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NEUROLOGICAL REPORT

CLINICAL INDICATION:
History of persistent and intractable vertigo.

History of recent sudden onset with persistent and debilitating symptoms associated with some history of tinnitus and hearing loss.

Dear Dr. Greider & Dr. Schlad:

Heidi Wallis was seen today for neurological evaluation with her history of positional vertigo.
She reports that she is vertiginous with any movement when standing or walking, but relieve when she is supine precipitated or exacerbated by head movement at night.
She has had a course of Epley’s maneuvers that she has used on a regular basis for months without resolution.
She does have some associated symptoms of hearing reduction for which she will need ENT referral and evaluation to exclude Ménière’s disorder.
She gave an important medical history that this vertiginous disorder was precipitated after an episode of prodromal onset with fatigue, a sense of coldness and the development of severe intractable neck pain and some headache.

This transition to severe vertigo for which she was incapacitated. She gave comorbid medical history of tinnitus.
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PAST MEDICAL HISTORY:
No history of serious pre-existing conditions.
She gives a previous history of relative hypotension that is variable.
SYSTEMATIC REVIEW OF SYSTEMS:
General: Dizziness.

ENT: See above.

Respiratory: No symptoms reported.

Dermatological: No symptoms reported.

Cardiovascular: She has a history of irregular heartbeat.

Endocrine: No symptoms reported.

Gastrointestinal: No symptoms reported.

Genitourinary: No symptoms reported.

Hematological: She has a history of bruisability. She denied excessive bleeding or slow healing. Hematological, no other symptoms of anemia, blood disease, or phlebitis known.

Genitourinary: No symptoms reported.
Female – Gynecological: Height 5’8”, weight 150 pounds. Menarche occurred at age 16. Last menstrual period 2012. No history of menstrual irregularities. Last Pap smear January 22. Last rectal examination uncertain. She has completed mammography and hysterectomy. No recent bladder, urinary tract or kidney infections reported. No history of menstrual tension symptoms. No recent history of breast tenderness, lumps, or discharge.
PREGNANCY HISTORY:
She has had three pregnancies with three live births. Daughter born in 1988, sons born in 1989 and in 1992, daughter was eight weeks early.
LOCOMOTOR MUSCULOSKELETAL:
She reports some difficulty with walking due to ataxia.  She has a history of varicose veins. No history of claudication or neuromuscular weakness.
MENTAL HEALTH:
She reports dyssomnia for which she has sleep maintenance insomnia if not on medication. She has seen a counselor in the past. No other mental health symptoms reported.
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NEUROPSYCHIATRIC:
No history of psychiatric referral care or history of convulsions. No history of fainting or paralysis.

PERSONAL HEALTH & SAFETY:
She does not live alone. She has no history of frequent falls. She has no difficulties with vision or hearing loss. She is not completed an advanced directive. She did not request additional information to do so today. There is no history of public health exposures, to verbally threatening behaviors, physical, or sexual abuse.
PERSONAL & FAMILY HEALTH HISTORY:
She was born on 01/17/1964. She is 58 years old and right-handed.
Her father is 79 years old, in poor health. Her mother is 79 years old in ”okay health”. She has a 59-year-old sister in good health. Her husband aged 48 is in good health. Her three children ages 24 to 32 are also in good health.
Family history of medical illnesses was positive for arthritis in her father, bleeding tendency in her father. Her mother has a history of cancer. Her father had a history of heart disease. No family history of asthma, chemical dependency, convulsions, diabetes, hypertension, tuberculosis, mental illness, or other serious disorders.
HISTORY OF OPERATIONS:
She had appendectomy in 1983, knee surgery in 1982 and 2013, hysterectomy in 2012, and cholecystectomy in 2019.
NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:
General: She reports dizziness, fatigue, reduced concentration, disequilibrium, reduced memory, nausea, tenderness and out of body sense of experience with her symptoms of dizziness.

Head: She denied neuralgia. She does have a history of intermittent headaches. No history of fainting spells, blackouts or altered mental status. She does report that with some of her dizziness and shaking episodes, there is no similar family history.

