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NEUROLOGICAL SUMMARY REPORT
CLINICAL INDICATION:
Neurological evaluation for clinical symptoms suggesting progressive motor dysfunction, possible Parkinson’s disease, functional and cognitive decline.

Dear Nurse Practitioner, Morgan Oyola,
Thank you for referring Jana Slocum for neurological evaluation. This report is a summary of multiple visits in the process of her evaluation and determination for underlying progressive neurological disease.

As you may remember, she presented with a tremor with clinical findings suggesting essential or enhanced tremor with a family history of Parkinson’s disease. At the time of her initial evaluation in February, this appeared to be progressive over a period of six months.

Her notes indicate that she has been noticing bilateral upper extremity tremors more on the left increasing with activity, but not without other symptoms such as ataxia, bradykinesia, weakness, and numbness.

Her mother had a history of the development of Parkinson’s disease in the 40s.

She was found to be taking SNRIs and flecainide having discontinued metoprolol prior to the onset of her symptoms. She was taking her medication due to an underlying diagnosis of atrial fibrillation.

PAST MEDICAL HISTORY:

She gave a past medical history of diabetes, GERD, degenerative joint disease of the lumbar spine, colonic polyps, diverticulosis, aortic valve stenosis, hypotension, recurrent atrial fibrillation. 
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Skin cancer, supraventricular tachycardia; she was under the cardiology care of local Enloe cardiologist, arthritis, asthma, bleeding disorder (blood thinners), bronchitis, cataracts, type II diabetes, gout, heart disease, dyslipidemia, liver disease, fatty liver, and mononucleosis.
PAST SURGICAL HISTORY:

Her past surgical history was positive for hysterectomy, cholecystectomy, back surgery, bladder suspension, orthopedic surgery, colonoscopy, esophagogastroduodenoscopy, cosmetic surgery, and cataract extraction.

MEDICAL ALLERGIES:
BACTRIM, FENOFIBRATE, ONDANSETRON, and TIZANIDINE with symptoms of muscle cramps, headache and itching and increased sedation as well as pruritus, ZANAFLEX, and ZOFRAN.
CURRENT MEDICATIONS AT PRESENTATION:
Included albuterol, doxycycline, duloxetine 60 mg, flecainide 100 mg, glipizide 2.5 mg, hydrocodone/APAP one q.6h. p.r.n., ketorolac for the eyes, metformin 1000 mg b.i.d., prednisolone, promethazine, ramipril, Senna, glipizide 5 mg half tablet a.m. before breakfast, simvastatin 40 mg, ramipril 1.25 mg per day, Tambocor 100 mg tablets b.i.d. (Dr. Sendra), albuterol nebulizer, AREDS 2–1 q.a.m. and p.m., vitamin D3 2000 IU, and Senna tablets.

She had additional medicines of simvastatin 40 mg and warfarin 5 mg.

Her family history was extensively positive with coronary artery disease, coronary disease, mental illness, heart disease, alcohol abuse, early death, arthritis, asthma, COPD, depression, diabetes, dyslipidemia, hypertension, and hearing loss.

She gave no history of tobacco use. She has no history of substance abuse. She does not use alcohol.

Her initial primary care examination showed appearance of being well developed, well nourished, alert and oriented with a marked intention tremor on the left, very fine tremor on the right, with no resting tremor or evidence of cogwheeling on testing. Her gait was reported to be normal. No bradykinesia present. No other form of tremor determined in the lips, mouth or head with normal coordination finger-to-nose. General neurological examination was within normal limits.

SYSTEMATIC REVIEW OF SYSTEMS:
General: Depression, forgetfulness, and nervousness.

EENT: Blurred vision, diplopia with crossed eyes, hay fever, headaches, pruritus, reduced hearing, and rhinitis. She wears eyeglasses.

Respiratory: She reports asthma, wheezing, and chronic cough treatment in the last year.
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Cardiovascular: She has history of heart murmur, heart trouble, hypertension, irregular heartbeat, rapid heart rate, varicose veins, and cardiovascular disorder.

Endocrine: No symptoms reported.

Gastrointestinal: She reports constipation, excessive thirst, and flatulence.

Genitourinary: She has frequency, reduced bladder control, dysuria.

Hematologic: She denies symptoms.

Locomotor Musculoskeletal: She reported varicose veins. Denied difficulty with walking, claudication, or neuromuscular weakness.

Neck: No symptoms reported.

Dermatological: She reported rosacea.

Female Genitourinary Symptoms: None reported.

Menstrual History: She stands 5’9”, weighs 192 pounds, and menarche occurred at age 11. She gives a history of uterus removal. She reports some genitourinary symptoms within the last year. She has completed mammography and hysterectomy. She reported no menstrual tension symptoms in the past. She did not describe the regularity of her periods or their characteristics in the past. She reports two children; one born in 1982, a male and a daughter born in 1985.  She did not describe any history of breast lumps, extreme menstrual pain, hot flashes, painful intercourse, or vaginal discharge.

