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ORIGINAL ARTICLE

Short-Term Physical and Mental Health Outcomes
for Combat Amputee and Nonamputee Extremity

Injury Patients

Ted Melcer, PhD,* G. Jay Walker, BA,† V. Franklin Sechriest II, MD,‡
Michael Galarneau, MS, NREMT,* Paula Konoske, PhD,* and Jay Pyo, DO§

Objectives: The present study: (1) reports the early physical health
complications, mental health outcomes, and outpatient health care
utilization of patients with serious extremity injuries sustained during
the Iraq or Afghanistan wars and (2) compares clinical outcomes
between amputee and nonamputee extremity injury groups.

Method: This was a retrospective review of clinical records in
military health databases for patients injured in the Iraq and
Afghanistan wars. Health outcomes of amputee (n = 382, injured
2001–2005) and nonamputee patients (n = 274, injured 2001–2007)
with serious extremity injuries (abbreviated injury score $ 3) were
followed up to 24 months post injury. This study was performed at
Naval Health Research Center, San Diego.

Results: Amputee and nonamputee groups had similar injury
severity scores. Amputees had nearly double the risk of certain
adverse complications (infections, anemia, septicemia, and thrombo-
embolic disease), but other complications (osteomyelitis and non-
healing wound) were similar between the 2 groups. Amputees had
significantly greater odds of certain mental health disorders including
mood, sleep, pain, and postconcussion syndrome. However, ampu-
tees had significantly reduced odds of posttraumatic stress disorder
compared with nonamputees. Amputees used various outpatient
clinics significantly more than nonamputees.

Conclusions: Patients with serious combat extremity injuries
showed high rates of adverse health outcomes in the short term.
Amputees had higher rates of many but not all clinically important
physical and mental health outcomes compared to nonamputees.
These results are important for military orthopaedic surgeons and
allied providers who care for and counsel these patients and
clinicians and researchers who seek to understand and improve
health outcomes in patients with extremity war injuries.

Key Words: blast injury, combat amputee, extremity injury,
postinjury infections, mental health diagnoses, posttraumatic stress
disorder

(J Orthop Trauma 2012;0:1–7)

INTRODUCTION
Patients with serious combat-related extremity trauma

are recognized as having increased rates of numerous post-
injury physical health complications and mental health
disorders.1–7 Few studies have compared health outcomes be-
tween amputees and nonamputees, although military physi-
cians have reported some of the adverse health outcomes for
patients with extremity trauma sustained during the Iraq and
Afghanistan wars.8–10 Such a comparison may be clinically
relevant to distinguish the specific adverse health outcomes of
amputees from other serious extremity injury patients. Ampu-
tees and nonamputee patients with serious extremity injuries
also may differ in their health care needs during the early
stages of their postinjury care.

There were 2 objectives for the present study. First, to
identify and quantify relevant health outcomes that would
provide information to improve the early multidisciplinary
care of these soldiers. And the second was to determine how
the health outcomes of amputees and nonamputees were
similar or distinct by comparison.

We had 3 hypotheses for this study. First, relative to
nonamputees with serious extremity injuries, amputees would
have increased rates of numerous postinjury physical com-
plications including infection, heterotopic ossification (HO),
and thromboembolic disease including deep venous throm-
bosis and pulmonary embolism (DVT/PE).9,11,12 Second,
amputees would have increased rates of mental health issues,
particularly cognitive changes such as nonorganic sleep, pain,
and postconcussion syndromes.6,9,13 A previous study at our
institution found relatively low posttraumatic stress disorder
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(PTSD) rates among recent amputees.9 Third, these rates
would decrease when compared with nonamputee patients.
The hypothesized differences between injury groups (ampu-
tee versus nonamputee) should be independent of other
potential confounding group differences, such as in overall
injury severity or rates of traumatic brain injury (TBI).

