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NEUROLOGICAL REPORT

CLINICAL INDICATION:
Neurological evaluation with history of chronic headache disorder.
COMORBID MEDICAL PROBLEMS 

History of generalized anxiety disorder medically treated.

Mixed dyslipidemia – clinical treatment diet and exercise.

Chronic headache disorder.

History of multiple medical trials.

Recent treatment with CGRP modulating medication Emgality – clinical failure.

CURRENT MEDICATIONS:

Montelukast 10 mg.

Fluticasone nasal spray.

Amitriptyline 10 mg.

Levocetirizine 5 mg.

Lorazepam 0.5 mg tablets.

Baclofen 10 mg tablets.

MEDICINALS AND SUPPLEMENTS:

Probiotic daily.

Benefiber daily.

“Vitamin” multiple vitamin daily.

Migra-T daily.

Vreathe – X – daily.
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Vitamin E 1000 units daily.

Mag citrate malate daily.

Red yeast rice 600 mg cholesterol control to caps daily.

PREVIOUS MEDICATIONS:
Discontinued Montelukast and Emgality.

PAST MEDICAL HISTORY – Migraine headaches.

MEDICAL ADVERSE REACTIONS:
None reported.

SYSTEMATIC REVIEW OF SYSTEMS:

General: He reports a history of recurrent chills associated dizziness, forgetfulness, nervousness and numbness with his headaches.

He describes episodes of near fainting.

EENT: He reports history of difficulty swallowing, transient episodes of dizziness stereotypical nature, headaches, epistaxis, tinnitus, sinus disease, visual flashes and halos with headaches.

Neck: History of stiffness.

Endocrine: No symptoms reported.

Respiratory: Episodes of difficulty breathing.

Cardiovascular: History of hypertension and rapid heart rate.
Gastrointestinal: Symptoms of constipation, food sticking in the throat, indigestion and nausea.

Genitourinary: History of painful burning urination and urinary frequency “when cold”.

Hematological: No symptoms reported. No history of difficulty with healing or unusual bruising.

Vital Signs: His height is 6-feet tall, weighs 150 pounds.

Male Genitourinary: He reports he feels burning with urination and has a burning discharge from his penis without hematuria.

Sexual Function: He remains sexually active. He describes normal sexual activity. He denied discomfort with intercourse or history of transmissible disease.

Skin: No symptoms reported.

Locomotor Musculoskeletal: No symptoms reported.

Mental Health: He describes panic symptoms when stress. He reports stress is a major problem for him. Sweating during sleep. He denied tearfulness, symptoms of depression, difficulty with appetite, suicidal ideation or gestures, or psychological counseling:

Neuropsychiatric: He denies psychiatric referral or care. He describes near syncope, but has no history of paralysis.
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PERSONAL SAFETY
He did not live alone. He denies history of falls, difficulty with vision and hearing. He has not completed advanced directive, did not request additional information to do so. He denied exposures to verbally threatening behaviors, physical or sexual abuse.

PERSONAL & FAMILY HEALTH HISTORY:
Father age 62 good health, Mother age 62 good health. Three siblings ages 25, 36 and 40. Two sisters and a brother all in good health. His wife is 40 years old in good health. He has one daughter age 7 in good health.

FAMILY HISTORY:
Reported to be positive for arthritis, asthma, diabetes, and hypertension.
No family history of bleeding tendency, cancer, chemical dependency, convulsions, heart disease or stroke, tuberculosis or mental illness.
EDUCATION:
High school completed in 2007.

SOCIAL HISTORY & HEALTH HABITS:
He is married. He takes alcohol rarely. He does not smoke. He does not use recreational substances. He lives with his wife with dependents at home.

OCCUPATIONAL CONCERNS:
He reports work related stressors, exposure to hazardous substances and heavy lifting. He reports exposes to dust, fumes and solvents. He is employed full-time and has not lost time from work with his illness problems. He works as an oilfield rig manager.

SERIOUS ILLNESSES & INJURIES:
He gives a previous history of fracture concussion without loss of consciousness. He denied other serious illnesses or injuries. He denied history of transfusions or operations. He is not reported any hospitalizations or prolonged or medical care.

