodopa has improved his mobility, capacity, ambulation, and reduced or eliminated symptoms of stiffness to the point that he can do the majority of his routine activities of daily living without difficulty now.
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His wife gave an additional pertinent history of nocturnal restlessness with restless feel at night and may also have improved.

Importantly, since his hospitalization, he has developed increased edema in the upper extremities with bilateral hand pain and swelling, complaining of motor weakness. He is up at night three times now to void where previously on CPAP therapy he did not have to void until the morning.

I have asked him to return to Dr. Massa for a reevaluation of his cardiovascular function considering these findings.

His clinical examination today shows that he is alert, oriented, pleasant, and intelligent with insight, but in quite a bit of distress with pain in both hands that are mild to moderately edematous demonstrating motor weakness on grip strength without unusual sensory changes.

(Please note previous history of carpal tunnel syndrome).

His deep tendon reflexes are symmetrically preserved in the upper and lower extremities.

I detected no pathological or primitive reflexes today on testing.

There is no tremor at rest with intention or movement.

Rapid alternating and successive movements including fine motor speed testing are normal.

Passive range of motion with distraction maneuvers induces no neuromuscular stiffness or cogwheeling.

There is no evidence of any significant dysmetria today.

It is hard for him to get out of a chair, but he can manage to do this and ambulate normally.

I demonstrate no ataxia. There is no tendency to falls at this time.

In consideration of the clinical concerns that he might as a type I diabetic have the manifestations of stiff-person syndrome, his neuromuscular examination demonstrates no inducible stiffness, no reactive stiffness, and no stiffness present at rest or with movement, which would not necessarily be consistent with this; however, diagnostic laboratory studies have been requested and should be followed.

Considering his presentation, I reviewed the imaging studies of his brain, neck, and lumbar thoracic spine.

Interestingly, the brain, even though he has a clinical history of two previous posterior strokes with visual agnosia limiting his vertical vision and apparently possibly two recent ischemic strokes, the MR imaging study completed at Enloe was nondisclosing.

Cervical MR imaging on the other hand is very demonstrative showing degenerative cervical disease with spinal stenosis and cord impingement at three levels.

Lumbar spine shows some degenerative changes, but they are not unusually or particularly prominent.
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In consideration of this presentation with the motor weakness in the upper extremities, one would have to consider the etiology to be:

1. Diabetes.

2. Ischemic microvascular cerebrovascular disease.

3. Cervical degeneration with spinal stenosis and neuromuscular weakness.

4. Consequences of progressive cardiovascular disease with distal edema, pain and distal nerve impingement – previous history of carpal tunnel syndrome.

RECOMMENDATIONS:
At this time, to validate and consider continued treatment with carbidopa/levodopa, we will obtain a DaTscan at MD imaging in Redding.

I am scheduling him for upper extremity nerve conduction EMG study to exclude other features of neuromuscular that would be consistent with progressive neuromuscular weakness.

Certainly, additional general laboratory workup should be completed, which will be certainly entertained when he returns.

I have asked him to return to Dr. Verma’s office for a reevaluation of his CPAP unit where he is having difficulty with his full face mask, readjustment of his mask may be beneficial for improved nocturnal ventilation reducing some clinical symptoms.

Spinal surgical evaluation, of course, would certainly be indicated with his clinical history and findings; a certified qualified fellowship trained spinal orthopedic surgeon would be a referral of choice.

We are scheduling him for his followup here and his testing. We will see him with results of the DaTscan and I will send a followup report.

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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