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INITIAL NEUROLOGICAL EVALUATION
CLINICAL INDICATION:
Neurological evaluation.

Recent hospital admission with symptoms of TIA.

Reevaluation imaging shows evidence for lacunar infarction – stroke.

CLINICAL HISTORY:

Motor weakness related to left knee degeneration.

Requested clearance for surgical intervention.

Dyssomnia with findings of nocturnal restlessness/restless leg syndrome without sleep apnea
Personal history of abnormal carotid studies.

RECENT FINDINGS:

Cardiovascular evaluation.

First-degree AV block

Left atrial enlargement

Findings of bradycardia.

Dear Dr. Talebi & Professional Colleagues:

Cheryl Watkins returned today for reevaluation and followup having been seen initially for neurological evaluation in October with a history of possible obstructive sleep apnea syndrome.
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As you know, Cheryl is a morbidly obese very pleasant right-handed woman with a previous history of sleep apnea, hypertension, hypothyroidism, diabetes, pulmonary embolism in June 2015, polymyositis diagnosed at that time, findings of lumbar spinal stenosis, and sacroiliitis in 2017. She had previously undergone lumbar fusion and decompression in 2015 and 2013, treatment for sleep apnea in 2015, treatment for hypertension 2015, treatment for hypothyroidism 2015, treatment for type II diabetes mellitus 2015, treatment for pulmonary embolism June 2015, and treatment for polymyositis 2015. She underwent spinal orthopedic hardware revision in June 2015. She underwent a left patellectomy in December 2020 and right shoulder rotator cuff repair 2016. She has been previously seen by Dr. Wilhite for orthopedics Dr. Burgess an immediate care.

She gave a past medical history of dyslipidemia, thyroid disease, bronchitis, pulmonary insufficiency, arthritis, and diabetes.

Infectious disease history has included measles, mononucleosis three times, pneumonia, and vaginosis.

MEDICAL ADVERSE REACTIONS:

Penicillin, other antibiotics, and sulfa drugs.

SYSTEMATIC REVIEW OF SYMPTOMS:

General: She describes a history of chronic nervousness, numbness and paresthesias, sweats, forgetfulness, dyssomnia, and depression.

EENT: She wears eyeglasses. She has a history of hay fever, headaches, hoarseness, rhinitis, tenderness, and sinus disease.

Pulmonary: She did not indicate any additional symptoms.

Cardiovascular: She has a history of hypertension.

Endocrine: History of thyroid disease.

Gastrointestinal: She reports flatulence, heartburn, indigestion, nausea, previous gallbladder disease, and completed cholecystectomy.

Genitourinary: She has a history of frequency, reduced bladder control and nocturia.

Hematological: She denied bruising, bleeding, or difficulty with healing.

Locomotor Musculoskeletal: She has difficulty walking because of lumbar pain in her left knee. She experiences some weakness in neuromuscular weakness.

Female Gynecological: Stands 5’1” tall. She weighs 212 pounds. Menarche occurred at age 17. Menopause occurred 10 years ago. She denied any other menstrual problems. She is not completed mammography. She has not had hysterectomy or D&C. She denied history of pregnancies. She denied other female gynecological problems.

Sexual Function: She is not currently active. She denies exposures to transmissible disease.

Dermatological: No symptoms reported.
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Mental Health: She does give a history of depression at times. She is seen a counselor in the past. She denied other mental health symptoms.

Neuropsychiatric: She denied a history of psychiatric pro care or history of convulsions, fainting spells or paralysis.

Neck: She has a history of thyroid disease.

Personal Health and Safety: She lives alone. She has had some falls recently. She denied visual or hearing difficulty. She has not completed advanced directive. She did not request additional information. She denied exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL AND FAMILY HEALTH HISTORY:

She was born on March 5, 1951. She is 70-year-old and right-handed.

Her father died at age 83. Her mother died at age 87. She has a 74-year-old sister in good health. She is not married and did not list children.

FAMILY HISTORY:
She gave a history of diabetes in her father and sister. Heart disease and stroke in mother and father. She denied family history of arthritis, asthma, bleeding tendency, cancer, chemical dependency, convulsions, tuberculosis, mental illness or other serious disease other than personal history.

