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Dictation Time Length: 09:10
July 1, 2022
RE:
Vamba Kanneh
History of Accident/Illness and Treatment: Vamba Kanneh was accompanied to the evaluation by his brother named Abubakar Corneh to help serve as a translator. According to the information obtained from the examinee in this fashion, Mr. Kanneh was an unstrained passenger on a 15-seat bus that lost control, slid, crashed, and flipped over. As a result, he believes he injured his head, back, legs, and stomach. He did go to Cooper Hospital Emergency Room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He conveys that he underwent several surgeries as a result of this accident, but did not specify what type and on which body parts. He completed his course of active treatment eight months ago. In addition to the body areas just listed as injured, he also claims to have injured his head and left side of his abdomen.

I am not in receipt of any true medical records to review. As per his Claim Petition, Mr. Kanneh described being involved in a motor vehicle accident on 07/06/20 resulting in permanent injury to his head/brain, severe brain injury, neck and lower back pain, pain and weakness in the right arm and right leg, cognitive/memory problems and concussion.

PHYSICAL EXAMINATION

GENERAL APPEARANCE: He complained of pain with moaning throughout the evaluation.
HEAD/EYES/EARS/NOSE/THROAT: Normal macro
HEART: Auscultation of the heart revealed a regular rate and rhythm with no murmurs, thrills, gallops, or rubs. There were no carotid bruits. There was no jugular venous distention. There was superficial tenderness globally about the chest, more on the right than the left
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. Barrel compression maneuver was negative. There was superficial tenderness globally about the chest, more on the right than the left.
ABDOMEN: Inspection revealed a protuberant abdomen with umbilical hernia. However, he would not lie supine due to being in too much pain. There was a healed scar at the superolateral aspect of the umbilicus. There was a hypopigmented irregularly shaped scar about the left anterior shoulder. He had an oblique scar 1‑inch inferior to the nipple of the right breast that measured approximately 2 inches in length and ran transversely towards the axilla.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of both shoulders was limited with guarding bilaterally. When distracted, it was much improved. Motion of each elbow was from 0 to 110 degrees, but they were otherwise full. Motion of the wrist and fingers was full in all planes without crepitus, tenderness, triggering, or locking. 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 superficial global tenderness with associated moaning throughout the right upper extremity, but there was none on the left.
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. He had irregular scarring about the right knee, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. He had guarded responses to patellar reflexes and Achilles at 1/0 bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 3​– for bilateral plantar flexor strength, 3/5 for right extensor hallucis longus strength and 3+ on the left. Hamstring and quadriceps tenderness was 5/5. He had much better strength in the tibia muscle groups when seen ambulating. There was global tenderness to palpation about both lower extremities.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 10 degrees, rotation right 60 degrees and left to 65 degrees with flexion and bilateral sidebending full to 50 and 45 degrees respectively. He had superficial tenderness to palpation about the trapezii bilaterally in the absence of spasm. There was no palpable spasm or tenderness at the paravertebral musculature. 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. He complained of having a spasm in the right lower thoracic area, which was palpable but not tender. There was no winging of the scapulae.

LUMBOSACRAL SPINE: He changed positions very slowly, ambulating with a limp on the right and using a quad cane in his left hand. He was able to stand on his toes, but declined attempting to stand on his heels. He changed positions slowly and declined attempting to squat and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 40 degrees, extended 15 degrees, side bent right 15 degrees and left 10 degrees with bilateral rotation full to 45 degrees. He had superficial tenderness to palpation about the right iliac crest, but there was none on the left. 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 were deferred since he refused to even attempt to lie supine on the exam table.
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.

On 07/06/20, Vamba Kanneh was a passenger in a bus involved in a motor vehicle accident. He conveys sustaining numerous and widespread injuries for which he has undergone multiple surgeries. I am not in receipt of any medical documentation including operative reports. He demonstrated numerous signs of functional overlay during his physical examination. There was some healed scarring about the left anterior shoulder, left periumbilical area, and right chest wall, but it is unclear that these are due to surgical procedures. The nature of such procedures was not able to be inferred.

At this time, it is impossible for me to render estimates of permanent disability. Review of his medical documentation would certainly help in that regard. In light of his numerous signs of symptom magnification, one wonders if we can count on the veracity of his statements conveyed through his brother.
