
 

AMPUTATIONS 

 

“Venus de Milo”, marble 2nd century B.C, Musée du Louvre Paris. 



“The statue was in two pieces, firmly held together by two strong iron studs. The 

Greek peasant, afraid of losing the fruit of his efforts, had had the top half deposited 

in the stable, with two statues of Hermes. The other was still in its niche…I measured 

the two pieces of the statue separately: the statue was roughly six feet in height; it was 

a representation of a naked woman, holding an apple in her raised left hand, while 

her right hand was holding up a skirt that was carefully draped and falling roughly 

from her hips to her feet; both these arms were damaged and actually detached from 

the body…The only foot that was visible was naked; the ears had been pierced and 

must have worn some pendants. All these features seemed to suggest Venus at the 

judgement of Paris…”  

 

Dumont d’Urville, “Second account of the Hydrographic  campaign of the King’s 

Storeship La Chevrette in the Levant and the Red Sea in the Year 1820.”  

Journal des Voyages, Paris 1821  

 

In April 1820 the great French South Seas explorer Dumont d’Urville was part of a 

hydrographic surveying mission of the Mediterranean, the Bosporus and the Black 

Sea. The captain of his vessel, the Chevrette, made a fateful decision to stop at the 

Greek Aegean island of Milos to check his timepieces before continuing on to 

Constantinople. D’Urville as well as being a great seaman was also an accomplished 

botanist and decided to go exploring for specimens on the island with his friend 

Lieutenant Matterer. During the course of their travels they paid a visit to the French 

representative on the island a certain Mr Brest.  

 

Mr Brest informed them of some recent discoveries that had been made on the island 

by a local Greek farmer who had found some statues of a seemingly great antiquity. 

D’Urville and Matterer decided to go look for themselves. One of the statues was in 

poor condition in two pieces, but it was truly magnificent. Immediately D’Urville 

grasped the significance of the find, a priceless work of art carved in marble dating 

from deep antiquity. He was educated enough in the classics to realise that the statue 

was of the Greek goddess Aphrodite, or to the Romans, Venus. What he had 

discovered has since become one of the greatest icons of Western civilization and now 

resides in the Louvre museum in Paris where today it is known as the “Venus de 

Milo”. 

 

Matterer always regretted that they did not immediately purchase the statue then and 

there when it was offered to them for a pittance by the Greek farmer who had 

discovered it. There was simply no room on board the Chevrette for the almost seven 

foot statue and as unbelievable as it now seems substantial ruins from antiquity were 

not all that uncommonly in found abandoned fields of Greece at the time. Once in 

Constantinople D’Urville informed the French ambassador of his find, who after 

seeking expert opinion understood its true significance. He immediately despatched 

the Vicomte Charles de Marcellus on a mission back to Milo to “acquire” the statue 

for France.  

 

When Marcellus arrived in Milo he found to his horror that the Greek farmer had 

sold it to the pasha’s dragoman in Constantinople. In fact it had already been loaded 

onto a Greek trading vessel bound for Turkey. This of course was considered to be an 

outrage to the “honour” of France and in the true spirit of Lord Elgin, Marcellus 

decided that this would simply not do and proceeded to bribe and coerce both Greek 



and Turkish authorities in order to gain possession of the statue. Details are very 

sketchy and unreliable but there were reports that it was finally obtained with the use 

of force, snatched away from armed Turkish soldiers who were guarding it. Once in 

Paris it was restored and on 1 March 1821 it was solemnly presented to Louis XVIII 

who had it installed in the Louvre museum as one of France’s greatest treasures.  

 

Antiquarian experts initially considered that the Venus was made in the classical 

period because of its magnificence however in the words of the Louvre museum, “her 

elongated silhouette, position in space, and very sensual, realistic nudity (now) link 

this work to the Hellenistic period (323BC–31 AD)”. One of the most readily 

recognizable features of the work is the absence of the arms, yet in D’Urville’s initial 

description of it the arms were clearly present, “… it was a representation of a naked 

woman, holding an apple in her raised left hand, while her right hand was holding up 

a skirt that was carefully draped and falling roughly from her hips to her feet…”. 

Some historians have suggested that the arms were disastrously damaged beyond 

repair before the statue ever got to France, and that possibly this may have been done 

by the Greek farmer who tried to transport it to the trading vessel or possibly it was 

done during the forceful struggle to acquire it from the Turkish soldiers. The Louvre 

museum website description today laments, “…could you imagine this statue with 

arms, and adorned with jewellery and color?” It would have been an even more 

magnificent work in its original state. 

 

It must be remembered that when we try to restore the health of any patient who is 

unfortunate enough to present with an amputation, the proper care of the “part” as 

well as of the patient is vital for the chances of returning the patient as closely as 

possible to their original state. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



AMPUTATIONS 

 

Introduction 

 

Amputated parts may be suitable for attempts at replantation ideally within 4-6 

hours at room temperature.  