EDUCATION:

She completed college in 1982 and postgraduate education.

SOCIAL HISTORY AND HEALTH HABITS:

She is single. She rarely takes alcohol. She does not smoke, but smoke two packs of cigarettes in the past and stopping 10 years ago. She denies recreational substances. She is not living with a significant other than no dependents at home.

OCCUPATIONAL CONCERNS:

None reported.

SERIOUS ILLNESSES AND INJURIES:

See above.

PREVIOUS OPERATIONS AND HOSPITALIZATIONS:

She Is never completed a blood transfusion. She had lumbar fusion in June 2013, revision decompression in June 2015, and further decompression in March 2018. She experience hospitalization in July 2021, experiencing symptoms of encephalopathy, and altered consciousness.

RE:
WATKINS, CHERYL
Page 4 of 5
NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:

General: She reports change in her sense of smell and taste, chronic fatigue, reduced concentration, disequilibrium at times, reduced memory, and tinnitus.

Head: She gave a history of frontal headaches relieved by Tylenol and episodes of near syncope occurring in July 5, 2021. No other history of fainting spells or blackouts. No similar family history.

Neck: She gave a history of constant neck pain with low back pain, left knee pain and left wrist pain. She denied neck symptoms.

Upper Back and Arms: She reported a history of left arm pain and stiffness that radiates. She denies swelling or paresthesias.

Middle Back: She reported no symptoms of low back. She reported weakness in her legs.

Shoulders: She denies symptoms.

Elbow: She denied symptoms.

Wrists: She reports a history of arthritis and hand surgery years ago.

Hips: She gave a history of sense of weakness.

Ankle: She denied any symptoms.

Feet: She denied symptoms.

EXAMINATION:

General: Cheryl is a very pleasant elderly morbidly obese right-handed woman who has pain with ambulation due to degeneration in her left knee.

Currently, she is not complaining of previous identified symptoms suggesting encephalopathy where she was admitted to Enloe Hospital for evaluation and was seen with findings of a TIA, hypothyroidism, diabetes, and history of seizure disorder, which is treated. A CT imaging at that time was noncontributory. Her neurological examination was intact. No stenosis was identified on carotid Doppler. Although, she gives a history of previous disease. Brain MRI was completed and was noncontributory. Echocardiography with bubble study was completed.

With her history of seizure disorder, she was continued on Keppra and advanced to Vimpat.

She currently takes Tylenol tablets p.r.n., 20 mg of baclofen three times a day, Lantus SoloSTAR insulin, Keppra 500 mg twice a day, L-thyroxine 125 mcg daily with additional Cytomel 5 mcg, and quetiapine 100 mg at bedtime.

PREVIOUS ALLERGIES:

Atorvastatin produced collapse, iodinated contrast media, penicillin G, amoxicillin, and sulfa – rash.

She gives a history of using CBD oil.
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Her neurological examination is otherwise preserved with normal motor function. No evidence of distal sensory impairment, otherwise preserved deep tendon reflexes and no tremor. Ambulation is accomplished with some simple ataxia as a consequence of knee dysfunction.

DIAGNOSTIC IMPRESSION:

Recent history of hospitalization with symptoms of encephalopathy of uncertain etiology suspected to be either due to TIA or possible cardiac arrhythmia.

Findings of bradycardia.

Findings of first-degree heart block, findings of left atrial enlargement, previous history of sleep apnea not identified on recent testing, and findings of nocturnal restlessness. She has restless leg syndrome.

RECOMMENDATIONS:

In review of her current clinical history and findings we have elected to do the following:

1. Cardiology referral for cardiology clearance for operative intervention for her left knee surgery will be requested.

2. We will obtain non-contrast vascular angiography of the carotid vertebral and great vessel systems and intracranial cerebral circulation for risk factor evaluation for potential or further stroke.

Additional laboratory testing should be completed for thrombosis evaluation and exclusion.

I would anticipate should she do well with these evaluations then she will receive the clearance for her surgery that she requires.

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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