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DOB:
09-28-1956


AGE:
65-year-old, retired, married woman



Paradise Councilwoman

Former Mayor of Paradise


INS:
Anthem PERS

NEUROLOGICAL REPORT
CLINICAL INDICATION:
Neurological evaluation for history of migraine.

Dear Dr. Turner & Professional Colleagues:

Thank you for referring Councilwoman Judy Jones for neurological evaluation.

Judy presented today with a headache calendar showing episodes of migraine with aura and some nocturnal arousals with migraine as well.

Her headaches are throbbing and she does have RO symptoms sometimes associated with scintillating scotoma in her left visual field.

She has never had previous MR brain imaging.

She gives a history of development of retroorbital pain with her headaches and some symptoms of pain in the upper cervical spine suggesting cervicogenic cephalgia as well.

There is no obvious precipitating or relieving factors.

She takes nutritional supplementations but is not on a general vitamin.

CURRENT MEDICATIONS:

1. Levothyroxine 10 mg five times per week and 5 mg twice per week.

2. Propranolol 10 mg three times per day to prevent migraine.

MEDICINALS AND SUPPLEMENTS:

Vitamin D
Calcium 1000 mg daily
Turmeric
Probiotic
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PAST MEDICAL HISTORY:

Anemia – teenager some symptoms of arthritis, one benign breast lump, one cancerous breast lump, bronchitis, medullary cancer of the thyroid, Hashimoto’s disease, childhood history of measles, and previous history of pneumonia.

MEDICAL ADVERSE REACTIONS:

Adhesive tape
SYSTEMATIC REVIEW OF SYMPTOMS:

General: Headaches

EENT: History of hay fever, rhinitis, headaches with visual flashes and halos. She wears eyeglasses.

Respiratory: No symptoms reported.

Cardiovascular: History of rapid heart rate and irregular heartbeat related to thyroid medication.

Endocrine: Skin is dry and history of thyroid disease.

Gastrointestinal: History of constipation and hemorrhoids – improved with probiotic.

Genitourinary: No symptoms reported.

Hematological: No symptoms reported.

Neck: History of thyroid nodule.

Female Gynecological: She stands 5’6” tall and weighs 141 pounds. Menarche occurred at age 14. Last menstrual period 2010. Last rectal examination last year. She is completed mammography, previous hysterectomy 2010, history of three pregnancies two live births, one miscarriage, one son born in 1983 and one daughter born in 1986 – premature. No other complication.

Female gynecological: No other symptoms.

Sexual Function: She is sexually active. She reports satisfactory sexual life. She denied discomfort. She denied exposures to transmissible infectious disease.

Locomotor Musculoskeletal: No symptoms reported.

Mental Health: She has seen a counselor. She reported no other symptoms.

Neuropsychiatric: No history of psychiatric referral care or history of convulsions, fainting spells, or paralysis.

Dermatological: No symptoms reported.
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PERSONAL HEALTH AND SAFETY:

She has completed advanced directive. She denied a history of falls, visual or hearing loss, exposures to mental abuse, verbally threatening behaviors, physical or sexual abuse.

PERSONAL AND FAMILY HEALTH HISTORY:

She was born on September 20, 1956.  She is 65 years old and right-handed.

Her father was deceased at age 85 with Alzheimer’s disease. Mother deceased age 46 with a cardiomyopathy. Brother at age 60 he is stable. He has cardiomyopathy. Sister at age 63 in good health. Husband age 71 in good health. Her two children ages 36 and 39 are in good health.

She gave a family history of arthritis, asthma, cancer, and heart disease. She denied family history of bleeding tendency, chemical dependency, convulsions, diabetes, hypertension, tuberculosis, mental illness, or other serious disease.

EDUCATION:

She has completed four years of college education.

SOCIAL HISTORY AND HEALTH HABITS:

She is married. She reports taking alcohol “moderately” one to two drinks per week. She does not smoke tobacco. She does not use recreational substances. She lives with her husband. There is one grandson at home.

OCCUPATIONAL CONCERNS:

She reports stress. She denies industrial exposures. She describes her employment as part-time as Paradise town council.

SERIOUS ILLNESSES AND INJURIES:

She denied fractures, concussions, or loss of consciousness. She reports serious illnesses as previous hysterectomy, breast cancer treated 2014, and medullary thyroid cancer treated 2018.

OPERATIONS AND HOSPITALIZATIONS:

She reports having a blood transfusion after her hysterectomy in 2010, lumpectomy x2 in 2014, and total thyroidectomy in 2018. She reports no hospitalization for prolong medical care.

