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1. INTRODUCTION 

1.1. This report has been prepared at the request of Messrs.  In their letter of 

instruction they note the history of an injury on 1 January 2014.   

 

1.2. In preparing this report I understand my duty is to the Court and I have 

done my best to discharge this duty conscientiously. 

 

1.3. The contents of the history section of the report are based on the 

information conveyed to me by Mr Smith in the course of our consultation. 

 

2. SUMMARY OF INJURY 

2.1. Mr Smith has sustained a severe industrial injury of the left (non dominant) 

hand with loss of the index and thumb. 

 

2. DOCUMENTS EXAMINED 

2.1. Letter of instruction 

2.1.1. The letter of instruction simply outlines the circumstances of a 

serious injury to Mr Smith’s left hand at work.  

 

2.2. Hospital records 

2.2.1. Records of St Elsewhere’s Hospital, case sheet no.  . 

 

2.3. GP records 

2.3.1. Records of The Doctor’s Surgery. 
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3. HISTORY OF ACCIDENT 

3.1. The accident to which this report pertains occurred on 1 January 2014.  His 

hand became caught in the blades of a mowing machine.  He sustained a 

serious injury to the left hand.  He was airlifted from xxx where the 

accident happened to St Elsewhere’s Hospital to the regional plastic surgery 

unit.   

 

3.2. On arrival Mr Smith was taken straight to the operating theatre.  He 

underwent 14 hours of surgery under general anaesthesia.  At this first 

surgery he underwent internal fixation of the fracture, a primary amputation 

of the index finger and a revascularization of the thumb with a vein graft.  

 

3.3. Initially the vein graft was patent for 2 or 3 days but unfortunately Mr 

Smith’s graft clotted and he had to go back to theatre.  He had a 

revascularization. The thumb again survived for two weeks and then failed 

again. He had some leeches applied but eventually lost his thumb and 

index. 

 

3.4. Mr Smith then had a pedicled abdominal flap and this was divided on the 

22 April 2014. 

 

3.5. In July 2015 he underwent further surgery.  This was in the form of a sural 

nerve graft and debulking of his flap.  

 



1 January 2016 John Smith  5 

 

3.6. Mr Smith remains under the care of Mr Plastics, consultant plastic surgeon.  

Mr Plastics has discussed a toe to thumb transfer.  Mr Smith is not certain 

whether he wishes to proceed with this. 

 

4. PROGRESS OF SYMPTOMS AND PRESENT CONDITION 

4.1. Pain 

4.2. Mr Smith describes that initially he had very little pain for the first few 

days.  He then had “horrible pain” for 2-3 weeks during which time his 

sleep was disturbed.   His pain then began to ease off. 

 

4.3. Currently he has phantom pain.  He has pain in the fingers.  This is “weird 

numb pain; I cannot get rid of it”.  He feels that his forearm is being twisted 

and turned and he again “cannot get rid of this sensation”.  Currently the 

symptoms are “liveable”.  His symptoms are worse in the cold.   

 

4.4. Activities of daily living.  

4.5. After some initial significant help, Mr Smith is now able to wash.  He 

cannot do his back or his right arm readily.  He manages other things.  He is 

able to dress.  He has managed to relearn zips and buttons but not laces.  He 

is unable to cut up food.  He does not do any cooking or cleaning.  He has 

managed to learn to drive an automatic car.  He is able to write for he is 

right handed.  He is able to type one handed.   

 

4.6. Mr Smith has kindly completed a DASH (disabilities of the arm, shoulder 

and hand) score. This is a standardised questionnaire returning a score 
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ranging between 0 (minimal) and 100 (maximal) disability. For the general 

module he scores 70.  For the work module he scores 100.  For the 

sports/performing arts module he scores 100 for bike riding and 100 for 

swimming.   

 

4.7. Housework 

4.8. Prior to the injury Mr Smith did all of the housework.  He now does basics 

one handed.  He had a Henry vacuum cleaner and has bought an upright 

hoover so that he can vacuum one handed.  He is able to do the washing up 

but this “takes ages”.  His mum has to help out with changing his bed and 

changing the duvet.   

 

4.9. Gardening  

4.10. Mr Smith does not have a garden.   

 

4.11. Hobbies  

4.12. Mr Smith enjoys mountain biking and swimming.  He has not tried going 

back to the mountain biking.  He thinks that he could manage swimming 

but has anxieties about people staring at his hand and at the scar on his 

abdomen.  

