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Dear Dr. Harter & Professional Colleagues:
As you know, I have seen Tab Spangler on multiple occasions for evaluation of his initial symptoms of memory change, balance issues, having previously been under the care of a neurologist in Paradise who has moved on. His original physician Dr. Maybelle Ursales has moved on and his care has been transferred to you.

Tab was referred here with complaints of dizziness and ataxia, taking a number of medicines including:
1. Nitroglycerin.

2. Cholecalciferol.

3. Lycopene.
4. ARED.

5. B-complex multiple vitamins.

6. Cyanocobalamin 1000 mcg tablets.

7. Cyclosporine ophthalmic (Restasis).
8. Levothyroxine 75 mcg.

9. Fluticasone-salmeterol (Advair Diskus).
10. Rosuvastatin 20 mg.

11. Semaglutide 0.25 to 0.5 mg subcutaneous injections.

12. Allopurinol 100 mg.

13. Finasteride.

14. Losartan 50 mg.

He presented with complaints of nystagmus, ataxia, near falls and was referred to and completed dementia complex testing at the HALO Imaging Center.

That study showed no evidence of intracranial hemorrhage, ischemia, mass, mass effect, encephalomalacia, or malformation. The brain volumes were all within two standard deviations of age matched populations.  The white matter showed sequela of mild chronic microvascular ischemic changes and a partially empty sella – which may be seen in people with findings of increased intracranial pressure.
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There was a history of having sleep apnea and being treated a risk factor for increased intracranial pressure.
MRA of the head, Circle of Willis studies were completed on July 1, 2024. The anterior, middle ophthalmic and anterior communicating arteries were all unremarkable. The vertebrobasilar system was patent. Cerebellar arteries were unremarkable. Posterior cerebral arteries normal.
Cervical MR imaging completed in November 2023 at Enloe showed a normal spinal cord and signals and normal paraspinal soft tissues. There was a disc bulge at C2-C3 without spinal stenosis. There was some facet joint arthropathy at that level.
At C3-C4, there was intervertebral disc space narrowing, mild disc osteophyte complex, buckling of the ligament flavum, borderline central spinal stenosis 10 mm, bilateral uncovertebral joint hypertrophy and facet joint arthropathy producing severe right and moderate to severe left neuroforaminal narrowing.
At C4-C5, there was moderate intervertebral disc space narrowing, right greater than left facet joint arthropathy, moderate uncovertebral joint hypertrophy, and mild to moderate bilateral neuroforaminal narrowing.
At C5-C6, there was moderate intervertebral disc space narrowing, minimal disc bulge, no spinal stenosis. Right greater than left uncovertebral joint hypertrophy and bilateral facet joint hypertrophy was identified producing moderate left and moderate to severe right neuroforaminal narrowing.
At C6-C7, there was moderate intervertebral disc space narrowing, mild disc osteophyte complexes producing a mild central spinal stenosis at 9 mm. Bilateral uncovertebral joint hypertrophy and facet point arthropathy producing moderate bilateral neuroforaminal narrowing possibly affecting the exiting C7 nerve roots.
Laboratory testing shows that his current followup Keppra level is pending as is vitamin B3 and vitamin B6 levels in the plasma.
He was previously found to have absolute vitamin B3 deficiency, low vitamin B5 deficiency, and excessive levels of vitamin B6 which may cause a toxic syndrome.
He completed Alzheimer’s disease laboratory marker testing, dementia testing including rapidly progressive dementia markers and NMO spectrum evaluation – neuromyelitis optica, systemic autoimmune panel, and ANCA screens with reflex to titer and angiotensin-converting enzyme.

His 5-HIAA study was increased suggesting a risk factor for carcinoid syndrome – which may be identified in individual with vitamin B3 deficiency. The Chromogranin A antibody for neuroendocrine tumor related disease was within normal limits.
He is currently taking allopurinol 100 mg daily, pregabalin 100 mg one capsule three times a day, and Keppra 500 mg b.i.d.

His laboratory testing as early as January 2024 showed a normal blood count, metabolic panel with a reduced ferritin of only 13. Toxic metal testing was unremarkable. C-reactive protein was normal. D-dimer was a not elevated. Syphilis testing was nonreactive as well as his ANA studies. Dementia, thyroid, and B12 levels were normal.
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His lipid studies showed an LDL of 34, triglycerides of 71, HDL of 41, and non-HDL of 49. C-reactive protein was 2.6. His metabolic markers showed a hemoglobin A1c of 5.3. He did not have evidence of any ongoing disease. 

His initial laboratory testing in January 2024 showed absolute vitamin B3 deficiency (risk factor for pellagra), substantial vitamin B5 insufficiency and at that time substantial absence of vitamin B6 which is a risk factor for epilepsy. He was identified on initial electroencephalography interpreted by Navin Varma, M.D., at Enloe Hospital on an altered mental status evaluation to have occasional medium amplitude bilateral independent temporal theta activity throughout the recording. This was a nonspecific finding, but abnormal.
Subsequent testing by Dr. John Schmidt, M.D., at Oroville Hospital showed multiple episodes of spike and polyspike and wave activity beginning in the left frontal central and left frontotemporal leads, spreading quickly to the right hemisphere with a maximum prolonged duration of 9 minutes followed by brief delta activity.

These are findings of electrographic seizures.

Standard 16-lead static EEG showed a normal frequency record and some single generalized spikes with generalized spike and polyspike and wave activity at the right frontal central leads with the longest duration of 17 minutes, also consistent with electrographic seizures.
With evidence for seizure disorder and otherwise unremarkable brain imaging studies, he was placed on Keppra 500 mg twice a day and returned still complaining of possible epileptiform activity.

He was placed on Lyrica, pregabalin 100 mg three times a day beginning in April, and Cardizem added to his regimen by his cardiologist with symptoms of a racing heart, shaking and sweating.
Laboratory reevaluation studies were requested, but he has not completed the followup laboratory studies to validate compliance and benefit.
In consideration of this presentation with his decline, ataxia and diplopia, we are going to schedule him for an amyloid PET-CT imaging study for further evaluation and followup.
He may need to move forward for spinal fluid testing on his current regimen.
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 – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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