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Dictation Time Length: 22:25
February 24, 2022
RE:
Basiru Kanaji

History of Accident/Illness and Treatment: Basiru Kanaji is a 70-year-old male who reports he was involved in three work-related motor vehicle collisions on 02/08/19, 05/13/19, and 09/06/19. He describes he injured his back, ribs, neck and chest all of which still hurt. He did go to Abington Memorial Hospital Emergency Room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and is no longer receiving any active treatment. He was seen at Temple Neurology Department. He states he cannot stand too long or walk too far at this point.
I am in receipt of several different Claim Petitions filed by Mr. Kanaji. The first pertained to the 02/08/19 event in which he alleged injuring his neck and right ribcage. He also filed a Claim Petition relative to the event of 05/13/19 in which he asserted injuring his neck, back, hips, left shoulder, and left arm. His third Claim Petition pertains to a motor vehicle accident on 09/16/19 after which he alleged permanent injuries to the neck and back.

Per the treatment notes provided, Mr. Kanaji was seen at the emergency room on 02/08/19 at Abington Hospital. He was the restrained driver of a car that had a truck with a trail on the back, next to his car. The trailer swung and hit his passenger side. There was no loss of consciousness. He was able to walk out of the car and the car was drivable. He finished his work assignment, went to a funeral, and then came to the emergency room. He complained of pain in his neck, abdomen, and right-sided rib pain only when he walks. He was evaluated and underwent cervical spine x-rays that showed spondylosis. There was multilevel loss of intervertebral disc space, marginal vertebral body osteophytes and facet joint hypertrophy suggesting cervical spondylosis. These findings are worst at C6-C7. The prevertebral soft tissues were normal. He was diagnosed with a cervical strain after a motor vehicle collision after which he was treated and released.

On 02/13/19, he returned to Abington Emergency Room. They noted at his initial visit there was no mention of chest or abdominal pain. He now reports dealing with right-sided anterior lower chest wall pain since the accident. He underwent a chest x-ray on 02/13/19 that was read as normal. He was treated and released with a diagnosis of chest wall contusion.

Mr. Kanaji was then seen on 02/15/19 at Concentra. He related not taking any medication for his pain. He related he had a headache immediately after the accident and still did. He was evaluated when it was noted the vehicle he was driving was a bus. This would speak against significant biomechanical transfer of force upon impact. Dr. Smick diagnosed cervical strain for which he recommended Aspercreme, metaxalone, and naproxen. Physical therapy was also ordered. He returned to Concentra on 04/02/19 stating he feels his pain is like a “roller coaster ride.” He still had sharp muscular pains in his abdomen and ribcage area. He still was not taking any medication for the pain. Initial diagnoses of strain of the right pectoralis muscle and abdominal muscle strain were rendered. Additional physical therapy was advised. His progress was followed through 05/10/19. A CAT scan of the abdomen and pelvis was ordered. He followed up on 05/20/19 stating he was coming along. He did not convey being involved in another work-related motor vehicle collision only a week before on 05/13/19. After this evaluation, he was diagnosed with abdominal muscle strain and strain of the right pectoralis muscle from which he had reached maximum medical improvement. Maximum medical improvement had been achieved and all quantitative studies were negative despite his subjective complaints continuing.

On 05/17/19, the Petitioner was seen at Virtua Occupational stating he was passing through 6th and Pine and got hit by an unmarked police car. He asserted it hit him at full speed while he was driving in speed limit. He was seen in the emergency room on the date of the accident at Cooper Hospital, but they were currently awaiting records. He had a CAT scan and few other x-rays done that he was told were all negative for fractures. He was not discharged on any medication, but was taking over-the-counter Tylenol with minimal relief. He mentioned a similar incident when another vehicle also hit his car when he was going to pick up the same client in February 2019. He still has physical therapy which is almost done and he will be discharged soon from that incident. He related on this event the airbags did deploy. His head and face were hit hard when the airbags deployed. After examination, they rendered a diagnosis of postconcussional syndrome, sprain of the neck, lumbar spine and pelvis, left shoulder girdle, as well as contusion of the left shoulder and front wall of the thorax. He was prescribed ibuprofen and Flexeril. He followed up on 05/22/19 and had yet to fill his prescriptions. He asserted he had a previous work incident which was closed a day or two ago by Concentra for his previous Workers’ Compensation incident. He was cleared to return to work full duty effective 05/27/19. A course of physical therapy and ibuprofen were advised. He followed up at Virtua through 05/30/19 when he was referred to an orthopedist and neurologist.

On 10/17/19, he saw Virtua Occupational again stating he was involved in a motor vehicle accident when entering the traffic circle on Route 130 South to go to his office. His Ford Fusion was rear ended by a larger vehicle that was going about 15 miles per hour. The police did not come, but the other driver who rear ended him stopped and exchanged information. There were no airbags deployed. His last incident was earlier this year. As per the patient, he had been seeing a specialist and undergoing physical therapy and was about to be discharged from that incident when this event occurred. He had intermittent mild blurry vision which resolved and his neck, mid and lower back had some spasm. He stated he was not evaluated sooner after this incident since he was waiting for his insurance adjuster to approve evaluation. His exam was relatively unimpressive. He was diagnosed with a strain of the neck, thoracic spine, lumbar spine and pelvis for which he was prescribed medications and physical therapy. His progress was monitored through 11/29/19. He was then referred for orthopedic consultation.
Mr. Kanaji was seen at the emergency room again on 05/13/19. He was the restrained driver in a motor vehicle collision. He was stopped at a stop sign and when he proceeded, he was hit on the driver’s side by a police car. The airbags did deploy. He was unsure if he sustained loss of consciousness, but was able to fully recall all details of the accident. He related the airbags hit him on the left side of his torso and head. He was able to walk immediately after the accident. They had him undergo CAT scan of head and neck to be INSERTED here. X-rays of the ribs will be INSERTED here. He was treated and released with a diagnosis of motor vehicle collision.

