THOMAS E. McKNIGHT, JR., D.O., MPH

NEUROLOGY

The ‘Old School House’, Philadelphia Square

130 Independence Circle, Suite #5

Chico, California 95973

(530) 896-0260

(530) 896-0287 (fax)


October 13, 2025

Dr. Gisela Okonski, M.D.
RE:
MAXEY, STACY D.

Redding Heart Care

585 Melissa Avenue



PO Box 1652



Chester, CA 96020



(209) 251-5729


ID:
XXX-XX- _______

LICENSE #:
C2525497


E-MAIL:
gomezazak@gmail.com


DOB:
02-20-1964


AGE:
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NEUROLOGICAL REPORT
Presentation with history of sudden-onset acute vertigo.

Previous diagnostic clinical findings of coronary artery bypass graft five-vessel surgery; LIMA to LAD, left radial to distal circumflex, SVG to diagonal 2, SVG to OM, and SVG to RCA.

Followup echocardiogram in 2019 demonstrated enlarged sinus of Valsalva and ascending aorta 4.2 cm.

COMORBID FINDINGS:
Dyslipidemia, hyperlipidemia, hypertension, previous episode of syncope in 02/2024. Monitor evaluation revealed four brief episodic salvos of supraventricular tachycardia.

CURRENT CORONARY ASSESSMENTS:
1. Syncope and collapse.

2. Aortic aneurysm unspecified site without rupture.

3. Atherosclerotic heart disease of native coronary artery, other forms of angina pectoris.

4. Presence of aortocoronary bypass graft.

5. Hyperlipidemia unspecified.

6. Essential primary hypertension.

7. Transient cerebral ischemic attack unspecified, syncope doubtful.

The patient was subsequently referred to Dr. Karen Garnaas for abnormal brain MR imaging evaluation and treatment.

He was subsequently treated for hypertension.
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Dear Dr. Okonski,
Thank you for referring Stacy Maxey for neurological evaluation with his history of transient lightheadedness and syncope.

As you are aware, he has a history of coronary artery disease, bypass grafting and possible risk factors for thrombosis related transient ischemic attack.

His laboratory testing accomplished in November 2024 showed evidence for vitamin D deficiency with a normal post-COVID coagulation panel except fibrinogen activity was slightly elevated as was the rheumatoid factor and ANA being positive. CCP was noncontributory. CPK was normal. cardiolipin antibodies were within normal limits. A paraneoplastic antibodies were negative. Tissue transglutaminase was negative. Autoimmune epilepsy evaluation was negative. The ANA showed a titer of 1:80 with a nuclear speckled pattern sometimes seen in lupus, Sjögren’s syndrome, dermatomyositis and systemic sclerosis/polymyositis. The ANA screen and pattern analyzer testing was completely unremarkable with absent anticardiolipin antibodies. A B2 glycoprotein IgM antibody was elevated, which may be seen in arterial or venous thrombosis for which reevaluation testing was recommended. Rheumatoid factor evaluation was negative as was the CCP. Comprehensive neurology antibody panel was entirely unremarkable and noncontributory. The general medical evaluation showed vitamin D deficiency.

In consideration of his referral with the current findings, I would consider re-referral for static and dynamic electroencephalography to exclude syncope/seizure with his underlying cardiovascular disease.

We will schedule him for reevaluation and followup with further recommendations as necessary.

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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