Sexual Function: She is not currently active. She did not report a satisfactory sexual life. She denied exposures to infectious disease, drug abuse, or other sexual genitourinary problems that she wanted to report.

She denied any hematological problems.

Mental Health: She reported feelings of depression. She has trouble with sleeping. She denied other symptoms. No previous history of suicide ideation or gestures or major stress problems.

Neuropsychiatric: She has not been referred to see a psychiatrist or obtain psychiatric care. There is no history of convulsions, fainting spells, or paralysis.

PERSONAL SAFETY:
She does not live alone. She does not have frequent falls. She indicated some visual and hearing trouble. She has completed an advance directive. She did not report any exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL & FAMILY HEALTH HISTORY:

She was born on April 5, 1955. She is a 69-year-old and right-handed.
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Her father was deceased at age 92 from heart disease, but otherwise had good health. Her mother at age 66 had death from septic shock. She has two sisters and two brothers; one was deceased at 76 from lung disease, a sister was deceased at age 46 with coronary syndrome.

Her husband is age 72 in poor health now. Her children, one aged 42 is in good health and one aged 39 in good health.

Family history was reportedly positive for arthritis, asthma, cancer, chemical dependency, diabetes, and hypertension.

Family was reported to be negative for any bleeding tendency, convulsions, heart disease or stroke, tuberculosis, mental illness, or other serious disease.

EDUCATION:
She completed high school in 1973 and college in 1978.

SOCIAL HISTORY & HEALTH HABITS:
She is married. She reported taking alcohol moderately in the past, but none at this time. She does not smoke. She does not use recreational substances. She is living with her husband. There are no dependents at home.

OCCUPATIONAL CONCERNS:
She denied exposures to unusual stress, hazardous substances, heavy lifting, fumes, dust, solvents, or any work loss.

SERIOUS ILLNESSES & INJURIES:
She denied a history of fractures or concussions or loss of consciousness. She has had serious injuries in the past.

She passed kidney stone in 2023 and has a history of heart disease with arrhythmia, which is still present and being treated.

OPERATIONS & HOSPITALIZATIONS:
She denied a history of transfusions. In 1973, she had a growth removed with good outcome. In 1990, hysterectomy with bladder suspension with good outcome. In 1994, bladder suspension with good outcome. In 1995, gallstones with good outcome. In 1998, L3-L4 discectomy with good outcome.

She reports some hospitalizations for prolonged care; in 2023, for atrial fibrillation; in 2023, for kidney stone; in 2023, for left shoulder and chest pain.

NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:
General: She reports blurred vision after a concussion, with change in her sense of taste and smell, fatigue, loss of hearing, and reduced memory.
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Head: She denied neuralgia. She did report intermittent headaches on the right side of her face caused by TMJ syndrome, typically relieved by heat and a dental appliance. She denied a history of fainting episodes or blackouts or similar family history.

Neck: Stiffness located at the back of the neck.

Upper Back and Arms: Pain in both shoulders, intermittent aching and stiffness aggravated by exertion and improved with rest and over-the-counter medications without radiation.

Mid Back: No symptoms reported.

Low Back: No symptoms reported.

Shoulders: Intermittent pain sharp at times located at the top of the arm, present since an accident 20 years ago, not very severe, without radiation, seen for evaluation.

Elbows: Intermittent pain, aching outside of the elbow, infrequent, not prolonged, without radiation.

Wrists: No symptoms reported.

Hips: Left hip very painful, associated with sense of weakness, improved with injection therapy.

Ankles: Sometimes, the outside of her ankles swell, not particularly painful, improved with rest and heat.

Feet: She reports neuralgia, intermittent pain top of the left foot, sharp in nature, oftentimes present for weeks, sometimes just when putting her shoes on, and sometimes quite sensitive. No paresthesias or weakness.

LABORATORY:
MR brain imaging, August 27, 2024, showed no evidence for acute ischemia, intracranial hemorrhage, mass, mass effect, encephalomalacia, or malformation.

Volumetry: Her whole brain volume was at the lower second deviation relative to the mean of the cortical lobar and hippocampal volumes, remaining normal without advanced imaging.

A few punctate nonspecific scattered cerebral white matter T2 FLAIR hyperintensities were present and a signal alteration commonly seen with chronic microvascular ischemic changes, possible migraine history, history of brain injury or other etiology.

Incidental Findings: Homogeneous complex 9 x 9 x 10 mm pineal gland cyst abutting the bilateral superior colliculi.

Clinical correlation did not show difficulty with vertical gaze palsy, pupillary near light dissociation, convergence retraction nystagmus, and lid retraction – Collier's sign.
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Recommended postcontrast imaging of the pituitary for further characterization.

Review of her entire clinical history did give one indication of an episode of double vision, which may be consistent with Parinaud symptoms.

Further correlation with contrast-enhanced imaging may be useful.

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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