 

If the part is cooled this time frame may be somewhat extended. 

 

Patients with traumatic amputation of a limb are at very high risk for lethal 

hemorrhage, and will require immediate control of hemorrhage with tourniquet 

application.    

 

Arterial tourniquets can be life-saving.  

 

A patient with multiple injuries who requires intensive resuscitation and/ or 

emergency surgery for extremity or other injuries is not a suitable candidate for 

replantation injury.   

 

Replantation is usually attempted in patients with an isolated limb injury         

 

Pathology 

 

Skeletal muscle does not tolerate the absence of arterial blood flow for much longer 

than 6 hours. Tissue necrosis will occur after this time frame. 

 

Revascularization will therefore be required before this time frame if a distal 

amputated part is to survive. 

 

Clinical Assessment 

 

Reimplantation Considerations 

 

1. A patient with multiple injuries who requires intensive resuscitation and 

emergency surgery is not usually a candidate for replantation.  

 

2. Fingers or an isolated extremity injury.  

  

3. Clean, straight wounds (rather than crushed or severely macerated wounds). 

 

4. Injury within 6 hours. 

 

5. There should not be gross contamination of the part. 

 

6. There should not be significant crush injury to the part. 

 

7. Impaired function of the part prior to the injury. 

 

8. Significant patient co-morbidity, including age. 

 



Outcome Predictors  

 

These include:  

 

1. Age  

 

2. Co-morbidities. 

 

3. Sharply demarcated injury. 

 

4. Short time to replantation 

 

5. Appropriate emergency care. 

 

6. Motivated patient 

 

7. Experienced surgical team. 

 

8. Post operative care and rehabilitation program. 

 

Investigations 

 

Blood tests: 

 

As clinically indicated: 

 

1. FBE 

 

2. U&Es / glucose 

 

3. Group and hold or cross match as required. 

 

Radiology 

 

Plain radiology is often useful to more fully define the extent of injury. 

 

Management 

 

Care of the Patient: 

 

1. Immediate priority is attention to any immediate ABC issues. 

 

2. Control of any haemorrhage: 

 

 Arterial tourniquet: 

 

● Arterial tourniquets must be used for initial control of severe 

 bleeding and to allow for initial wound assessment 

 

 Arterial tourniquets can be life-saving.  



 

 Dedicated arterial tourniquets devices are available 

 

 Alternatively: 

 

 A blood pressure cuff may be used in the absence of a dedicated 

 device.  

 

 A Biers device is better than a normal blood pressure cuff (although a 

 normal blood pressure cuff is still better than no cuff at all) as it is able 

 to go to 100 mmHg above arterial pressures without “bursting” off the 

 patient’s arm - these higher pressures are needed to completely stop 

 blood flow to the limb.        

 

Pneumatic tourniquets may require pressures as high as: 

 

● 250 mmHg for an upper extremity  

 

● 400 mmHg for a lower extremity.   

 

Note that tourniquets must occlude arterial inflow as simply 

occluding the venous system may increase the degree of hemorrhage. 

The “end point” of arterial tourniquet application is cessation of 

bleeding and loss of arterial pulse.   

 

Arterial vessel clamping:  

 

● If large bleeding artery can be easily identified, then clamping is an 

 acceptable treatment   

 

3. Assess and treat any other immediately life threatening injuries. 

  

4. Analgesia: 

 

● IV opioid, titrated to effect. 

 

5. Antibiotics: 

 

● IV antibiotics, flucloxacillin and ceftriaxone. 

 

6. Tetanus imunoprophylaxis as indicated. 

 

7. Emotional support: 

 

● This is especially important in this type of injury. Amputation can be a 

  devastating injury, both psychologically as well as anatomically.    

 

8. Surgical replantation: 

 

● Patients may be suitable for attempted replantation. 



 

It should be noted however that a patient with multiple injuries who 

requires intensive resuscitation and/ or emergency surgery for 

extremity or other injuries is not a suitable candidate for replantation 

injury.   

 

Replantation is usually attempted in patients with an isolated limb 

injury         

 

Care of the Part: 

 

1. Amputated parts should be gently washed in sterile Ringer’s Lactate solution.  

 

2. Wrap the part in sterile gauze, moistened with Ringer’s Lactate solution 

 

3. Wrap the whole then in a sterile gauze. 

 

4. Place in a plastic bag, or “glad wrap” 

 

5. Transport the part in an insulated cooling container with crushed ice. 

 

● Note that the part should not be in direct contact with ice as this will 

result in a freezing injury to the tissue. 

 

Disposition  

 

Early consultation with specialist surgical units is mandatory. 

 

Patients with distal limb amputation should be referred to a specialist Trauma Center. 

 

Although the potential for replantation should always be considered, it must also be 

put into perspective with respect to the patient’s other injuries. 
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