NEUROMUSCULOSKELETAL REVIEW OF SYSTEMS:

General: He reports episodes of blurred vision, dizziness, fatigue, reduced concentration, lightheadedness, disequilibrium, reduced memory, nausea, vomiting, numbness, tinnitus and tingling paresthesias, some episodes are described as stereotypical in nature.

Head: He describes neuralgia on the top front and temples occurring between the eyes and down the back of the neck. His headaches are intermittent mostly between his eyes and retroorbital, radiating to the temples down the back of his neck caused by and associated with “strong smells”, stress, nervousness, heat and bright lights. Relief occurs with Advil taking off the edge, but without complete relief.
He denies a history of blackouts, seizures or similar family history.
Neck: He reports numbness in his head, sometimes radiating to his fingertips, neck stiffness, paresthesias sometime involving his whole body.
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Upper back and Arms: He describes a neuralgia burning sensation in his upper spine with intermittent pain, stiffness in his low back.

Middle back and Low Back: He denied other symptoms.

Shoulders: He denied symptoms.

Elbows: He denied symptoms.

Wrists: He denied symptoms.

Hips: He denies symptoms.

Ankle: He denied symptoms.

Feet: He experiences intermittent pain, throbbing pain when standing for prolonged periods of time working all day, radiating to his big toes, improved with numbness, improved with rest.

NEUROLOGICAL REVIEW OF SYSTEMS:
He denied symptoms of double vision, facial weakness or twitching, difficultly with his sense of smell, taste, chewing, swallowing, phonation or other paresthesias.
Unusual motor movements.

Unusual ataxia, stumbling or falling.

NEUROLOGICAL EXAMINATION:
Mental status: Garret is a well-developed, well-nourished, athletic condition, young man who is alert, oriented, pleasant and appears to be in no distress with preserved immediate, recent, and remote memories. His intension and concentration today’s examination was preserved. There are no unusual changes in his affect and mood. Thinking is logical and goal oriented without unusual ideation. Cranial nerves II through XII. Pupils are symmetrically round reactive to light and accommodation. Extraocular movements are full with normal gauze deviations. No lateralizing nystagmus.
There is no facial motor asymmetry or weakness.

Facial sensation is symmetrically preserved.

Oral pharyngeal inspection appears to be normal and relatively capacious. Tongue is midline without fasciculations, atrophy or unusual deviation and protrusion.

Motor Examination: Manual testing upper and lower extremities demonstrates preserved bulk, tone and strength.

Sensory examination is intact to all modalities and without deficits. His deep tendon reflexes are 1 to 2+/4 not unusually brisk without unusual deficits and without evidence of pathological or primitive reflexes.

His ambulatory examination is fluid, non-ataxic with preserved tandem, heel and toe.

Romberg’s test is unremarkable.
DIAGNOSTIC IMPRESSION:
Clinical history of episodic and stereotypical episodes of cephalgia associated with other clinical manifestations. Unresponsive to recent trials of CGRP type modulating medications.

Clinical history and symptoms suggestive of cervicogenic cephalgia associated with neck stiffness.

Clinical history of hypertension and near syncope uncertain etiology.
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RECOMMENDATIONS:
My initial recommendations will be to complete more advanced laboratory testing for nutritional and metabolic analysis noting his consumption of multiple medicinal products to exclude potential adverse reaction or toxicity.

Cervical MR imaging is certainly indicated with his clinical history of cervicogenic cephalgia to exclude degenerative cervical disease that would be amenable to further intervention and treatment.

They stereotypical nature of his recurrent symptoms and unresponsiveness to CGRP medications would suggest that epilepsy be excluded as a clinical diagnosis – diagnostic electroencephalogram static and amatory as needed will be requested.

I am giving him initial prescription of propranolol to begin at 10 mg taken up to three times a day as a clinical challenge for headache prophylaxis.

Should he be responsive to this then further cardiographic evaluation may be valuable as medicine is adjusted to best benefit with an extended release preparation.

I am going to order his laboratory studies. We will see him back for reevaluation with results of his testing with followup reports.
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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