 

4.13. Work  

4.14. When he left school, Mr Smith joined the forces.  He was a XX.   He had 

planned to join the fire service eventually.  He states that he “likes outdoor 
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jobs using his hands”.  Even when he was at school he used to go and work 

with his uncle as a labourer in the school holidays.  

 

4.15. Prosthetic provision 

4.16. Mr Smith has not discussed this with his treating team. 

 

4.17. Toe to thumb transfer  

4.18. As noted above Mr Plastics has discussed the possibility of a toe to thumb 

transfer.  Mr Smith is very apprehensive about this.  Whilst he can see that 

there may be advantages to this he is conscious that, whilst he accepts that 

every effort has been made to help, none of his operations have turned out 

quite as planned.  He is frightened that the amount of damage done to his 

hand at the time of the injury may mean that any future reconstruction 

surgery will not work and he is frightened of losing his toe only to see the 

transplant fail.  He is therefore thinking about this.      

 

4.19. Psychological aspects  

4.20. Mr Smith states that he is depressed.  He attends counselling at the 

disablement clinic.  Initially this was “bad” but he is “now coming to terms 

with it”.   

 

5. OTHER INJURIES 

5.1. Nil  
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6. GENERAL HEALTH 

6.1. Fit and well. 

 

7. PAST HISTORY 

7.1. Nil  

 

8. DRUG HISTORY 

8.1. Zapain, Mirtazapine, Co-codamol, Tramadol, Pregabalin.    

 

9. EMPLOYMENT 

9.1. Mr Smith was employed by Messrs Woodwork and Co.  He had worked 

here for three years.  He worked 45 hours a week with occasional overtime.  

He has not worked since the accident  

 

10. DOMESTIC CIRCUMSTANCES 

10.1. At the time of the accident Mr Smith lived with his girlfriend.  After the 

accident his girlfriend had to look after him.  He was very dependent for 6 

months.  He fainted if he stood for too long.  He had difficulty in washing.  

He had to go for lots of appointments and was unable to drive.  He also had 

some help from his family.   

 

10.2. Unfortunately Mr Smith’s girlfriend left him at XX.  He states that it was 

“all too much for her”.  He now lives alone.  His mum comes to help.   
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11. CLINICAL EXAMINATION 

11.1. Mr Smith is 184 cms tall and weighs 87 kilos.    

 

11.2. Neck 

11.3. He has full extension/flexion 

 

11.4. Shoulders 

11.5. He has full pain free elevation.  

 

11.6. Elbows 

11.7. He has full extension/flexion.  

 

11.8. Wrists 

11.9. He has pronosupination 70-55 on the right and 70-20 on the left.  The left 

wrist is stiff. 

 

11.10. Fingers  

11.11. On the right hand he has full extension and full wind up and a Kapandji 

score of 10 which is normal. 

 

11.12. On the left hand he has no thumb or index finger.  His ranges of movement 

in the middle, ring and little fingers are as noted below:- 
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 Middle Ring Little 

MCP  50-80 40-80 45-75 

PIP 95-95 95-100 90-90 

DIP 40 25- 40- 

 

11.13. In other words he has fixed flexion contractures of the IP joints.  He has 

some MCP movement.  I could not measure the degree of flexion in the 

DIP joints.   

 

11.14. I have not measured grip strength as this would be a theoretical concept 

only.  

 

11.15. Scars  

11.16. He has extensive scars as noted below.  

11.16.1. Right forearm  

11.16.2. On the volar surface he has a vein graft scar.  This measures some 

19mm x 11mm.  It is non-tender.  

 

11.16.3. Left forearm 

11.16.4. He has an ulnar scar measuring some 110 x 3mm.  This is non-

tender.   

 

11.16.5. Palmar surface  

11.16.6. He has a flap with a scar extending proximal to this.  The flap 

covers the whole of the palm of the hand and wraps around just 
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on to the dorsal side.  On the ulnar border of this is a split skin 

graft measuring some 40 x 20mm.  The scar extending 

proximally from the flap is 130 x 8mm.  The volar aspect of the 

hand and wrist including the scar and the flap and the fingers are 

somewhat sensitive and dysaesthetic but not allodynic.  In the 

fingers he has a feeling of fine touch sensibility “like after pins 

and needles” on the palmar surface. The dorsal surface is 

unaffected.   

 

11.16.7. Abdomen 

11.16.8. He has an extensive scar radiating from the left groin round onto 

the iliac crest.  He is numb on the upper leg distal to this.  The 

scar measures some 300x20mm.  It is tender at the point where it 

crosses the iliac crest but not elsewhere. 

