Military surgery: A medical student’s perspective
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My elective placement was at the New Queen Elizabeth
Hospital, Birmingham, UK with the Trauma and Orthopaedics
department, and military surgeons.This was an opportunity for
me to get experience in a tertiary centre for trauma and also
to work with the military, a career path | am interested in.The
New Queen Elizabeth Hospital (NQEH) is an acute hospital
and regional trauma centre with a major trauma service. It has
a 32 bed trauma and orthopaedic unit, a 100 bed critical care
unit and 30 operating theatres'. There is also the Royal Centre
of Defence Medicine (RCDM) which provides the healthcare
for military personnel. This can take the form of elective
healthcare or emergency admissions using the Aeromed
service for personnel coming back from conflicts and also
training exercises. It also provided a unique opportunity to
see the rehabilitation of patients who had undergone major
trauma and surgery following this.

When | started Medical School | was interested in military
medicine and this placement provided a great opportunity

to get a better understanding of what is involved and how

this differs from NHS practice. To arrange this placement |
contacted the Office Manager for the Orthopaedics & Trauma,
Hand, Burns & Plastics, and military surgeons six months in
advance of the time of the elective and stated my interest in
doing a placement with the orthopaedic and military surgeon
teams. | was on placement at the New Queen Elizabeth
Hospital (NQEH) from 30" June 2014 to |* August 2014 over
which time | shadowed the Orthopaedic & Trauma team in
conjunction with the military surgeons. | also spent some time
with the hand and plastic surgeons.

Before the placement | was expecting to find that the RCDM
had their own section of the hospital dedicated to the care

of the military personnel who came in.This wasn't the case

as military patients could be placed on any of the wards,
depending on their healthcare needs. It was explained later
that a virtual military ward system is used so all the patients
are seen by the military team but are not necessarily in

one location. This has its benefits as it means that the care

the serviceman receives on the ward is tailored to the
condition they have presented with but they are also given

the attention of the military staff during their stay. The ward
round also comprises a number of different specialists including
orthopaedics, plastics, military rehabilitation service and
general surgery which allows the patient to be assessed by the
appropriate person as well as being able to ask any questions.

At the centre of the military healthcare set up is the weekly
multidisciplinary team meeting (MDT).This was an interesting
experience as from my exposure as a medical student in NHS
hospitals MDTs are generally one or two specialists talking
over the care of new patients at each meeting. In this instance
there was a lecture theatre put aside for the meeting and a
representative from nearly every speciality involved in the care
of a patient. As well as, the addition of military organisation
staff, the military rehabilitation team, mental health teams and
the military liaison service. Each patient who was currently an
inpatient was discussed so all teams knew the stage of care
being given at that point. There was also a section put aside for
going through the patients who were expected to arrive that
week and what their conditions were. This was very helpful as
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plans for admissions could be discussed and an explanation of
the transport of personnel was given. This involves a number
of stages which are set up in a role system when transporting
casualties from conflict zones.

Role | is immediate lifesaving care at the site of the incident.

Role 2 is stabilising care and limb saving treating which is
carried out at the Forward Operating Base (FOB).

Role 3 is more definitive care which addresses more long term
treatment, which can be given at a large base, for instance
Camp Bastion.

Role 4 is for tertiary care, definitive treatment and follow up.

NQEH is the trauma centre for military personnel and so is
the Role 4 centre for inbound military casualties; therefore
there is a large focus on major trauma care and intensive care
support. This was less evident during my placement due to the
scaling down of recent conflicts, however | did see a number of
major trauma cases through the civilian major trauma service
as NQEH is a regional centre for trauma care.

In terms of follow up the military use a complex cases clinic
which is a dedicated clinic for major trauma patients who
have had multiple operations and require specialist follow up.
This clinic is alternated between an orthopaedic and general
surgery focus, and there are the relevant surgeons and the
military rehabilitation service present.This provides very
good care for the patients as they can get multiple inputs in
one clinic appointment and address all the points of their
care. It was very encouraging to see the lengths to which the
military went to provide this service to their personnel, this
was demonstrated by one serviceman who had been injured
during active duty and had a bilateral above knee amputation,
as well as a hemicolectomy due to shrapnel injuries to the
colon.This patient had travelled from Poland to receive this
care and the general surgeons came to assess him during his
appointment. Another feature of each appointment was to ask
about mood and assess for any mental health problems as
this group of patients is at a higher risk of conditions such as
depression and post traumatic stress disorder (PTSD).

Although during my rotation | didn't see a major
reconstruction operation, | did see a patient in clinic who had
had a parachuting accident and sustained bilateral Pilon and
hindfoot fractures which were extremely comminuted; he had
a below knee amputation on one side and a reconstruction of
his ankle and foot on the other. He was a very active individual
and during the consultation he voiced his frustration at the
extended rehabilitation time with his reconstructed limb
compared to his colleagues who had bilateral amputations. |
hadn't considered this point before and this raised the question
of whether the reconstruction operation had been of benefit
as it preserved his own limb or had it hampered his recovery.

Furthermore, because there is a higher expectation of
recovery to what's called 'soldier athlete level' to resume active
duties, the military rehabilitation team were involved from the
start (even before the operation) to talk about ‘prehabilitation’
and the rehabilitation afterwards. This was very interesting as
in the NHS physiotherapy can be quite hard to access but it
provides such a vital role in restoring function after surgery.
Whilst in fracture clinic | saw a patient who had received a
gunshot wound to his right hip shattering it which required
repair. He was receiving follow up and also had been given an
Exogen machine’, this device uses low-pulse ultrasound waves

to aid healing which was used in this case as he had delayed
union. | hadn't seen this device used before and like many
other medical and surgical advances it was used initially by the
military.

Also there is an ethos of ‘once you're in the forces you never
leave the forces. This is an area that interested me as a lot of
the conversations with service personnel centred around the
ability to return to service and in a lot of cases this wasn't
possible. However with the structure of the NHS, medically
discharged personnel can now apply to be under a military
surgeon for their care as they are NHS patients as well.

Currently the role of the military team at the NQEH s
changing as due to reduced commitments in places like
Afghanistan there has thankfully been a reduction in major
trauma causes coming back to the role 4 bases such as the
NQEH.Therefore, the skills and knowledge that have been
gained from these conflicts need to be maintained. This has
been achieved by having greater involvement with the NHS
and the Major Trauma Service (MTS).The development of
MTS by Professor Porter and also the involvement of the
military surgeons in operating, as well as the set up and
meetings involving patient care provides an area for these skills
to be maintained during times when the military has fewer
active conflicts.

During my placement this was demonstrated by a patient who
had been involved in a violent assault and had received four
lacerating injuries after being attacked with a machete. These
included a laceration to his left cheek down to bone, left chest
wall down to the pleural cavity, right distal forearm and the right
elbow.This case needed intervention from the cardiothoracic,
maxillofacial, plastics and orthopaedic teams. It was very
interesting to see the planning of this case and the interaction
between the teams coordinated by the military orthopaedic
surgeon. This also allowed me a good opportunity to see an
acute trauma case with multiple injuries and considerations with
a soft tissue and bony injuries around the elbow.

This placement gave me an insight into the working of the
military healthcare system and how it is changing to meet the
demands of the modern military. The level of care given at
this centralised centre was very impressive and the focus on
other non-surgical areas such as physiotherapy and mental
health was also very encouraging for the holistic approach to
a patient. | would recommend anyone who is interested in
military medicine or surgery to spend time at the NQEH as
the services available and cases seen are unlike those usually
seen in NHS practice.
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