Neck: She describes neuralgia located in the shoulders. She denied myospasm, numbness, other pain, stiffness, swelling or paresthesias.
Upper back and arms: She reported burning pain in her shoulders, intermittent pain with burning sensation aggravated by lifting, improved with Advil, pain radiating to her left elbow. No myospasm, stiffness, swelling, but paresthesias in the left hand and lateral fingers and middle back. She reported intermittent pain typically aggravated by lifting, mopping, relieved by Advil. No myospasm, stiffness, swelling or paresthesias.
Low back: She denied neuralgia, difficulty with intercourse, give away weakness in the extremities, myospasm, numbness, but report constant low back pain aggravated by movement, improved with Advil. No difficulty with bowel or bladder. No history of stiffness or swelling. No history of neuromuscular weakness in the legs or paresthesias.
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Shoulders: She denied neuralgia. She does report intermittent pain in the right shoulder 5/10 recurrent and often. No tingling or weakness.
Elbows: She denied neuralgia. She reports constant left elbow pain daily as high as 8/10 without radiation, but associated with tingling and weakness.

Wrists: She denied neuralgia, tingling or weakness.
Ankles: She denied neuralgia, pain, tingling or weakness.

Feet: She denied neuralgia, pain, tingling or weakness.
NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:
She does report some transient episodes of diplopia with her dizziness. She indicates a history of sometimes blurred vision.
She indicates a history of difficulty with her perception when she has her dizziness.
She denied facial weakness. She denied difficulty with sense of smell, taste, chewing, swelling, phonation or deglutition.

She denied other neuromuscular weakness in her extremities.
She denied a history of tremor, shaking, stiffness or other unusual movements.
She denied a history of numbness or tingling of any significance in the upper extremities or lower extremities except for lateral left fingers.
IMAGING STUDIES:
None currently available.

LABORATORY STUDIES:
None currently available.
NEUROLOGICAL EXAMINATION:
General: Heidi Wallis is a well developed well and nourished, intelligent, pleasant and healthy appearing right-handed middle-aged woman.
Her thinking is logical, goal oriented and appropriate for the clinical circumstances with preserved immediate, recent and remote memories and without unusual ideation.
Cranial nerves II through XII. The extraocular movements are preserved. Pupils are equal, round, and react to light and accommodation. There is no lateralizing nystagmus or breakdown of pursuit into saccade. Visual fields confrontation are bilaterally preserved.
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There is no facial motor asymmetry or motor weakness. Sensation is preserved.
Palate is capacious. Tongue is in the midline. No atrophy, deviation or fasciculations.
Speech, language and deglutition are also preserved.
Motor examination: Manual testing upper and lower extremities shows preserved bulk, tone and strength. Jamar dynamometer is 45 pounds right and 42 pounds left.
Sensory examination is intact to all modalities touch, pin, temperature, vibration, proprioception and simultaneous stimulation. Slight hypoesthesia is identified on the distal fingertips of the left lateral hand and on the middle fingertip of the right hand.
Her deep tendon reflexes are diffusely 2/4.

No pathological or primitive reflexes are detected.
Cerebellar and extrapyramidal demonstrates normal range of motion rapid alternating successive movements and fine motor speed testing, passive range of motion with distraction maneuvers discloses no inducible rigidity, cogwheeling, pendulous or other unusual findings.
Ambulatory examination: There is some slight ambulatory ataxia. Gait is otherwise preserved as well as turning maneuvers.
Romberg’s test is negative.
NEURO MUSCULOSKELETAL EXAMINATION:
Focused examination on the cervical spine shows resistance to movement with slight stiffness however without restrictional impairment on flexion, extension, side bending and rotation.
DIAGNOSTIC IMPRESSION:

Heidi Wallis presents with a clinical history of the rapid onset of clinical symptoms of uncertain illness associated with severe neck pain with development of headaches and persistent vertigo that has remained despite therapeutic intervention for treatment and Epley’s maneuvers for positional vertigo.
Her clinical examination is consistent with the symptoms of the cervical radiculopathy.
She continues to have neck stiffness and pain.
RECOMMENDATIONS:
MR brain imaging will be scheduled for evaluation exclusion of central nervous system disorders associated with persistent vertigo.
We will also obtain MR imaging of the cervical spine anticipating probable findings consistent with a cervical radiculopathy.
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She should continue with her maneuvers, maintaining her mobility as best as possible.
ENT referral is indicated for further evaluation of her hearing and consideration of a possible diagnosis of Meniere's disorder.
I will see her for reevaluation with her imaging results considering further testing and recommendations.

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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