 

11.16.9. On the right thigh he has a split skin donor graft site measuring 

180x180mm. 

 

11.16.10. On the left leg he has two scars.  One runs down the back of the 

leg.  Its measures some 340x7mm.  It is rather sensitive.  Lateral 

to this he has diminished fine touch sensibility. 

 

11.16.11. Over the dorso lateral aspect of the foot he has a triradiate scar.  

One limb running more horizontally measures some 140 by 8mm, 
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the other vertical scar 100.  At the trifurcation he describes that 

the scar is “irritable”. 

  

12. RADIOLOGICAL EXAMINATION 

12.1. I did not think that further films would assist in the assessment of Mr 

Smith’ injuries. 

 

13. REVIEW OF HOSPITAL RECORDS 

01.01.14 A&E card. 

The doctor writes:  Trauma call.  Isolated injury left forearm and left 

hand.  At work put his hand in machine.  Hand got stuck.  Sustained 

degloving injury left hand.  Very deformed left wrist and forearm.  

Skin of the hand hanging.   

On examination:  Radial artery palpable.  Good volume.  Severe 

degloving injury left hand. 

Plan:  Plastics, Vascular and Orthopaedic input.  X-rays. 

 

A further note indicates case discussed with Miss Orthopaedics.  X-

rays and plan for open reduction and internal fixation.  The plastic 

surgeon then notes the history of the injury and plans surgery on the 

emergency list. 

 

Mr Smith was seen by Mr Plastics.  He notes the history.  He notes 

“Left elbow and shoulder appear okay.  Deformed left distal 
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forearm.  Radial pulse palpable.  Appears to have opened carpus, 

degloved palm, avulsed thumb and thenar eminence (subtotal 

amputation).  Soft tissue avulsion index finger.  Middle, ring and 

little fingers intact but devascularised.  Flexors ripped from muscle 

bellies.  Impression:  Mutilating hand injury.  Plan:  For theatre as 

soon as possible.” 

 

01.01.14 CT left forearm. 

There is a complex forearm and hand fracture.  Comminuted 

dorsally angulated fracture of the mid shaft of radius and ulna.  

Displaced open fracture of distal radius with articular comminuted 

fracture.  Widening of distal radioulnar joint and avulsed fragment 

from the ulnar styloid.  Comminuted displaced fracture of trapezium 

and base of first metacarpal.  Rest of thumb bones detached and 

displaced distally. 

 

01.01.14 CT angiogram. 

CT angiogram has been performed from the left axilla down to the 

left hand.  The brachial artery is normal.  This bifurcates in the 

normal fashion at the elbow.  The bifurcation is intact.  The ulnar 

artery can be traced down as far as the proximal row of carpal 

bones.  It is not patent in continuity with the palmar arch.  The 

anterior interosseous artery is patent as are its terminal bifurcation in 

the lower forearm.  The radial artery is patent into the proximal 
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palmar arch.   

 

01.01.14 Operation note. 

Replant left thumb.  Multiple microsurgical nerve and vessel 

repairs, tendon repairs and skin graft.   

 

Surgeons:  Miss Plastics, Mr Plastics  

 

Injuries:  Two level fracture radius, fracture ulna, fracture scaphoid, 

fracture trapezium.  Amputation of thumb through metacarpal, 

thenar muscles, palmar soft tissue and index soft tissue.  Avulsion of 

index and middle FDP, all FDS, all lumbricals.  Two level injuries 

to nerves:  at wrist and at common digital nerve level.  Ulnar artery 

divided at wrist.  Radial artery divided at start of the arch.   

 

Thumb:  Oblique fracture of first metacarpal shortened, telescoped 

onto metacarpal base and skewered to fix trapezium fracture with 

three 1.1 K wires.  FPL repaired under vein graft.  Most dead thenar 

muscles excised from amputate to reduce metabolic demand and 

necrotic burden.  Princeps identified, end to end to radial artery 

proximal to zone of trauma via 22 cm vein graft from left foot 

dorsum (reversed) with 9.0 Ethilon.  Initially good flow but clotted 

at distal anastomosis so re-done.  Good flow for 3 hours on table. 
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Large dorsal vein identified.  End to end to branch of cephalic vein 

via short vein graft.  Good flow.   

 

Index:  Amputation through metacarpal neck.   

 

Middle: common digital nerve to third web repaired.  Long oblique 

FDP injury.  Becker repair 3.0 Prolene x 4 .  FDS avulsion excised. 

