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REPORT

1
Introduction

1.1
The Writer

I am Nicholas William Williams. I am a NHS Consultant based in Newcastle-upon-Tyne. My specialist training and qualifications are in the field of Plastic, Reconstructive and Hand Surgery. Full details of my qualifications and experience entitling me to give expert opinion evidence are in appendix 1.

1.2
Summary of the case

This is a personal injury claim.  It concerns a crush injury to the tip of Mr Xxx’s right dominant ring finger.  There is a chronology of the key events in this case in appendix 4.  I have been instructed to examine Mr Xxx and provide a full and detailed report dealing with any relevant pre-accident medical history, injuries sustained, treatment given, present condition and to give a prognosis.  Full instructions can be obtained from xxxx Solicitors.

1.3
Summary of my conclusions

This report will show that in my professional opinion Mr Xxx sustained a crush injury to the tip of his right dominant ring finger.  He has been left with a slightly irregular distal finger nail on the ulnar side which he will always be required to keep short and well trimmed.  There have been no functional consequences as a result of the injury.  Mr Xxx is experiencing cold hypersensitivity to his right ring finger that should continue to improve over the next four years but in all probability will never completely settle in full.  I do not anticipate that Mr Xxx will develop any important secondary medical conditions as a result of the injury to his right ring finger.

1.4
The parties involved

Those involved in the case are as follows: 

1) Claimant


––
Xxx xxx
2) Claimant’s Solicitors
––
xxxxxx
1.5
Medical terms and explanations

I have indicated any medical terms in bold type. I have defined these terms when first used and/or included them in a glossary in appendix 5. Diagrams and photographs will be included in appendix 3 if these are necessary to assist in the understanding of the case.

2
My investigation of the facts

2.1
Documents

Documents made available at the time of interview were:

1. General Practitioner medical records;

2. Accident & Emergency medical records from the Royal Victoria Infirmary, Newcastle upon Tyne;

3. Plastic Surgical medical records from the Royal Victoria Infirmary, Newcastle upon Tyne;

4. CD-ROM of X-rays taken of Mr Xxx’s right ring finger dated the xxxnd xxx 2012.

2.2
Interview and Medical Examination

Mr Xxx xxx attended my office at the Newcastle Nuffield Hospital, Newcastle upon Tyne between 17:00 and 17:20 hours on the xxth xxx 2013 for this interview and examination.  He produced identification in the form of his driving license.

2.2.1
Background

1 Mr Xxx is a xx year old right hand dominant factory worker who works for xxxx.  This is manual work as he is a machine operator.  He is married and lives at home with his wife and three children who are aged xx, xxx and xxx.  His hobbies include cycling and keeping fit.
2 On review of the general practitioner medical records, Mr Xxx has sustained a previous injury to his right thumb in the form of a fracture which required treatment under the care of the Plastic Surgical department in 1992 and a soft tissue injury to his left wrist in 2011.  There have been no previous documented injuries to his right ring finger. There has been no significant past medical history relevant to this report.

2.2.2
Injury

1 Mr Xxx’s account of the injury was that on the afternoon of the xxnd xxx 20xx he was at work for xx. 
2 He was at a machine which had a conveyor belt attached.

3 The machine jammed and trays, which were placed on the conveyor belt, came together.

4 Mr Xxx attempted to remove the stacked up trays and as he did so the trays moved and the tip of the Mr Xxx’s right ring finger became trapped between two of the moving trays.
5 Mr Xxx informs me that he was not wearing gloves at the time.

6 Mr Xxx realised that he sustained an injury because he immediately felt pain from the tip of his right ring finger and it began to bleed profusely.  