On 05/21/19, he underwent a CAT scan of the abdomen and pelvis to be INSERTED here. The history given was that of a motor vehicle accident on 02/08/19. He had pain in the lower rib area. INSERT those results here. On 06/13/19, Dr. Szymaszek performed an orthopedic evaluation for left-sided pelvic and shoulder pain. In addition to the aforementioned studies and treatment, she had him undergo x-rays of the left shoulder and hip in the office whose results will be INSERTED as marked. Her impression was left shoulder pain, pelvic pain, primary osteoarthritis of both hips, primary osteoarthritis of the left shoulder, and left rotator cuff tendonitis. She ordered physical therapy, noting he had a flare of his underlying osteoarthritis that was likely present before the accident. He also had some chronic rotator cuff tendonitis that is likely exacerbated by overhead movements. He was going to follow up only as needed. She opined he can go back to work whenever he feels able and could take antiinflammatory or other pain medications as needed. On 06/14/19, he was seen in the same practice by Dr. Helber for pain in the cervical, thoracic and lumbar spines. He also had the Petitioner undergo additional x-rays that will be INSERTED as marked. Dr. Helber rendered diagnoses of strain of the neck and lower back for which he started baclofen. He may consider chiropractic manipulation and was going to continue physical therapy.
On 08/16/19, Mr. Kanaji was seen at Temple Neurology. He was given a diagnosis of postconcussive syndrome. On 09/07/19, he presented himself to Abington Emergency Room for evaluation of left-sided neck pain and left low back pain after a motor vehicle collision that occurred the previous day around 3 p.m. He was in a roundabout when he was struck from behind. He was wearing a seatbelt and there was no airbag deployment. He self extricated at the scene. This morning he noticed pain in his neck and low back and decided to come for evaluation. He was rendered diagnosis of cervical strain and thoracolumbar strain for which he was treated and released on medications.
He later was seen by Dr. Sanfilippo at Reconstructive Orthopedics on 02/14/20. His impressions were cervical pain and lumbar pain. He opined the Petitioner could continue to work full duty without restriction. He recommended pain management consultation for possible injection therapy. He was at maximum medical improvement as far as spine surgery was concerned. He had no neurologic deficits.

PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Normal macro
NEUROLOGIC: Normal macro
LUNGS/TORSO: Clear to auscultation and percussion. There were no rhonchi, rales, wheezing, or crackles. There was no use of the accessory muscles of respiration noted. There was tenderness to palpation about the left anterior chest wall. Barrel compression maneuver was negative.

UPPER EXTREMITIES: He wore multiple layers of clothes throughout his body. Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Inspection revealed dryness of the skin on his hands. Skin was otherwise normal in color, turgor, and temperature. Shoulder motion was guarded bilaterally. Abduction right was 120 degrees and left 130 degrees, flexion right 110 degrees and left 130 degrees. Motion was otherwise full in all independent spheres. Combined active extension with internal rotation on the right was to L3 and on the left to T10. Motion of the elbows, wrists, and fingers was full in all planes without crepitus, tenderness, triggering, or locking. He was tender anteriorly about the right shoulder, but there was none on the left. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: Inspection revealed dry skin on his legs. There was swelling of the ankles and calves bilaterally. He stayed in his thermal underwear limiting proximal visualization and pinprick testing. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

HIPS/PELVIS: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 35 degrees, but motion was otherwise full in all spheres without discomfort. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was global tenderness to palpation throughout this area in the absence of spasm. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He ambulated with a physiologic but hesitant gait stating he felt unsteady. He was able to stand on his heels and toes with support. He changed positions fluidly and was able to squat to 30 degrees complaining of low back tenderness. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Active lumbar flexion was to 70 degrees, but was otherwise full in all spheres. He had global tenderness to palpation throughout this region in the absence of spasm. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers at 75 degrees bilaterally elicited only tightness in his hamstrings, but no low back or radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a positive trunk torsion maneuver for symptom magnification.
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Basiru Kanaji was involved in three work-related motor vehicle collisions on 02/08/19, 05/13/19, and 09/06/19. He was treated conservatively after each event. It would seem that as his case from one injury was winding down, he was involved in the next accident. He did undergo extensive diagnostic testing all of which was unrevealing. He also saw several specialists. At discharge by Dr. Sanfilippo, he noted full range of motion of the cervical and lumbar spine with full strength and negative orthopedic tests. This belies the current examination.
The current examination found there to be decreased but variable range of motion about the cervical and lumbar spines. He had guarded range of motion about both shoulders, but provocative maneuvers were negative. There was swelling of his ankles and calves. Provocative maneuvers about the hips were negative. Spurling’s maneuver as well as neural tension signs in the lumbar spine were all negative. He had a positive trunk torsion maneuver for symptom magnification.

There is 0% permanent partial or total disability referable to the neck, right ribs, back, hips, left shoulder, and left arm. The soft tissue injuries he at most sustained in these events have fully resolved from an objective orthopedic perspective. His symptoms are disproportionate to the objective findings and mechanisms of injury in this matter.