 

Ring:  FDS avulsion excised.  FDP intact. 

 

Little:  FDS avulsion excised.  FDP intact.  Common digital nerve 

to fourth web tagged for later graft.  Ends of ulnar digital nerve 

(proximal and distal) tagged for later graft.   

 

Palm:  Median nerve repaired matching fascicles.   

 

Forearm:  Split thickness skin graft from right thigh spread 2 to 1. 

 

Not repaired.  All FDS excised.  FPL tagged.  Common digital nerve 

to second and fourth webs and ulnar digital nerve of little tagged.  

Small muscles all excised except first dorsal interosseous and 

abductor digiti quinti.   
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01.01.14 Open reduction and internal fixation left ulna, radius and scaphoid.  

Through an ulnar incision between the FCU/ECU interval the ulna 

was fixed with three proximal and three distal screws in 

compression and locked. Through a Henry’s approach the FPL was 

noted to be partially avulsed with a mid substance laceration of the 

tendon.  A long DVR plate was inserted.  The scaphoid was difficult 

to reduce but was fixed with an Acutrak screw.  Unfortunately, the 

screwdriver head broke in the screw. 

 

03.01.14 Wound well perfused.   

 

05.01.14 Wound infected.  Start antibiotics. 

 

05.01.14 Referred given family concerns re low mood and post traumatic 

stress disorder. 

 

07.01.14 Operation note. 

Operation:  Salvage left thumb re-plant.  Redo vein.   

Surgeons:  Mr Plastics. 

Severe congestion noted at 10 pm.  Some relief on ward by skin 

incision and venesection.  Vein taken down and graft excised.  Graft 

was clotted.  No outflow from vein.  Cephalic probably clotted.   

 

Dorsum of thumb explored.  More veins identified near MCP joint.  
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Patent and injured and bleeding on section.  Further vein grafts 

harvested right volar forearm and reversed.  Anastomosis end to end 

x 2 from thumb to dorsoradial hand vein.  Slow but acceptable flow 

and resolution of congestion. 

 

Large part of palmar flap dead.  Excised.  Further split thickness 

skin graft from right thigh to palmar wound.  Dressings.  If the 

capillary return was less than 1.5 seconds, leeches to be applied.  

There will be no further return to theatre for attempts to salvage. 

 

10.01.14 Concern about congestion of thumb.   

 

 

11.01.14 Re-exploration of left thumb replant.   

Surgeon:  Mr Plastics 

Thumb noted to be showing significant venous congestion this 

evening.  No obvious precipitating factors.  Patient well hydrated 

and pain controlled.  Findings:  Vein graft solid with clot and 

covered with granulation tissue.  Proximal anastomosis taken down.  

No retrograde flow and proximal vein friable ++.  Distal 

anastomosis taken down and clot found to be extending distally into 

the thumb.  Some venous bleeding bypassing clot.  Proximal 

dissection of recipient vein showed poor vessel quality and vessel 

changes of a further 8 cm.  Poor likelihood of success of further 
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salvage given poor venous bleeding from amputate and no other 

vein available combined with need for greater than 15 cm vein graft 

and poor quality proximal recipient vein.  Decision made not to 

proceed with further vein grafting.  Leeches applied. 

 

12.01.14 Debridement non viable thumb re-plant, pedicle groin flap left hand.   

Surgeon:  Mr Plastics 

The thumb was debrided leaving the base of the metacarpal.  The 

entire vein was found to be thrombosed up into the radial artery 

anastomosis.  The CMC joint was disrupted and unstable.  A large 

groin flap was planned.  A Doppler ultrasound scan was used to 

identify the circumflex iliac artery and inset in the palm. 

 

14.01.14 Operation note. 

Inset of groin flap.   

Surgeons:  Miss Plastics. 

The flap was divided and inset.   

 

18.01.14 Forearm wound offensive.   

 

19.01.14 Seen by Miss Orthopaedics. 

Evidence of wound infection.     
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21.01.14 Seen by Mr Plastics. 

Forearm wound still not solidly healed over.  Plan:  To re-drape the 

in situ groin flap to achieve wound closure. 

 

19.03.14 Re-draping of groin flap left hand.   

Surgeon:  Mr Plastics.  Assistant:  Mr. 

The radial half of the flap was elevated.  Necrotic area was debrided 

proximally and distally and rotated proximally into the forearm.  

The clinical picture was not of infected metal-work from the radius 

and the ulna. 

 

06.06.14 Seen by Miss Orthopaedics. 

Still non union of the radius.   