2.2.3
Subsequent Progress
1 Mr Xxx wrapped his injury in a paper towel and then attended the local Accident & Emergency department.
2 On review of the Accident & Emergency medical records from the Royal Victoria Infirmary, Newcastle upon Tyne, it is documented that Mr Xxx attended on the xxnd xxxx 20xx at 19:26 hours.  The hand written medical records document that he sustained an ‘injury’ to his ‘right ring finger’.  This was the result of an injury ‘at work’ and he had a ‘crack across the nail bed’.  On examination, there was noted to be a ‘crack across the nail bed which was horizontally’ orientated.  It was noted this was ‘bleeding’ and that the ‘distal nail fragment remained intact’.  It was noted that he was ‘tender over the distal phalanx’ and that there was ‘no other bony tenderness’.

3 An X-ray was taken which is documented to reveal a ‘fracture to the distal phalanx with an associated nail bed injury’.  The injury was therefore cleaned and a non adherent dressing was applied. Mr Xxx was prescribed antibiotics and arrangements were made for him to be followed up in a Plastic Surgical clinic the next day.

4 On review of the Plastic Surgical medical records from the Royal Victoria Infirmary, Newcastle upon Tyne it is documented that Mr Xxx attended on the xxrd xxx 20xx.  It was documented that he was a ‘right hand dominant factory worker’ who ‘jammed his right ring finger in a machine at work’. It was noted that he had a ‘laceration to the nail bed’.  On examination there was noted to be an ‘oblique split to the nail plate’. It was noted that an X-ray revealed a ‘split to the tip of the distal phalanx’.  

5 I have reviewed the X-rays that were sent to me on CD-ROM.  I can confirm that there was a split to tip of the distal phalanx with no joint involvement.  This injury would not have required any surgical intervention.  

6 Arrangements were made for Mr Xxx to have the injury explored under a local anaesthetic.  Therefore local anaesthetic was instilled into the base of his right ring finger in the Plastic Surgical clinic.  Mr Xxx informs me that he found this an uncomfortable experience.

7 The injury was then assessed. It was noted that he had a ‘chunk of nail bed still attached to the nail at the tip of the finger’ and the wound ‘extended beyond the nail bed in to the skin on the ulnar side’.  It was therefore felt that the injury was ‘more extensive than initially thought’ and it was deemed that Mr Xxx required repair of this injury in a formal theatre environment.  A dressing was then re-applied to his right ring finger.

8 Mr Xxx re-attended the Plastic Surgical department on the xxth xxxx 20xx and under a local anaesthetic (which was instilled in to the base of the finger once again), he had ‘nail bed repair of his right ring finger’.  The findings at surgery were that he had a ‘distally based flap to the sterile matrix and a laceration extending on to the ulnar border of the skin to approximately 30%’.  There was noted to be an ‘underlying fracture to the distal phalanx’.  The distal finger nail was removed and the wound was washed out with saline.  The ‘nail bed was tacked back in place’ with fine absorbable sutures and the skin closed with an absorbable suture.  A non adherent dressing was applied to the finger and arrangements were made for him to be followed up in an outpatient clinic in one week for a wound check followed by an outpatient appointment at six weeks.  Mr Xxx was warned that he may have non adherence of the finger nail.  He was then discharged.
9 At home following the injury, Mr Xxx informs me that he was able to dress without any difficulty.  

10 Mr Xxx informs me that following the injury he had difficulty washing himself.  This was because he was effectively rendered one handed because he was informed to keep the dressing that was applied to his right ring finger clean and dry.  He therefore covered his right hand in a plastic bag when showering.  This difficulty with washing lasted for a three to four week period.  

11 Mr Xxx informs me that he was able to perform his household chores without any significant difficulty and eat normally.

12 Mr Xxx informs me that he had a dressing change at one week following the surgery at the Royal Victoria Infirmary.  He then had the dressings changed daily at home by his wife as his wife is a nurse.

13 Mr Xxx re-attended a Plastic Surgical clinic on the xth xxxx 20xx.  It was documented that he was ‘six weeks following a right ring finger tip injury’.  It was noted that the injury had ‘fully healed’ and that he had ‘regained full range of movement’ and there were ‘no problems’ using the finger.  He was therefore discharged from further Plastic Surgical follow up.

