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SUMMARY NEUROLOGICAL REPORT

CLINICAL INDICATION:

Recurrent cephalgia.

Dear Madison Dempewolf and Dr. Alonso,
Thank you for referring Lynn Scoffern for neurological evaluation.
PREVIOUS MEDICATIONS:

1. Levothyroxine 125 mcg.

2. Sertraline 200 mg.

3. Famotidine 80 mg.

4. Allegra.

5. Claritin.

6. Topamax 200 mg.

7. Baclofen 20 mg.

8. Valium p.r.n.
9. Trelegy Ellipta.

10. Migraine medicine 25 mg daily.

RECENT MEDICATIONS:

Nurtec for breakthrough cephalgia.
PRIOR MEDICATIONS:

Trazodone, baclofen, acyclovir, rosuvastatin, mirtazapine 15-30 mg, nicotine film 21 mg/24 hours, estradiol topical, ondansetron 8 mg tablets, famotidine 40 mg, Allegra, __________ puffs, Zyrtec, aspirin, omega-3, vitamin B complex, daily vitamins; vitamin D, zinc, iron, vitamin C, Valium and Latuda – Dr. __________ for depression.
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MEDICAL ALLERGIES:

PENICILLIN (pseudocholinesterase deficiency) and LATEX.
PAST MEDICAL HISTORY:

Anemia, arthritis, cataracts, chickenpox, hepatitis B (1982), herpes virus, high cholesterol, measles, migraine, pneumonia, thyroid disease and tonsillitis with tonsillectomy in 1967.

Dear Professional Colleagues,
Lynn Scoffern was seen initially in January 2024 with a clinical history of developing relatively new onset of both pulsatile, throbbing and generalized cephalgia for which she was evaluated and treated.

Recent and old imaging studies were obtained and reviewed.

MR imaging of the brain with and without IV contrast in 2022 showed frontal periventricular foci, punctate in the corona radiata, minor signal changes in the pons, no evidence for hemorrhage, mineralization of the basal ganglia; otherwise, normal anatomic structures except lobulated cystic foci with peripheral mural enhancement seen in the nasopharyngeal soft tissues without deeper involvement and no adjacent adenopathy. This change measured 3.9 x 1.2 x 2.1 cm. There was no evidence for a vestibulocochlear schwannoma that would have explained her history of persistent tinnitus.

Cervical imaging in 2013 showed spondylosis, facet hypertrophy at C3-C4, tiny central disc protrusion C4-C5, facet hypertrophy C5-C6 and a 1 mm central disc protrusion with reported borderline central stenosis with no effect on the spinal cord, right paracentral 1 mm disc protrusion and annular tear was seen at C6-C7 with no stenosis.
Lumbar MRI in July 2017 showed disc narrowing and desiccation L1-L2 with disc bulging that was mild at L3-L4, L2-L3, L1-L2 and L4-L5, posterior lateral disc bulging 1.5 mm with mild facet arthropathy and 1 mm of annular disc bulging at L5-S1 with mild facet arthropathy, but no stenosis. A complete abdominal ultrasound in February 2022 for complaints of abdominal pain demonstrated a homogeneous unremarkable echogenicity of the liver. The biliary system appeared normal. The gallbladder was otherwise unremarkable as was the pancreas and spleen. The right kidney was normal. A 1.3 cm diameter anechoic sharply marginated structure was seen in the inferolateral aspect of the left kidney suggesting a cyst. Remainder of the image structures were normal. Thoracic MRI of the spine in November 2016 showed a slight posterior disc bulge of 1 mm at T5-T6. A 3.5 to 4 mm AP dimension 5 mm transverse diameter disc bulging was identified at T8-T9 effacing the thecal sac with no spinal cord contact. A 1 mm right lateral annular disc bulge was identified without foraminal stenosis at T9-T10 and L1-L2. The cervical spine in July 2013 showed trace retrolisthesis C4 on C5, C5 on C6. Minor disc osteophyte complex and disc protrusions were seen at those levels. A 1 mm right paracentral disc protrusion with no stenosis was seen at C6-C7. Borderline central stenosis was seen at C5-C6 and there was evidence for probable nasopharyngeal retention cysts. Imaging review suggested spinal stenosis at C5-C6.
In consideration of her history of recurrent cephalgia and noting that she was successfully self-treating with Excedrin Migraine on a p.r.n. basis probably taking no more than four tablets per week, we gave her a prescription of Nurtec to take when her headaches were more severe and she found that this was successful.
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She gave a history of possibly some flushing and as such further laboratory studies were completed for her headache evaluation.
Amino acid analysis was not demonstrative.

She had a positive ANA titer at 1:80, cytoplasmic fibrillar and filamentous findings, which can be seen in infectious inflammatory conditions, alcoholism and systemic rheumatological disorders as well as healthy persons. The multiplex ANA amino acid screen was negative. Comprehensive lab testing for medical and dementia related risk factors showed an elevated MCV, but folate and B12 levels were normal. The Cardio IQ lipid analysis panel showed a low HDL cholesterol, mid-level triglycerides and an elevated LDL cholesterol of 160 and non-HDL cholesterol of 192. Her apolipoprotein B was increased to 127. Hemoglobin A1c at 5.2 was within normal limits as was her vitamin D assay and C-peptide. Her nutritional analyses showed normal antioxidant values of vitamin A, vitamin C and vitamin E. Nutritional soluble vitamin assays were abnormal with an unmeasurable vitamin B3, slightly elevated vitamin B1, normal vitamin B2, vitamin B5 and a highly elevated vitamin B6 risk factor for neuralgia. Her mineral element analysis was abnormal with an unmeasurable chromium level, a risk factor for glucose intolerance. A 24-hour urine 5-HIAA for evaluation of flushing remains pending and has been reordered.

Her laboratory studies for chromogranin A, a biomarker for underlying autoimmune tumor markers associated with niacin deficiency and flushing was highly elevated.

She gave a clinical history of COVID exposure prior to the development of her symptoms where she now describes a rhythmic thumping underlying sound in her head that affects the rhythmicity of her speech, but does not cause any dysphasia.

In consideration of this history and these findings as above, we are ordering the following:

1. Contrast and non-contrast brain MR imaging.

2. GAD-68 chest and abdominal scanning to exclude associated chromogranin tumors.

3. Static and dynamic – ambulatory EEG’s to exclude the development of post-COVID epilepsy.

She gave a history of bladder dysfunction, which is persistent. She has difficulty at times voiding and is up multiple times at night to void producing daytime somnolence and fatigue.
She had an evaluation at the Enloe ED in June 2024 which records we will obtain.

She may need a urology re-referral for further evaluation. Urinary tract testing, however, was negative for the presence of infection.

I have scheduled her for followup with the results of the enumerated testing.

Should we identify that she has chromogranin related tumors, she will require CT imaging of the chest and abdomen and referral for oncology evaluation and care.

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 – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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