 

16.06.14 Seen by Mr Plastics. 

Ulnar side of the hand fully healed.  Plan:  To see in 3 months’ time 

and consider elevating the groin flap and performing nerve grafting 

and place some silicone rods. 

 

19.03.14 Seen by Dr Rehab, Consultant in Rehab Medicine. 

Plan:  Continued occupational therapy for one-handed practice but 

then aiming for a cosmetic and subsequently a functional artificial 

limb. 
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25.04.14 Seen by Miss Orthopaedics. 

Fracture has still not healed.  

 

22.04.14 Seen by Mr Plastics. 

Making reasonable progress under the care of the hand therapists.  

Plan:  Staged approach for reconstruction of hand function. 

 

26.05.14 Seen by Mr, Specialist Registrar in Orthopaedics. 

He tells me his pain is settling down but he is still feeling quite a lot 

of pain in the wrist and over the distal aspect of the forearm.  Plan:  

CT to check for union. 

 

20.06.2014 Infection settling well. 

 

19.07.2014 Seen by Dr Skins, consultant dermatologist.  She diagnosed post 

surgical dermatitis.  

 

28.08.2014 Seen by Miss Orthopaedics.  Making satisfactory progress.  Has 

some radial deviation pain. 

 

10.09.2014 Referred by Mr Plastics to Professor for consideration of a hand 

transplant.  

 

10.11.2014 Seen by Mr Plastics.  Plan: staged reconstruction  
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17.11.2014 CT Left forearm  

There is union of the mid-shaft radial fracture and of the ulnar 

fracture.  There was some evidence of healing of the scaphoid 

fracture.  

 

06.02.2015 Seen by Miss OT, specialist occupational therapist.  Mr Smith had 

been overwhelmed with the surgical options available.  In her 

opinion he would do well with a transradial amputation and early 

provision of a multi grip bionic hand.   

 

09.02.2015 Seen by Mr Plastics.  He is starting to make some progress.  He 

believes that there was a reconstructable hand and he recommended 

nerve graft to restore function to radial digits.  Mr Plastics felt that 

the results following reconstruction would be better than following 

amputation and prosthesis.   

 

15.02.2015 Seen by Mr Rehab, consultant in rehabilitation medicine.  Possible 

prosthetics discussed.  

 

23.02.2015 Seen by Mr Plastics.  Plan for nerve grafting.   

 

17.03.2015 Seen by Mr Bones, SHO in orthopaedics: 

Seen in Miss Orthopaedics’ clinic.  All fractures healed.  

Discharged.  
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14.04.2015 Letter from Professor: 

We had arranged for you to attend our hand transplant clinic having 

been referred by Mr Plastics.  I understand that you confirmed your 

attendance with my secretary but failed to turn up on the day.  We 

will not routinely send another appointment.   

 

09.05.2015 Complex reconstruction right hand including nerve grafting.  

Surgeon: Mr Plastics  

The skin graft was excised over the volar forearm.  The ulnar part of 

the groin flap was elevated.  A median nerve neuroma was 

identified in the mid palm and cut back to healthier vessels.  The 

flexor tendons were in continuity to the three remaining digits and 

were tenolysed from the A1 into the mid forearm.  PIP flexion 

contractures were released and fixed with k-wires.   

A sural nerve graft was harvested from the left leg, reversed and 

placed from median nerve to the radial digital nerve of each of the 

remaining digits.  

 

15.06.2015 Progress note. 

 

28.06.2015 Progress note from Mr Plastics. 

 

27.07.2015 Seen by Mr Plastics.  Has better range of movement than hoped for.   
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05.10.2015 Seen by Mr Plastics.  Has a reasonable range of composite flexion in 

the digits.  CT angiogram requested.   

 

25.01.2016 Seen by Mr Plastics.  Some further discussion about second toe. 

 

24.02.2016 CT angiogram 

The visualisation beyond the brachial artery was difficult because of 

the metal work.   

 

14. REVIEW OF RADIOGRAPHS 

01.01.14 Plain films left forearm. 

There are fractures of the radius and ulna at roughly the junction of 

the middle and distal one thirds.   

 

X-ray left hand. 

The thumb has been amputated.  The fracture of the distal radius is 

seen to extend into the radiocarpal joint.  I was not so convinced as 

the radiologist about the distal radioulnar joint separation, although 

there is a flake avulsion of the tip of the ulnar styloid.  The thumb 

has been amputated.   