14 Mr Xxx informs me that the area of injury healed over approximately a four week period.

15 Mr Xxx informs me that the area of injury was painful for a four to six week period.

16 Mr Xxx informs me that he was signed off work by his general practitioner for a four day period.  He then returned to light duties with a bandage to his right ring finger insitu.  He attended for light duties for a four week period and then returned to full duties after the bandage was removed.  He then had no difficulty at work.

17 Mr Xxx informs me that a new finger nail re-grew over approximately an eight week period.

18 Mr Xxx avoided cycling for an eight week period following the injury. 

19 Mr Xxx avoided going to the gym for an eight week period following the injury.

2.2.4
Present Status

1 Mr Xxx informs me that he has no functional problems using his right hand.  His dexterity is normal.  
2 Mr Xxx informs me that he is now washing and dressing without any difficulty and performing all of his activities at home and at work without any restriction.

3 Mr Xxx informs me that his right ring finger nail has re-grown with a normal architecture but he finds that it slightly grows into the soft tissues on the ulnar side of the finger nail at its distal aspect. Because of this he tries to keep his finger nail trimmed short.

4 Mr Xxx informs me that he has reduced subjective sensation to the ulnar border of the tip of the right ring finger.

5 Mr Xxx informs me that in cold environments, especially when cycling, he experiences discomfort from his right ring finger. Because of this he wears an extra bandage under a glove when cycling in order to keep his right ring finger warm and pain free.
2.2.5
Clinical Examination

1 General Examination

General examination was unremarkable. Mr Xxx has a normal affect and was co-operative throughout the interview and examination.

2 Examination of right hand
a The right ring finger nail is slightly distorted at its very distal aspect on the ulnar side.  It is irregular at this point and is slightly in-growing into the adjacent soft tissues.  However, otherwise the finger nail itself has normal architecture.
b There is a small transversely orientated scar to the skin to the ulnar border of the distal aspect of the right ring finger nail.  This scar measures 2mm in length and is pain free but is dry.

c There is full active and passive ranges of movement of the right ring finger and the remaining digits of the right hand.

d The long flexor and extensor tendons are all intact to the right hand.

3 Two-point-discrimination testing showed that this was to 6mm or more on the ulnar and radial sides of all of the digits of the right hand (normal (6mm).

4 Grip Power Testing [Jamar Dynamometer - forearms free - best of three attempts] of the abnormal right hand compared with the normal left hand.

	
	Left Hand
	Right Hand

	Power
	40 kg force
	42 kg force


5 Pinch Power Testing [Jamar - best of three attempts] of the abnormal right hand compared with the normal left hand.

	
	Left Hand
	Right Hand

	Power
	9 kg force
	10 kg force


3 My opinion

3.1 Background and pre-existing conditions

1 Mr Xxx xxx is a 50 year old right hand dominant married gentleman who lives at home with his wife and children.  
2 There has been no significant past medical history relevant to this report.

3.2 The injury
1 Mr Xxx sustained a crush injury to the tip of his right ring finger when it was caught between two metal trays whilst at work.  
2 On review of the medical records and the history outlined to me, the injury is consistent with the events.

3 With a crush injury the soft tissues compress and this can increase the pressure of the soft tissues resulting in a laceration.  If the injury is so forceful the underlying bony skeleton also can be affected resulting in a fracture.
4 Mr Xxx had a split to his right ring finger nail with an underlying split in the distal phalanx bone and this would be consistent with a compression force to the distal phalanx of his right ring finger.

5 I have reviewed the X-rays that were sent to me on CD-ROM and I can confirm a split to the distal phalanx bone which does not extend into the distal interphalangeal joint.  The distal fragments were slightly displaced but not significantly so and this fracture would not have required any Plastic Surgical intervention.

