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DATE: 01/22/13

PATIENT: Maggie Bailey

NEUROLOGICAL CONSULTATION

HISTORY OF PRESENT ILLNESS: This is a 34-year-old woman with numbness on the entire left side of her body that started approximately four weeks ago. She additionally complains of diminished temperature sensation, cannot feel heat and as a result received several burns on her left ear from the curling iron and on her hands. She complains of tightness across her mid torso and weakness in the left lower extremity especially in her thigh muscles affecting her gait. She has intermittent double vision and drastically diminished visual acuity in the last four weeks. The patient reports having similar episodes in the past starting from her high school. Usually, they lasted up to about one month and were associated with numbness in the various parts of the body such as bilateral lower extremities, left lower extremity or left upper part of her body. She had EMG three years ago with no available reports. She had an MRI of the brain with and without contrast yesterday. The patient was referred to our clinic for multiple sclerosis rule out. All of her previous episodes have completely resolved.

PAST MEDICAL HISTORY: Otherwise noncontributory.

PAST SURGICAL HISTORY: Left wrist cyst excision.

MEDICATIONS: She is not taking any medication.

DRUG ALLERGIES: Codeine.

SOCIAL HISTORY: She does not smoke, does not drink alcohol, and denies use of illegal drugs. Unemployed. Divorced. She has three children.

FAMILY HISTORY: Significant for strokes and hypertension.

REVIEW OF SYSTEMS: As above plus headaches, dizziness, dysbalance, fatigue, trouble with speech, and tingling in left lower extremity.

PHYSICAL EXAMINATION:
General: Well-developed and well-nourished woman, in no acute distress.

Head and Neck: Normocephalic, atraumatic. No thyromegaly or lymphadenopathy.
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Skin: Normal skin color. No trophic changes in the skin or nails of the upper or lower extremities.

Cardiovascular: Neck auscultation revealed no carotid or vertebral bruits. Heart auscultation revealed a normal S1, S2. No murmurs, rubs or clicks. Normal and symmetrical pulsation in the upper and lower extremities.

Mental Status: She is alert and oriented. The patient is alert, articulate and fully oriented. Memory intact. Good intellectual function.

Cranial Nerves:


I:


Acuity not tested. 

II:
Pupils round, equal and reactive to light and accommodation. She has inconsistent difficulty with upper gaze bilaterally.


III, IV, VI:

Extraocular movements intact. No nystagmus.


V:


Corneals active, motor and sensory normal.


VII:


Face symmetric.


VIII:


Grossly intact.

IX/X:
Uvula midline, palate elevates symmetrically.


XI:


Symmetrical shrug. 

XII:
Midline protrusion of the tongue without wasting or fasciculation.

Motor: No spasticity in lower extremities.

Sensory: Temperature, light touch, and pinprick sensations are intact in bilateral lower extremities.

Reflexes: No abnormal reflexes. Very brisk reflexes in bilateral lower extremities, but symmetric. 

Coordination: She has fairly inconsistent disturbance of the gait favoring her right lower extremity. She is somewhat swaying on Romberg exam, but able to compensate.

Musculoskeletal: Range of motion of the cervical and lumbar sacral spine was not restricted. Straight leg raising test was negative. Spurling, Lhermitte, and Adson maneuvers reproduced no neurological symptoms in the neck and upper extremities.
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IMPRESSION/RECOMMENDATIONS: Transient paresthesias associated with visual disturbances, vertigo, and dysbalance. The patient had hyperreflexia on left lower extremities on the exam. MRI of the brain with and without contrast was already obtained and I will need to review the results. I will consider obtaining MRI of the cervical spine as well. We will obtain EMGs with nerve conduction velocity of bilateral left upper extremity. I will obtain videonystagmogram to rule out inner ear dysfunction. I will get laboratory workup for folate level, sed rate, RPR, ANA, and TSH. I gave the patient Valium 5 mg to take half a tablet once or twice a day as needed for anxiety and Flexeril at night for cervical spasm. Follow up after the tests.

At least 50% of visit was spent in patient education discussing disease state, prognosis, diagnostics, treatment, and potential progression or outcomes. Face to face time with the patient was 45 minutes. Patient was told to call the office with any questions regarding disease, results or medication questions.
Side effects of medications prescribed today were discussed, including but not limited to, drowsiness, nausea/vomiting, rash, allergic reaction, weight gain, edema, cognitive impairment, interaction with other medications, and adverse effects on driving.

Examination, assessment, and plan of this patient were performed under direct supervision of Dr. Alexander Feldman.
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