 

01.01.14 CT scan. 

The CT scan confirms the above.   
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01.01.14 CT angiogram. 

I had great difficulty in deciphering the course of the arterial 

supply on these films.  Possibly it was easier on reconstructions on 

the PAC system in the hospital. 

 

03.01.14 Left forearm bones, PA and lateral views. 

The alignment is excellent.  Neither fracture has yet healed.  There 

is a wire across the base of the thumb. 

 

04.01.14 The base of the thumb metacarpal has been wired to the trapezium 

and the scaphoid.  The screw in the scaphoid seems to be in a 

satisfactory position.  These films were very dark and I had 

difficulty in interpreting them very clearly.   

 

06.06.14 Left forearm bones, PA and lateral views. 

Progress films.  The fracture has still not united.   

 

25.07.14 Left forearm bones. 

I still think that the radial fracture is not united. 

 

26.09.14 Left forearm bones. 

This film suggests rather better union. 
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28.10.14 Left wrist, PA only. 

The distal radius has healed.  The alignment is acceptable.  The 

ulnar variance is neutral.  There is a suspicion that one peg may be 

in the joint (the bones are very osteopenic and it is difficult to be 

certain).  The scaphoid seems to have united.  The thumb 

metacarpal has resorbed or almost completely so.  There was at 

best a ghost of an outline on the films. 

 

04.11.2014 CT left forearm.  The reconstruction show apparently solid union 

of the radius and ulna.  The scaphoid screw is prominent in the 

radiocarpal joint.  

 

21.05.2015 X-ray right radius and ulna.  The fractures appear to have united.  

 

01.09.2015 MR angiogram.  I could not make any more useful comment about 

this than the radiologist.  

 

24.02.2016 CT angiogram.  I could not interpret this in any meaningful 

manner.  This does suggest that the radius and ulna have 

essentially healed.  I was not confident about the scaphoid.  The 

scaphoid screw is possibly a little prominent in the radiocarpal 

joint.  
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15. REVIEW OF PHOTOGRAPHS 

15.1. There is a photograph taken on1 January 2014.  It shows extensive injuries 

to the hand.  The thumb has been amputated and is linked to the index 

finger only by a bridge of skin.  There are further lacerations in the forearm. 

 

15.2. Further photographs taken on 20 March 2014 show the progress of the 

hand, showing in particular a large split skin graft over the distal forearm. 

 

16. REVIEW OF FORCES RECORDS 

16.1. In the interest of economy I have not read every single page of this.  These 

seem mainly to be related to his army personnel assessments and thus do 

not contribute to an understanding of his injuries.  

 

17. REVIEW OF PHYSIOTHERAPY RECORDS 

17.1. The physiotherapy records have been sent in detail.  There are a large 

number of attendances.  I shall be very happy to discuss each of these if the 

Court would feel this helpful but I am not sure that it will add much to the 

content of the report.  Insofar as I can tell Mr Smith appears to have 

attended regularly. 

 

18. REVIEW OF GP RECORDS 

18.1. Handwritten notes 

18.2. These extend from 24 June 1991 up until 29 September 2003. 

18.3. There are no relevant entries. 
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18.4. Computerised records 

18.4.1. These were printed on 17 September 2014. 

31.01.11 Anxiety states.   

 

15.05.14 Acute reaction to stress. 

 

29.05.14 Stress. 

 

 There are no further relevant entries. 

 

18.5. Correspondence and reports 

04.01.06 Seen in Infirmary with a possible fracture of the left distal 

radius.  Treated in a plaster.  By 25.01.06 he had made a full 

recovery. 

 

07.02.11 Letter from the GP to the Housing Department noting post 

traumatic stress disorder following military service. 
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19. OPINION AND PROGNOSIS 

19.1. Accident 

19.1.1. On 1 January 2014 Mr Smith, a 22 year old man, sustained a 

severe injury of the left hand.   

 

19.1.2. He has been treated by Mr Plastics and his team at St Elsewhere’s 

Hospital. 

 

19.1.3. This report has been prepared two years and two months from the 

date of the injury.  

 

19.2. Left Hand 

19.2.1. Mr Smith has sustained a serious injury. 

 

19.2.2. Just to refresh for the Court the sequence of events:-  

01.01.2014 Injury 

01.01.2014 Operation 

Thumb replant 

ORIF radius and ulna and scaphoid 

07.01.2014 Salvage 

11.01.2014 Re-exploration 

12.01.2014 Amputation and groin flap 

14.02.2014 Inset of groin flap 

19.03.2014 Revision of groin flap 

09.05.2015 Further reconstruction and nerve grafting. 
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19.2.3. I consider that the treatment has been entirely appropriate and 

skilful throughout.  In particular I would point out to the Court 

that Mr Plastics has a reputation as an excellent technical 

surgeon. 