6 With regarding the split finger nail, on assessment it was deemed that he required fine repair of the nail bed.  This is appropriate.  When there has been a split through the sterile matrix, which is an area of specialised tissue underneath the finger nail, it is important to repair this accurately.  This is to minimise any nail deformity when the finger nail re-grows.  This was appropriately undertaken in the case of Mr Xxx.  His distal finger nail was removed to allow access in order to suture the divided sterile matrix.  This is appropriate.

7 Mr Xxx would then have been placed in a non adherent dressing and provided with a regular dressing clinic follow up. This is to ensure that there was no infection occurring within the underlying wound.

8 Mr Xxx was prescribed antibiotics following the injury by the Accident & Emergency department.  This is appropriate and they are prescribed because of him having a fracture to the distal phalanx with an overlying open wound.  With such an injury, there is a chance of infection occurring within the underlying broken bone.  Therefore it is important to protect against this risk by the prescription of antibiotics

3.3 The early effects of the injury

1 Mr Xxx understandably had problems with washing himself following the injury.  It is consistent with normal events that he would have been informed to keep the dressing that was applied to his right ring finger clean and dry.  This is to minimise any chance of infection occurring within the underlying wound.  This difficulty with washing would have lasted until the dressing was removed at approximately three to four weeks.
2 Mr Xxx did not seem to have any functional problems otherwise using his hand whilst at home.  Indeed he was able to return to work at four days with a bandage applied to his right ring finger to light duties, which he managed for a four week period.

3 Following removal of the dressing, he returned to full duties and had no functional restriction.

4 Mr Xxx found that the tip of his right ring finger was painful for a four to six week period.  This is consistent with normal events and is related to the underlying fracture to the distal phalanx.  The fracture to the distal phalanx would have healed over approximately a four to six week period which would be how long it would be tender for.  

5 Mr Xxx found that a new finger nail re-grew over a period of many weeks.  This is consistent with normal events.  Nail growth is often a slow process.

6 Mr Xxx avoided cycling and going to the gym for an eight week period following the injury.  He would have been able to return to cycling and going to the gym when he found his right finger tip was no longer uncomfortable.  

3.4 The present status

1 Mr Xxx has a slightly irregular right ring finger nail on the ulnar side at its distal aspect.  This is related to the injury to the underlying sterile matrix and it is because the finger nail is non adherent to a small area of the sterile matrix at this point.  This is often seen with sterile matrix injuries and is related to some underlying scar.  However, the deformity is only slight and cannot be improved upon by surgery, laser or any other therapy.
2 The slight distortion to the distal finger nail on the ulnar aspect is causing the finger nail to grow into the adjacent soft tissues slightly.  This will require Mr Xxx to keep the finger nail trimmed at this point to minimise the chance of the finger nail growing into the local soft tissues which would cause some discomfort.  This will be a permanent requirement for him.

3 Mr Xxx admits to reduced subjective sensation to the ulnar border of the pulp of the right ring finger.  Clinically, he has normal two-point discrimination testing to the pulp of this finger, so there has been no significant altered sensation.  In all probability the subjectively altered sensation is related to the transection of some of the very fine digital nerves as a result of the laceration to the skin on the ulnar side.  These nerves would have been unable to be repaired surgically because they are too fine to be seen.  As times passes, I anticipate that this subjectively altered sensation will improve as a nerve regeneration process occurs.  However, the nerve regeneration process is a slow process and it is not unusual for a one year period to elapse before I anticipate that the sensation will return following a transversely orientated laceration into the pulp of a finger.  Therefore, I anticipate that over the next six months, the altered subjective sensation will continue to improve and hopefully settle in full.  It will not be a functional problem for him.  
4 Mr Xxx is using his right hand to good effect with a normal dexterity and is performing all of his duties at home and at work normally.