NEUROMUSCULOSKELETAL REVIEW OF SYMPTOMS:

General: She reports some reduction in concentration and sense of lightheadedness.

Head: She denied neuralgia.

She reported headaches intermittent typically frontal retroorbital, sometimes forehead base of neck relieved by Excedrin for migraine after a short period of time. Fainting spells and blackouts none reported. No similar family history.

Neck: She denied symptoms.
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Upper Back and Arm: She denied symptoms.

Middle Back: She denied symptoms.

Low Back: She denied symptoms.

Shoulders: She denied symptoms.

Elbows: She denied symptoms.

Hips: She denied symptoms.

Ankles: She denies symptoms.

Feet: She denied symptoms.

NEUROLOGICAL REVIEW OF SYMPTOMS:

She denied a history of difficulty with vision other than eyeglasses, facial pain, or motor weakness typically with her sense of smell, taste, chewing, swallowing, or phonation.

She denied a tremor or difficulty with movement.

She declined in her handwriting.

She denied neuralgia or paresthesias in the upper or lower extremity or other sensory changes.

She denied motor weakness.

She denied serious dyssomnia.

She denied falls with serious ataxia, but did report some difficulty with her balance.

NEUROLOGICAL EXAMINATION:

General Appearance: Judy Jones is a well developed and well nourished right-handed adult woman appearing her stated age. Her thinking is logical, goal oriented, appropriate for the clinical circumstances, intelligent with insight and humor without unusual ideation.

Cranial nerves II through XII.

Vision is preserved.

Her visual fields confrontations are preserved.

There is no facial asymmetry, motor weakness, or sensory hypoesthesia.

Auditory acuity is preserved.

Speech is preserved.

Tongue is in the midline without atrophy, deviation or fasciculations.

Her oropharynx is relatively small.  Mallampati score estimated 3/5.
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Sternocleidomastoid and trapezius strength are preserved 5/5.

Motor Examination: Manual testing upper and lower extremity shows preserved proximal and distal strength without obvious atrophy or any fasciculations.

Sensory Examination: Intact to touch, temperature, vibration, proprioception, and simultaneous stimulation without deficits.

Cerebellar and Extrapyramidal: Rapid altering successive movements and fine motor speed testing are all preserved including finger tapping test.

Passive range of motion with distraction maneuvers upper and lower extremities shows no inducible neuromuscular rigidity, pendulosity or cogwheeling.

There is no tremor rest with intention or movement.

Handwriting is preserved.

Deep tendon reflexes are overall slightly hypoactive but present at a trace proximal and distal.

Testing for pathological and primitive reflexes is unremarkable.

Ambulatory examination is fluid and non-ataxic with preserved heel and toe slightly ataxic on tandem.

Romberg’s test is unremarkable.

Musculoskeletal examination directed cervical testing shows restriction on the left side bending with preserved flexion and extension and lateral bending without pain.

DIAGNOSTIC IMPRESSION:

Judy Jones presents with a history of fairly classical migraine with scintillating scotomata and nocturnal arousals with cephalgia and history suggest possible cervicogenic cephalgia with retroorbital headache and upper cervical pain.

By her report complete thyroidectomy and lymph node biopsies all of which were negative otherwise for cancer evaluation. She is on replacement medication without difficulty.

Her deep tendon reflexes are slightly hypoactive.

Clinical examination suggests a relatively small oropharynx, which may be a risk for sleep disordered breathing for which further evaluation could be indicated.

RECOMMENDATIONS:

We are giving her a trial sample of Ubrelvy tablets and if successful she will be seen for reevaluation and treatment with Emgality injections, which may suppress her migraines completely.

MR brain imaging and cervical spine imaging will be completed.

Neuro-quantitative brain scan will be completed as well.
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ADDITIONAL THERAPEUTIC RECOMMENDATIONS:

Given her a prescription to obtain a women’s general vitamin for women over 50 to add to her regimen.

She will be started on riboflavin and vitamin B2 400 mg daily for prophylaxis for her headaches to see if this is rewarding.

We discussed all of this today in relation to her history, presentation, her findings and the need for ongoing therapy and care.

I would and test beta substantial improvement in her headaches considering this evaluation.

Further laboratory testing and followup may be required.

I will send a followup report when she 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 and Sleep Medicine – American Osteopathic Board of Neurology & Psychiatry

Diplomat in Internal Medicine – American Osteopathic Board of Internal Medicine
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