THOMAS E. McKNIGHT, JR., D.O., MPH

NEUROLOGY

The ‘Old School House’, Philadelphia Square

130 Independence Circle, Suite #5

Chico, California 95973

(530) 896-0260

(530) 896-0287 (fax)


September 12, 2023
Jerry Waters, M.D.
RE:
MORELAND, JOANNE
Family Practice

2660 V-6 Road
2721 Olive Highway, Suite 9

Oroville, CA 95966
Oroville, CA 95966-6115
PH
(530) 534-5284
(530) 538-3020
CELL:
(530) 519-5220
(530) 533-4243 (fax)
DOB:
07-24-1949


ID:
XXX-XX-7754

INS:
Medicare/Blue Cross


PHAR:
Rite Aid – Oroville

SUPPORT: Knauth (530) 370-4999 - 


Daughter
NEUROLOGICAL REPORT
CLINICAL INDICATION:
Referral for neurological evaluation with remote history of dysgeusia.

Recent history of increased anxiety with nocturnal arousals.

History of increased mood lability during the day.
Reports of mild cognitive impairment in short-term memory.

Joanne and her daughter report that her symptoms have been ongoing for approximately two years and seemed to be getting worse, stability with calm organization and familial company seems to improve her symptoms. Her symptoms seem worse in scattered surroundings, working with commitments and being alone.
CURRENT MEDICATIONS:
Valium 5 mg taken p.r.n. in the early morning with arousal with anxiety.
PAST MEDICAL HISTORY:

She has a history of allergy/hay fever, anxiety and light symptoms of depression.
PAST SURGICAL HISTORY
Hysterectomy was completed in September 2022.
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SOCIAL HABITS:

Light alcohol – wine. No history of substance use or abuse.

FAMILIAL HISTORY:
She is married with two children. She is completed 14 years of education. She is retired from employment. She describes her general stress level as low. She is right-handed. She has not completed an advanced directive. She reports that she exercises at a medium level.

FAMILY MEDICAL HISTORY:

Her mother is 84 and reported to be healthy. Her father is deceased. He was healthy. She has living brothers. No sisters. She is attended today by her supportive daughter.
Her mother has a history of dementia. Her father has a history of stroke.
NEUROLOGICAL REVIEW OF SYSTEMS:
She reports approximately 30-pound weight loss in the last two years. She describes a reduced appetite with reduced food consumption. She has chronic back pain. She has transient dizziness. She reports ongoing anxiety and memory difficulty. She has sleep maintenance insomnia and seasonal allergies.
She gave a history of evaluation for possible sleep apnea. She is not treated for this therapeutically.
NEUROLOGICAL EXAMINATION
Joanne was seen attended by her daughter today who provides additional history.
She is alert and oriented, but has trouble with recollection of recent events. Her thinking is otherwise logical, goal oriented and appropriate for the clinical circumstances. There is no unusual ideation. Cranial nerves II through XII are normal. Her motor examination demonstrates normal bulk, tone, strength, movement and activity. Sensory examination was deferred. Deep tendon reflexes are preserved. Ambulatory examination was fluid and non-ataxic.
DIAGNOSTIC IMPRESSION:
Joanne Moreland presents with a clinical history of cognitive decline during the last two years associated with a sense of loss of appetite and by her daughter’s report reduced normal feeding habits.
She now has nocturnal arousals with a history of sleep maintenance insomnia, awakening with significant anxiety for which she has been prescribed diazepam at low doses which has been beneficial.
Unfortunately, she describes increasing difficulty with cognitive impairment for short-term memory.
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She otherwise takes a regular vitamin regimen with supplements by her report.
She has a history of mood lability and irritability with anxiety during the daytime.
DIAGNOSTIC IMPRESSION
Her clinical history and presentation with her family history suggests risk factors for degenerative dementia. The diagnostic laboratory testing kindly provided for this evaluation was within normal limits, but did demonstrate elevated LDL cholesterol a risk factor for cerebral ischemic degeneration.
RECOMMENDATIONS:
We will work to obtain a high resolution 3D MR brain imaging study for evaluation of possible degenerative cerebral disease and risk factors for progressive degeneration.
Laboratory testing will be completed for dementia evaluation.
With her history of sleep maintenance insomnia, we will schedule and obtain a home sleep study for further evaluation exclusion of sleep apnea contributing to her symptoms.
THERAPEUTIC RECOMMENDATIONS:
In considerations of her ongoing care, I have asked her to discontinue Valium since this may contribute to some of her symptoms with cognitive impairment.
We will give her a prescription for L-methylfolate 15 mg to take up to twice a day once in the evening for management of anxiety and emotional reactivity.
We discussed her use of hypnotic medications.

She will establish treatment with melatonin up to 10 mg at h.s. to reduce the risk for nocturnal arousals and improve her dyssomnia.

I am scheduling her for a followup reevaluation with results of her initial testing in consideration for recommendations.
She will complete the National Institute of Health & Neurological Disorders Quality-of-Life Questionnaires for further assessment of her ongoing capacity at this time.
I will send a followup report when she returns.

Respectfully,

THOMAS E. McKNIGHT Jr, D.O. MPH
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