MATERIALS AND METHODS

Patients
This study described the early postinjury physical

health complications and mental health outcomes of patients
who had serious extremity injuries as defined by an
abbreviated injury score (AIS) $3. We retrospectively eval-
uated 656 US military personnel with combat injuries in the
Afghanistan or Iraq wars between 2001 and 2007. These
individuals had major limb amputations (excluding fingers
and toes) or other serious extremity injuries without amputa-
tion. Patients with brain/spinal injuries causing extremity
paralysis were excluded. This research was approved by an
institutional review board.

Data Sources
Data came from Standard Inpatient Data Records,

Standard Ambulatory Data Records, and Health Care Service
Record files via TRICARE Management Activity at levels
4 and 5 medical facilities. Levels of combat care have been
reviewed previously.14 Level 1 is the earliest care provided by
first responders on the front line. Level 2 provides surgical
resuscitation by mobile forward surgical teams. Level
3 includes larger facilities in the combat zone with more
advanced trauma care capabilities. Level 4 facilities are the
first level of care outside the combat zone where definitive
surgical treatment is performed, such as Landstuhl Regional
Medical Center in Germany. Level 5 facilities are military
treatment facilities in the United States. Health data included
International Classification of Diseases, 9th Revision diag-
nostic codes, surgical procedure codes, and disposition codes.
Records were merged from the Armed Forces Health Longi-
tudinal Technology Application, which are routinely gener-
ated by credentialed providers for inpatient and outpatient
encounters at military treatment facilities and government-
reimbursed private clinics.

The nonamputee group was selected from the Expedi-
tionary Medical Encounter Database (EMED)14 (formerly
known as the Navy-Marine Corps Combat Trauma Registry),
which gathers data from Navy-Marine Corps levels 2 and 3
medical facilities, supplemented by data from level 4 and 5
facilities treating all military services. The EMED and the Joint
Theater Trauma Registry15 provided injury severity scores (ISS).

Research Design
The 2 injury groups consisted of a combat amputee

group (n = 382, injured 2001–2005); data for this amputee
group were identified by searching military health databases
as described previously9 and a nonamputee group (n = 274,
injured 2001–2007) selected from the EMED using an algo-
rithm to match nonamputee patients to individual amputee’s
injury and demographic profiles.

The nonamputee extremity injury group only included
patients with serious extremity injuries as defined by AIS $3
(n = 274). An AIS score of $3 indicates a serious injury
following well-established and standardized trauma scoring
criteria.5,14–16 The nonamputee group was selected from the
EMED using an algorithm to match or near match nonampu-
tee patients to individual amputee’s injury and demographic
profiles. Patients injured through 2007 were included to
increase the selection pool to approximately 8000 individuals.

These were the 6 matching criteria: (1) ISS (square root ±
0.5), (2) AIS, (3) blast versus nonblast injury, (4) TBI status,
(5) age, and (6) service. Criteria were weighted based on
demonstrated relationships with health outcomes14,15 (ISS =
20; primary AIS = 10; blast injury = 9; TBI = 6; secondary
AIS = 2; service = 2; age = 1). Amputees were matched to
polytrauma patients individually without replacement from
highest to lowest amputee ISS. The polytrauma patient with
the most points for matching to an amputee’s characteristics
was selected as the comparison subject. This algorithm
matched amputees with polytrauma patients in 83% of cases.

Outcomes follow-up continued for 24 months post
injury17 or until patient medical records were no longer avail-
able in databases. Mechanisms of injury were blast (impro-
vised explosive device, rocket-propelled grenade,
grenade, mine, and mortar), gunshot wound, and others (eg,
crush). As discussed, ISS and AIS were calculated based on
standardized methods.16 Complication and TBI codes for
combat trauma cases were developed by a research trauma
nurse and by an amputee care physician as described previ-
ously.9 Diagnoses were grouped as adjustment, anxiety,
mood, PTSD, substance abuse disorders, and other mental
health diagnoses. PTSD was identified by an International
Classification of Diseases, 9th Revision diagnostic code of
309.81 at least 30 days post injury. Preinjury mental health
diagnoses were recorded beginning with the onset of each
individual’s military service, which includes standardized
physical and mental health evaluation (Preinjury mental
health disorders are frequently diagnosed during recruit train-
ing and before deployment.17) Health care clinic description
codes indicated visits to specific outpatient clinics, including
physical therapy, occupational therapy, psychiatric, and pros-
thetics and orthotics care.