 

19.2.4. Mr Smith remains under the care of Mr Plastics.  

 

19.3. Pain 

19.3.1. Mr Smith fortunately has little in the way of pain.   

 

19.3.2. On the balance of probabilities he will eventually manage to 

wean himself off the painkillers for routine use but will require 

some intermittent analgesia.  

 

19.4. Function 

19.4.1. I have indicated above for the Court my assessment of Mr 

Smith’s hand.  In summary as noted he has no thumb or index 

finger.  

 

19.4.2. If one examines the table at the top of page 10 of my report one 

will see that his MCP’s (knuckle joint) do not extend fully but 

bend almost fully.  
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19.4.3. The proximal interphalangeal (PIP) joints, the middle of the three 

finger joints are stuck in a flexed position, almost to 90º and 

naturally have very little flexion beyond this.   

19.4.4. The DIP (distal interphalangeal) joint next to the nails are all 

slightly bent and have fixed flexion contractures.  

 

19.4.5. In other words his hand is effectively a paddle.  It is well 

vascularised.  It is the sort of hand that one could use for pushing 

buttons, perhaps single fingered typing, possibly if necessary with 

adaptations moving a gear stick, flicking an indicator, certainly 

flicking an indicator switch and supporting a piece of paper while 

one wrote at the bottom it.  

 

19.5. Further treatment 

19.5.1. Firstly, it is not essential that Mr Smith undergoes any further 

treatment. 

 

19.5.2. His hand is viable and he is not in any danger of losing the hand 

as it stands. 

 

19.5.3. Firstly, his wrist is somewhat stiff.  He may benefit from removal 

of the screw from the scaphoid. 

 

19.5.4. The costs of this in the private sector would be approximately as 

follows:- 
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   New patient consultation    £220. 

   Surgical fee (code W2830)   £500 

   Anaesthetic fee    £250 

   Fee payable to hospital, allow £2000 

   Follow up consultations, 2 @ £130.  £260 

   Physiotherapy, 5 @ £50.   £250 

 

19.5.5. This will not give him a normal wrist but it may give him some 

modest improvement in range of movement. 

 

19.5.6. I would caution that because the screwdriver broke on insertion 

of the screw, removal of the screw may not be possible. 

 

19.6. Toe to thumb transfer  

19.6.1. This would be a reasonable option and would stand a chance of 

giving him some pinch grip which he is lacking.   

 

19.6.2. Unfortunately because of the flexion contractures of his fingers 

this would be only key pinch and probably he would not achieve 

finger tip to finger tip pinch or opposition pinch. 

 

19.6.3. Theoretically one could arthrodese (fuse) the PIP joints in a bit 

more extension but this would have some risk of compromising 

the vascular supply to the tip finger in question.  
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19.6.4. This surgery would of course involve the loss of a toe.   

 

19.6.5. There would be some relatively minor morbidity if the second toe 

were taken 

 

19.6.6. If the great toe were taken he would have some loss of 

propulsion. 

 

19.6.7. The surgery would be performed as an in patient stay. 

 

19.6.8. The cost on the private sector would be approximately as 

follows:-  

   New patient consultation    £250. 

   Surgical fee based on code T7603   £1,200. 

   Anaesthetic fee     £800. 

Fee payable to the hospital to be negotiated but probably 

approximately     £10,000. 

   Follow up consultations, 10 @ £130.  £1,300 

   Physiotherapy, 20 @ £50.   £1,000 

   Splints, 2 @ £120.    £240 

 

19.6.9. The risks of the surgery would be the standard risks of infection, 

complex regional pain syndrome, nerve injury, incomplete relief 

of symptoms.  There would also be a failure risk. 
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19.6.10. If the digit failed to survive the transfer one could repeat the 

operation taking a toe from the opposite foot but of course the 

secondary defect in the original foot would be permanent and 

irreversible.  

 

19.6.11. This surgery can be performed at any time and therefore Mr 

Smith does not need to make an immediate decision. 

 

19.6.12. In terms of further treatment it will be possible to debulk the 

flaps.  The cost of this in the private sector would be 

approximately, (there is not a clear definitive code for this but 

probably the code would be S1750) surgical fees at £660 and 

anaesthetic fees of £300, hospital fee £5000. 