5 However, Mr Xxx finds that his right ring finger is uncomfortable in cold environments.  This is a medically recognised phenomenon known as cold hypersensitivity.  It can improve with time but it can take a five year period to settle over.  However it is my experience that with finger tip crush injuries, there is always an element of cold hypersensitivity remaining even after a five year period.  Therefore, I anticipate that over the next four years, Mr Xxx will find the cold hypersensitivity to his right finger will slowly improve but in all probability will never completely settle in full.  He may always have to wear a warm glove in order to keep the discomfort to a minimum when in the cold.  This will not be a functional problem for him merely an inconvenience. 

3.5 The long-term effects of the injury

1 The slight deformity to his right ring finger nail is a permanent feature and cannot be improved upon by laser, surgery or any other therapy.
2 There are no functional consequences as a result of the injury.

3 I do not anticipate that Mr Xxx will develop any important secondary medical conditions as a result of the injury to his right ring finger.

3.6
Conclusion

This report has shown that in my professional opinion Mr Xxx sustained a crush injury to his right dominant ring finger tip.  He required nail bed repair.  He has been left with a slightly deformed right ring finger nail on the ulnar side but with no functional deficit to his right ring finger.  He has an element of cold hypersensitivity that will continue to improve over the next four years but in all probability will never completely settle in full.  This should not be a functional problem for him merely an inconvenience.  I do not anticipate that Mr Xxx will develop any important secondary medical conditions as a result of the injury to his right ring finger.
Signature ………....…………………………………………. Date……………………
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Details of my qualifications and experience

Qualifications

BSc(Hons) Class I 


1985

Leeds University

MB ChB (Leeds)


1988

General Medical Qualification

FRCS (Eng)


1993

Surgical Fellowship

PhD



1999

Sheffield University

FRCS Plast. (Eng)


1999

Specialist Plastic Surgery Qualification

Entry in GMC specialist register

2000

GMC recognition of specialist training (Plastic Surgery)

Memberships

The Royal College of Surgeons of England


1993

The professional body representing Surgeons in England

British Society for Surgery of the Hand




1998

The professional body representing Hand and Upper Limb Surgeons in the UK

British Association of Plastic, Reconstructive and Aesthetic Surgeons 

1998

The professional body representing Plastic and Reconstructive Surgeons in the UK

Present Appointment

Consultant Plastic, Reconstructive & Hand Surgeon
Royal Victoria Infirmary, Newcastle upon Tyne

Honorary Senior Clinical Lecturer (Surgery)

University of Newcastle upon Tyne

Specialist Training

Specialist Registrar Plastic Surgery
August 1994 to May1998
Northern General Hospital, Sheffield

Senior Specialist Registrar Plastic Surgery
June 1998 to May 1999
Royal Victoria Infirmary, Newcastle

Senior Specialist Registrar Plastic Surgery
June1999 to June 2000
Northern General Hospital, Sheffield

Specialist Hand Fellow

July 2000 to December 2000
St James’s University Hospital, Leeds

Experience

Clinical and Operative Surgical Background

I completed my basic surgical training in 1993 and specialist training in reconstructive plastic surgery, microsurgery and hand surgery in 2000. Since January 2001 I have worked in one of the largest teaching hospitals in Europe as a NHS Consultant Reconstructive Plastic and Upper Limb Surgeon. Approximately 60% of my practice involves the management of upper limb problems and 40% is reconstructive plastic surgery.

Hand Surgery

My training in this area is extensive and includes an attachment to an internationally renowned plastic surgical, microsurgical and orthopaedic upper limb unit. This means that international experts have taught me all the latest available techniques in hand surgery and reconstructive microsurgery. I have obtained a PhD from the University of Sheffield for my research investigating the normal and reconstructed metacarpophalangeal joint in the human hand utilizing virtual reality technology. My training and qualifications in this field are high. My special interests are upper limb trauma, post-traumatic reconstruction of the hand and the congenital hand.

Reconstructive Plastic Surgery

Although trained in all aspects of plastic and reconstructive surgery and microsurgery in major centres my reconstructive plastic surgery practice consists predominantly of the management of breast reconstruction, lower limb injuries, paediatric plastic surgery problems and aesthetic surgery.