Data Analysis
Percentages of patients with specific health outcomes

(eg, infections, PTSD) were based on the total number
of patients in each group and calculated across the entire
follow-up period and for consecutive 3-month intervals or
quarters postinjury. The x2 tests evaluated differences
between amputee and nonamputee groups in demographic
and outcome measures.

Logistic regressions determined predictor variables sig-
nificantly and independently associated with outcomes. Vari-
ables consisted of injury group (amputee versus nonamputee
extremity injury), ISS, injury year, age, preinjury mental health
diagnosis, and TBI. Outcome variables were infections, HO,
DVT/PE, any mental health diagnosis, adjustment, anxiety,
PTSD, mood disorders or other mental health disorders, and
psychiatric and physical therapy clinic use.
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RESULTS
Table 1 shows demographic and injury characteristics.

The findings demonstrated that both groups consisted of
males (99%), and amputees were older than nonamputees.
The amputee sample consisted of more army personnel than
the nonamputee sample (nonamputee patients were selected
from EMED, which primarily captures medical data at Navy-
Marine Corps facilities). Both groups showed similar low
rates of preinjury mental health diagnoses. Amputees had
a significantly higher rate of blast injuries but similar overall
ISS compared with nonamputees. The majority of serious
extremity injuries (AIS $ 3) occurred in the lower limbs
(versus upper limbs) in both groups. Nonamputees had sig-
nificantly higher TBI rates than amputees.

Outcomes Follow-up
We calculated how long patients’ military health data

remained available for follow-up outcomes. First year follow-
up rates were near 90% with no significant differences
between groups through the first 9 months post injury (ampu-
tees = 95% versus nonamputee extremity = 96.0%). A small
change appeared at 12 months post injury but by 18 and 24
months; follow-up rates were significantly lower for amputees
than nonamputees (18 months: amputees = 55% versus non-
amputee extremity = 72%, P, 0.001; 24 months: amputees =
33% versus nonamputee extremity = 58%, P , 0.001).

Table 2 shows that complication rates were higher for
amputee than nonamputee patients. However, amputees showed
significantly higher rates than nonamputees only for a subset of
complications: any infection, anemia, HO, septicemia, deep
vessel thrombosis, and/or pulmonary embolism (P , 0.05).

Table 3 shows that amputees had a significantly higher
rate of mental health diagnoses than the nonamputee group
(P , 0.01). Amputees had substantially and significantly
higher rates of “other” diagnoses (eg, pain, sleep, postconcus-
sion syndrome) than nonamputee extremity patients. By con-
trast, PTSD rates among amputees were significantly reduced
compared to nonamputees (P, 0.01). However, these groups
did not differ significantly in rates of any of the remaining
major disorder categories (anxiety, adjustment, mood, and
substance abuse).

Table 4 shows that amputees received significantly
more care at outpatient clinics than nonamputee patients, with
the exception of the orthopaedic clinic. We note that ampu-
tees received day-to-day pain management from their physi-
cal medicine and rehabilitation physicians rather than the pain
management outpatient clinic.

Exploratory x2 tests indicated group differences (ampu-
tee versus nonamputee extremity injury) in age, TBI, mech-
anism of injury, and injury year, and these variables were
significantly associated with health outcomes. Covariates for
regression modeling were ISS, TBI, age (,25 versus .25),
injury year (2001–2005 versus 2006–2007), mechanism of
injury (blast, gunshot wound, or others), and preinjury mental
health diagnosis.

