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NEUROLOGICAL REPORT

CLINICAL INDICATIONS:
Neurological evaluation with history of headaches.

Findings of pituitary adenoma.

Hyperprolactinemia.

Family history of Ehlers-Danlos.

Dyssomnia, daytime sleepiness and fatigue.

Family history of sleep apnea.

CURRENT COMPLAINTS:

Chronic daily headaches.

Dear Dr. Sloop & Professional Colleagues,
Thank you for referring Chelsea Grissom for neurological evaluation.
Chelsea reports that she has daily headaches that are very low-grade, non-throbbing in character, not necessarily associated with nausea, vomiting or other migrainous symptoms.

As you may remember, Chelsea has a family history of Ehlers-Danlos syndrome and some evidence of joint hyperextensibility for which she is being followed.
She was involved in a fairly serious motor vehicle accident in 2020 suffering by her report head and neck injuries, now with residual features of left neck, shoulder pain and lower extremity hypesthesia which on examination today appears to be in a S1 distribution.

She has been evaluated for hip problems on the left and found to have some minor degenerative findings for which further therapy may be indicated should further evaluation be accomplished including MR imaging of the lumbar spine and the cervical spine.
Her neurological examination today is normal with the exception of demonstrable motor weakness in the left upper extremity on Jamar grip dynamometry 20 pounds on the left and 40 pounds on the right.
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There are no pathological primitive reflexes detected, but cranial nerves function is completely normal. There is no visual field impairment or nystagmus.

Formal visual evaluation is scheduled.
As you may remember, she was referred with findings of an otherwise normal brain MRI scan with a 5 x 4 x 4 mm focal area of hypoenhancement involving the right portion of the pituitary gland which is suspicious for a pituitary microadenoma. Pituitary is otherwise unremarkable. There is no suprasellar mass present and no involvement of the optic chiasm.
No evidence of sinus disease and there was no abnormal brain enhancement.
Laboratory testing shows some hyperprolactinemia on laboratory studies on 03/08/2022.

In consideration of this clinical history and her findings, I have suggested the following: We will obtain MR imaging of the cervical spine to exclude any findings of injury or contusion that will be responsible for her left hemihypesthesia symptoms.
We will obtain the imaging reports from Enloe/North Valley MRI for her lumbar study that may have been accomplished to exclude other features that would contribute to an S1 radiculopathy.
We will obtain a home sleep screening study to exclude more common sleep disorders prior to referral for inpatient sleep testing with her history of dyssomnia and light sleeping with chronic daytime fatigue.
In consideration of her dyssomnia, I have suggested that she undergo a trial of low dose melatonin beginning at 1 to 3 mg at bedtime, increasing to 5 mg as might be necessary to improve her dyssomnia prior to initiation of any other pharmacological medication.
Previously, she was treated with antidepressant medicine for several years that produced by her report an overall suppression of her affect which was uncomfortable and for which the medicine was discontinued.
It would be my opinion at this time that she is certainly a candidate for treatment for her pituitary adenoma with cabergoline a dopamine agonist beginning at the lowest doses given on a weekly basis following her prolactin levels and with dosage adjustment over a period of time to produce prolactin suppression and following MR imaging at periodic intervals to monitor for tumor shrinkage as would be expected.
I will see her for reevaluation with the additional testing results. I will send a followup report at that time.

Respectfully,

THOMAS E. McKNIGHT Jr, D.O. MPH
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