Research Background

I have been involved in experimental research from early in my career. My BSc was research based and I studied the use of a mathematical technique known as Fourier Analysis to describe cranial shape and apply this to classify fossil crania. Whilst undertaking my registrar training in Plastic Surgery I obtained a PhD from the University of Sheffield for my work studying the metacarpophalangeal joint (knuckle joint). Virtual reality techniques were used including a virtual reality glove which I designed to measure joint angles accurately. The glove was also used to provide impairment scores for a given individuals hand function. 
My present clinical research interests include prosthetic small joint design and outcome assessment in hand surgery. This enables me to evaluate the process of medical diagnosis and treatment in medicolegal cases.

Prizes

The Littlewood Prize in Anatomy
 
Leeds University 1983

“The Origin of Human Bipedality”

The Pulvertaft Prize 


British Society for Surgery of the Hand 1996
“The Virtual Hand”

The Northern General Hospital Research Award for 1998 for my PhD work

Important publications

Hand Surgery 

N W Williams, J Penrose and E A Trowbridge

The SIGMA glove - An Aid to Clinical Hand Assessment

British Journal of Radiology (Abstract) 1996 Vol 69, Suppl., 273-274

N W Williams, E A Trowbridge, T La Hausse-Brown and C M Caddy

The Virtual Hand and Joint Implants

Association of Surgeons in Training Journal 1996 58-61

J M T Penrose, N W Williams, D R Hose and E A Trowbridge

An Examination of One-piece Metacarpophalangeal Joint Implants Using Finite Element Analysis

Journal of Medical Engineering and Technology 1996 Vol 20, No 4-5, 145-150

Important publications

Hand Surgery (Continued)
N W Williams

An Investigation into the Forces across the Metacarpophalangeal Joint in the Human Hand in Normal Individuals and in Patients with MCPJ Replacements

Annual Research Report. Royal College of Surgeons of England. 1997, 14-15

J M T Penrose, N W Williams, D R Hose and E A Trowbridge

In-Situ Simulation of One-Piece Metacarpophalangeal Joint Implants Using Finite Element Analysis

Medical Engineering and Physics. 1997, Vol 19, No 4, 303-307

J M T Penrose, N W Williams, D R Hose and E A Trowbridge

Finite Element Analysis of Metacarpophalangeal Joint Implants

Medical and Biological Engineering and Computing. (Abstract) 1997, Vol 35 Suppl Part 1, 189

N W Williams

The Virtual Hand. Pulvertaft Prize Essay 1996

British Journal of Hand Surgery 1997, 22B: 5: 560-567

Penrose J M T, Williams N W, Hose D R and Trowbridge E A

Kinematic and Stress Analysis of Metacarpophalangeal Joint Implants.

Computer Methods in Biomechanics and Biomedical Engineering – 2. J. Middleton, M.L. Jones and G.N. Pande (eds), 1998, 423-430

Barnes E, Penrose J M T., Williams N W and Trowbridge E A

Biomechanics of the Hand: Use of the SIGMA Glove.

Computer Methods in Biomechanics and Biomedical Engineering – 2. J. Middleton, M.L. Jones and G.N. Pande (eds), 1998, 439-446

Williams N W, Penrose J M T, Caddy C M, Barnes E, Hose D R and Harley P

A Goniometric Glove for Clinical Hand Assessment:- Construction, Calibration and Validation.

Journal of Hand Surgery, 2000 25B: 2: 200-207

Williams N W, Penrose J M T and Hose D R

Computer Model Analysis of the Swanson and Sutter Metacarpophalangeal Joint Implants.

Journal of Hand Surgery, 2000 25B: 2: 212-220

Plastic and Reconstructive Surgery

P O'Higgins and N W Williams
An investigation into the use of Fourier Coefficients in Characterising Cranial Shape in Primates.