Amputees showed increased odds of any infection,
DVT/PE, and HO relative to nonamputee patients (Table 5).
Injury group was not significantly associated with rates of
osteomyelitis.

The logistic regression model showed substantially
increased odds ratios for amputees compared with non-
amputees for a number of mental health measures including
any mental health diagnoses, a category of other mental

TABLE 1. Descriptive Statistics by Combat Injury Groups From
the Iraq and Afghanistan Wars

Percentage or Mean

PDemographics

Combat
Amputee
(n = 382)

Nonamputee
Extremity Injury
(AIS ‡ 3) (n = 274)

Age (mean years) 26.0 (18–48) 24.1 (18–49) 0.01

Sex (% male) 98 99 NS

Service (%) 0.01

Army 70 25

Marine Corps 25 72

Other 5 3

Previous MH diagnosis (%) 6 8 NS

Mechanism of injury (%) 0.01

Blast 86 65

Gunshot 2 33

Others 12 12

ISS (mean) 15.6 15.3 NS

Lower extremity
injuries (%)*

73 69 NS

TBI (%) 22 31 0.01

*Percentage of patients in each group who had a serious (AIS $ 3) lower extremity
injury. The remaining patients in each group had a serious (AIS $ 3) upper extremity
injury.

MH, mental health; NS, not significant.

TABLE 2. Complication Rates for Combat Amputee (n = 382)
and Nonamputee Extremity Injury Patients (n = 274)

Complication

Combat
Amputee

Nonamputee
Extremity (AIS ‡ 3)

n % n %

Any infection* 219 57.3 117 42.7

PLS 212 55.5 — —

Anemia* 169 44.2 73 26.6

Postoperative infection 102 26.7 59 21.5

Osteomyelitis 84 22.0 54 19.7

Cellulitis† 69 18.1 35 12.8

HO* 69 18.1 28 10.2

Amputation stump complications 66 17.3 — —

Chronic infection, amputation
stump

56 14.7 — —

Pneumonia 47 12.3 29 10.6

Nonhealing wound 42 11.0 30 10.9

Septicemia* 42 11.0 16 5.8

DVT± 36 9.4 16 5.8

Pulmonary embolism± 27 7.1 11 4.0

*Percentages for amputee group . extremity group (P , 0.05).
†P , 0.08.
PLS, phantom limb syndrome; ±, deep vessel thrombosis and/or pulmonary embo-

lism (P , 0.05).
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health diagnosis (eg, pain, sleep, postconcussion syndrome),
and the utilization of psychiatric clinics (Table 5). Mood dis-
orders also showed significance. In contrast, amputees had
reduced odds of PTSD by approximately 50% compared with
nonamputee extremity patients.

Amputees had numerically higher rates of new or first
time postinjury diagnoses of adjustment, anxiety, mood, and
other disorders during the first quarter postinjury compared
with nonamputee extremity injury patients (Figure). The larg-
est increase for amputees was for other disorders, which
persisted throughout the first 5 quarters. New-onset PTSD
cases occurred at numerically higher rates for nonamputees
than amputee patients during most quarters of the first 2 years
post injury. Rates for each quarter were adjusted for the
number of patients remaining in the military health care sys-
tem. A similar pattern of group differences in mental health
outcomes was described for entire the 2-year follow-up period
(Table 3).

DISCUSSION
Health consequences for patients with combat-related

extremity trauma are among the leading challenges for
military health care providers. This study investigated short-
term adverse health outcomes for combat extremity trauma
patients and compared these outcomes between amputees and
nonamputees. This study provides one of the first objective
reports of short-term adverse physical and mental health

outcomes for amputee and nonamputee patients after serious
combat extremity trauma sustained in Iraq and Afghanistan.