 

19.6.13. Without further treatment Mr Smith will remain as he is. 

 

19.6.14. He will not see any further loss of function.  

 

19.7. Prosthetic provision  

19.7.1. It would be possible to perform a forearm amputation and then 

offer Mr Smith a myoelectric hand.   

 

19.7.2. This would have the advantage of being rather more predictable 

in its outcome than any further reconstructive surgery.   
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19.7.3. It would at least give him some element of pinch grip that he does 

not have at present and this might give him rather better function.   

 

19.7.4. Equally it would lose what is currently a very much viable if 

dysfunctioned hand. 

 

19.7.5. I believe that only Mr Smith can make a decision on whether this 

is appropriate for him. 

 

19.7.6. In a complex case such as this, if Mr Smith did wish to consider 

such surgery, I believe that the Court would be best served by a 

separate report from an expert in prosthetics especially in regards 

to current availability and cost and durability.  

 

19.7.7. A myoelectric arm would seem a reasonable decision and one 

would anticipate that with an otherwise normal arm one could 

anticipate as good result as any myoelectric prosthesis might 

offer.   

19.7.8. Mr Smith has been referred to Professor for consideration of a 

hand transplant.  I tend to agree with Mr Plastics that if he is not 

keen to consider toe to thumb transfer, a hand transplant might be 

considered an even more speculative venture. 

  

19.7.9. In my opinion hand transplantation, whilst it has been performed 

on a number of occasions and whilst the Leeds transplant website 
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suggests good function following hand transplant, must still be 

considered to some extent an experimental procedure.  As with 

all allo transplantation it requires long term immuno suppression 

treatment.  

 

19.7.10. To the best of my knowledge the first hand transplant was 

performed in 1998.   

 

19.7.11. Shore et al (Hand and Upper Extremity Transplantation: an 

update of outcomes in the worldwide experience  Plastic and 

Reconstructive Surgery, 2015; 135:135) outline that the 

international experience to date has been of 107 known hand 

transplants in 72 patients.   

 

19.7.12. It must in my opinion be viewed as reasonable for the Claimant to 

consider that he does not wish to contemplate such surgery.   

 

19.8. Degenerative change  

19.8.1. No degenerative change will arise.     

 

19.8.2. The only chance that I can anticipate of him losing his arm at 

present is that if he were to undergo further surgery and develop 

an infection then there may be some risk of further necrosis.   
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19.8.3. The risk for most clean elective orthopaedic surgery is of the 

order of 1%.  In this instance perhaps, given that he has had so 

much previous surgery, a slightly higher risk might need to be 

considered, perhaps approximately 2%.  This applies to the 

development of infection of course; a simple infection might well 

be treatable by antibiotics treatment in the usual way.   

 

19.8.4. One might also lose the hand following an arterial insult but this 

would be rare.   

 

19.9. Employment 

19.9.1. Mr Smith has not worked since the accident.  

 

19.9.2. He is clearly at a disadvantage in the open labour market.  

 

19.9.3. His right upper limb works normally and he would be fit for any 

work that he can do right handed.  

   

19.10. Domestic circumstances 

19.10.1. Mr Smith manages in general in terms of day to day activities but 

does have some assistance with activities such as making his bed 

and putting on the duvet.  This sounds reasonable and 

proportionate. 
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19.10.2. He will require some assistance for heavy gardening and heavy 

bimanual DIY.  

 

19.11. Disability Discrimination Act.   

19.11.1. Whilst respecting the prerogative of the learned Judge in the case 

to make the final determination Mr Smith would seem to me to 

fulfil the criteria of being disabled under the provision of the 

Disability Discrimination Act.  

 

19.12. Further comments 

19.12.1. I understand my duty is to outline for the Court any potential 

variation in medical opinion. 

 

19.12.2. I hope that there would not be any significant controversy over 

the above. 
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I understand my duty is to the Court and have complied and will continue to comply 

with that duty.  I am aware of the requirements of Part 35, this practice direction and 

the Protocol for the Instruction of Experts to give Evidence in Civil Claims. 

 

I confirm that I have made clear which facts and matters referred to in this report are 

within my own knowledge and which are not.  Those that are within my own 

knowledge I confirm to be true.  The opinions I have expressed represent my true and 

complete professional opinions on the matters to which they refer. 

 

 

 

 

 

Mr Lindsay Muir, 

Consultant hand and upper limb surgeon, 

Honorary senior lecturer in orthopaedic surgery at the University of Manchester 

 


