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NEUROLOGICAL REPORT
CLINICAL INDICATION:
Neurological evaluation with a history of “dizziness”.

Dear Aaron Jackson & Professional Colleagues:

Thank you for referring Mary Burns for neurological evaluation with her history of “dizziness”.

Further questioning reveals that she has no true vertigo; however, she is unsteady on her feet.

Her neurological examination is within normal limits with the exception of a broad and gait base and a sense of unsteadiness with findings of ataxia.

MR imaging of the brain completed at the request of Jessica Wicks, PA on June 30, 2021, showed mild to moderate periventricular white matter microvascular ischemic changes, moderate age appropriate stenosis prominence of the ventricles, and mild to moderate sinusitis.

By her report, she was treated for sinusitis.

She does give an additional history of some cognitive impairment, but there is no clear history of moderate dysfunction or incontinence.

CURRENT MEDICATIONS:

Levothyroxine 50 mcg.

Losartan 50 mg one to two times daily.

Hydralazine 25 mg p.r.n. excessive hypertension.

Triamcinolone cream.
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MEDICINALS & SUPPLEMENTS:

“Total Restore” for acid reflux Dr. Gundry. Lectin Shield, turmeric, B12 two tabs daily 1000 mcg, B1 thiamine 100 mg occasionally, vitamin D3 250 mcg occasionally, calcium, magnesium and zinc with D3 occasionally, Ginkgo-Biloba with Vinpocetine 120 mg, ibuprofen 200 mg p.r.n., vitamin E 184 mg with selenium 50 mcg occasionally, PreserVision Dr. Manucha, and vitamin C 500 mg with Echinacea occasionally.

MEDICAL ADVERSE REACTIONS:

Amlodipine (diffuse pruritus and leg swelling).

Lisinopril.

PAST MEDICAL HISTORY & CURRENT MEDICAL PROBLEMS:

Dizziness.

Hypertension.

Diverticulosis without diverticulitis.

Osteoporosis.

GERD.

She gives a past medical history of arthritis, cataracts, hernia, pneumonia, and thyroid disease.

INFECTIOUS DISEASE HISTORY:

Reported chickenpox, measles, pneumonia and vaginosis.

SYSTEMIC REVIEW OF SYSTEMS:
General: She reports a history of chills, depression, dizziness, weight loss, and numbness.

EENT: She reports bleeding gums, blurred vision, transient dizziness, earaches, rhinitis, and rhinorrhea.

Respiratory: No symptoms reported.

Neck: History of thyroid problems.

Dermatological: History of hives/rash.

Endocrine: Her skin has become drier.

Cardiovascular: She gives a history of high blood pressure.

Gastrointestinal: History of flatulence, heartburn, hemorrhoids and indigestion.

Genitourinary: No symptoms reported.

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

Locomotor Musculoskeletal: She has difficulty walking.
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Female Gynecological: She stands 5’1” tall. She weighs 105 pounds. Menarche occurred at age 17. Last menstrual period in her 40s.

She denied any recent urinary dysfunction, menstrual tension symptoms, or breast problems. She has not completed mammography. She has had one pregnancy, one live birth. No adverse outcomes. One daughter was born in 1971.

She did not indicate any other female gynecological problems.

Sexual Function: She is not currently active. She uses no contraceptives. She denied a history of discomfort with intercourse. She denied exposures or history of transmissible disease.

Mental Health: She gives a history of panic symptoms when stressed. She has seen a counselor.

NEUROPSYCHIATRIC:
There is no history of psychiatric referral or care, history of convulsions, fainting or paralysis.

PERSONAL SAFETY:
She lives alone. She has completed an advanced directive. She denied a history of falls, changes in her hearing or vision. She denied exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL & FAMILY HISTORY: 
She was born on November 19, 1937.

Her father died at age 87. Her mother died at age 92. She had two siblings who died at ages 62 and 65. One with emphysema and one with coronary disease. She did not report her husband or children.

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

EDUCATION:

She completed high school and four years of college level education.

SOCIAL HISTORY & HEALTH HABITS:

She is divorced. She takes alcohol on a daily basis two white wines. She does not smoke. She does not use recreational substances. She is not living with her significant other. There are no dependents at home.

OCCUPATIONAL CONCERNS:

None are reported.

SERIOUS ILLNESSES & INJURIES:

None are reported.
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OPERATIONS & HOSPITALIZATIONS:

She has never had a blood transfusion. Herniorrhaphy was performed in the past without reported complication. She has never been hospitalized for any prolonged period of time for medical care.

NEUROMUSCULOSKELETAL REVIEW OF SYMPTOMS:
General: She reports dizziness, blurred vision, sense of lightheadedness, disequilibrium, numbness and paresthesias.

Head: She denied a history of neuralgia, headaches, altered mental status or similar family history.

Neck: She denied neuralgia, loss of grip strength or myospasm. She reported occasional paresthesias with numbness in her lips or any chronic pain. She does report transient dizziness aggravated by motion and improved by “staying still”. No stiffness, swelling or paresthesias.

Upper Back & Arms: She reported numbness, but denied a history of neuralgia, pain, myospasm, stiffness, swelling or paresthesias.

Middle Back: She denied symptoms.

Low Back: She denied symptoms.
Shoulders: She denied symptoms.

Elbows: She denied symptoms.

Wrists: She denied symptoms.

Hips: She denied symptoms.

Ankles: She denied symptoms.

Feet: She denied symptoms.

NEUROLOGICAL REVIEW OF SYSTEMS:

Other than transient paresthesias of the lips and sometimes the upper extremities, she denied other neurological symptoms other than unsteadiness on her feet, which she previously described as “vertigo”.

There is no history of sense of spinning, difficulty with her vision or tendency to fall.

NEUROLOGICAL EXAMINATION:

Mental Status: Mary is an elderly well developed right-handed woman who is alert and oriented and pleasant and otherwise appears in no distress. Her immediate, recent and remote memories were all intact as is her concentration. Cranial nerves II through XII are unremarkable.
Her motor examination demonstrates normal age-related bulk, tone and strength. Sensory examination is intact in all modalities. Her deep tendon reflexes are not unusually brisk or pendulous and without pathological or primitive reflexes.
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Cerebellar and extrapyramidal rapid alternating successive movements and fine motor testing are preserved without dysmetria. Passive range of motion with distraction maneuvers demonstrates no inducible rigidity or cogwheeling.

Her ambulatory examination clearly shows a broadening gait base. She cannot tandem. Heel and toe walking are well preserved.

Romberg test is very unsteady. It would be considered to be positive.

DIAGNOSTIC IMPRESSION:
Mary presents with a history of increasing symptoms of ataxia over the last year or more with remote findings of MR imaging of cerebral degeneration and possible findings of nonobstructive hydrocephalus.

RECOMMENDATIONS:
Reevaluation MR imaging of the brain will need to be accomplished.

Laboratory testing for nutritional biomarkers and thyroid functions will be completed.

I am seeing her for neurological reevaluation with those laboratory studies and findings for completion of her initial evaluation and further recommendations.

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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