J Zool Lond 1987 211, 409-430
C M Malata, N W Williams, D T Sharpe

Tissue Expansion: An Overview.
Journal of Wound Care 1995 Jan No 1 37-44

Williams N W, Kelly C G and McLean N R

Trans-osseous Passage of Head and Neck Brachytherapy Tubes

British J Plastic Surgery, 2000 53: 520-521

Appendix 2

Documents that I have examined, with copies of important documents

1. General Practitioner medical records;

2. Accident & Emergency medical records from the Royal Victoria Infirmary, Newcastle upon Tyne;

3. Plastic Surgical medical records from the Royal Victoria Infirmary, Newcastle upon Tyne;

4. CD-ROM of X-rays taken of Mr Xxx’s right ring finger dated the xxnd xxxx 20xx.

Appendix 3

Photographs and diagrams

Appendix 4

Chronology

Injury


xxnd xxx 201xx
Nail bed repair

xxth xxxx 20xx
Return to work

xxth xxxx 20xx 

Healed


End xxxx 20xx
My Examination

xxth xxxx 20xx 

My Report


xxrd xxxx 20xx 

Appendix 5

Glossary of medical terms

Active

The voluntary action to move a joint

Affect

The emotional complex associated with a mental state

Cold Hypersensitivity

Pain and discomfort associated with cold temperatures. It is usually a post-traumatic phenomenon

Digital Nerve

A small nerve supplying sensation to a digit

Distal

An anatomical term denoting position in relation to a limb. Proximal is towards the shoulder girdle or pelvis and distal is towards the fingers or toes

Extensor Tendons

A muscle which on contraction extends or straightens a joint

Flap

A piece of tissue that maintains an intrinsic blood supply i.e. it does not need to be revascularized (obtain a new blood supply) from surrounding tissues for survival
Germinal Matrix

A specialised area of tissue from which a finger nail grows

Interphalangeal Joint

A part of the digital skeleton of the hand representing the junctures between phalangeal bones

Laceration

A splitting or tearing wound caused by blunt injury which passes through the full thickness of the skin

Local Anaesthetic

The injection of a local anaesthetic agent to block pain in a limited area of the body. It is used for minor surgery

Long Flexor Tendons

A generic name for the muscle-tendon units which on contraction bend the fingers inwards
Nail Bed

A term given to the area of specialised tissue located underneath the finger nail

Nail Plate

The finger nail

Passive

Motion not brought about by a patient's own efforts.  Passive movements are induced by manipulation of the joints

Phalanx

A part of the digital skeleton of the fingers thumbs or toes. The phalanx has a head, shaft and base

Radial

An anatomical term denoting position in relation to a limb. Radial means towards the thumb side and ulnar towards the little finger side of the limb

Soft Tissue

A basic non structural anatomical and physiological component of a living organism consisting of cells
Sterile Matrix

A term given to the area of specialised tissue located underneath the finger nail

Two Point Discrimination Testing

A technique for measuring the recovery of discriminative sensation, the normal range in the digits is 5-6 mm

Ulnar

An anatomical term denoting position in relation to a limb.  Ulnar means towards the little finger side of the limb

Appendix 6

Expert’s Declaration

I understand that my duty as an expert witness is to The Court, both in preparing reports and in giving oral evidence;

a) I have complied with that duty;

b) I have set out in my report what I understand from those instructing me to be the issues in respect of which my opinion as an expert is required;

c) I have endeavoured to be accurate and complete in preparing this report. I have mentioned all matters which I regard as relevant to the opinions I have expressed. All of the matters on which I have expressed an opinion lie within my field of expertise;

d) I have indicated the source of all factual information during the preparation of this report;

e) I have formed an independent view when expressing my opinion in this report;

f) Where, in my view, there is a range of reasonable opinion, I have indicated the extent of that range in the report;

g) I have given details in this report of any matters which might affect the validity of this report;

h) I have addressed this report to the court;

i) I have attached to this report a summary of all material instructions, written or oral;

j) I believe the facts I have stated in this report are true and that the opinions I have expressed are correct.

k) 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 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.

Confidential