Consistent with our hypothesis, amputees had increased
rates of most postinjury physical health complications relative
to nonamputees (Tables 2 and 5). From this finding, we
emphasize several conclusions. Foremost, both amputee and
nonamputee patient groups showed high rates of infection
(Table 2, 57% for amputees) relative to previous reports.3,4

Prevention of orthopaedic infections is well recognized as
a major challenge and has been given high priority in the
planning and execution of medical care provided to combat
casualties in Iraq and Afghanistan.3,4 Our findings strongly
support current recommendations to prioritize research and
development of more aggressive infection control and wound
management practices for all combat extremity patients, par-
ticularly amputees.4 Second, both amputee and nonamputee
patient groups were documented to have high rates of throm-
boembolic disease. Because thromboembolic complications
may delay rehabilitation, increase hospital length of stay,
and, in some cases, cause death in trauma patients, our finding
indicates the need for earlier and potentially more aggressive
DVT/PE surveillance and/or prophylaxis for all combat
extremity patients, especially combat amputees.12 Finally,
contrary to our expectations, amputee and nonamputee groups
had no significant differences in rates of postoperative wound
infection, nonhealing wounds, and osteomyelitis (Table 2).
This novel finding further illustrates the challenge of infection
control when managing any patient with high-energy and/or
highly contaminated combat extremity trauma and

TABLE 3. Mental Health Diagnoses for Combat Amputee and Nonamputee Extremity Injury Patients

Disorder Category

Combat Amputees (n = 382) Nonamputee Extremity Injury (AIS ‡ 3) (n = 274)

Pn % n %

Any mental health diagnosis 252 65.9 145 52.9 0.01

Adjustment disorder 93 24.3 56 20.4 NS

Anxiety disorder 97 25.4 63 23.0 NS

Mood disorder 78 20.4 39 14.2 0.09

Posttraumatic stress disorder 69 18.1 88 32.1 0.001

Substance abuse disorder 23 6.0 23 8.4 NS

Other mental health disorders 167 43.7 30 10.9 0.01

Each patient may have been diagnosed with 1 or more disorders. Other mental health disorders included cognitive disorder not otherwise specified, postconcussion syndrome,
nonorganic sleep disorders, and psychogenic pain.

NS, not significant.

TABLE 4. Outpatient Clinic Use and Number of Visits by Injury Group

Clinic Type

Combat Amputees Nonamputee Extremity Injury (AIS ‡ 3)

Use Rate (%) No. Visits (Median)* Use Rate (%) No. Visits (Median)*

Physical therapy clinic 91 90 90 21

Occupational therapy clinic 89 29 67 10

Prosthetic/orthotic laboratory 85 24 18 2

Psychiatric clinic 83 27 27 8

Orthopaedic clinic 73 2 87 6

P , 0.05 for all differences between amputee and nonamputee groups’ use rates (except physical therapy).
*Number of visits is for patients who used clinics.
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TABLE 5. Results of Logistic Regression Analyses

Postinjury Outcomes Variables

OR (95% CI)

Independent Variables Any MH Diagnosis Mood Diagnoses PTSD Other MH Diagnoses

Injury group (amputee versus nonamputee extremity AIS $ 3) 2.12 (1.51–2.96) 1.55* (1.02–2.35) 0.48 (0.34–0.69) 7.36 (4.69–11.55)

ISS (log) 1.78 (1.28–2.47) — — 2.15 (1.49–3.10)

Age (,25 versus .25), y 0.66* (0.47–0.93) — — —

TBI — — — 1.73* (1.12–2.69)

Postinjury Outcomes Variables

OR (95% CI)

Independent Variables Any Infection DVT/PE HO Psychiatric Clinic Use

Injury group (amputee versus nonamputee extremity AIS $ 3) 1.83 (1.33–2.50) 1.77* (1.04–3.02) 1.96 (1.21–3.16) 19.88 (13.24–29.87)

ISS (log) 1.52 (1.13–2.05) 3.23 (1.98–5.26) 3.20 (2.07–4.96) 1.74 (1.19–2.52)

Age (,25 versus .25), y — — — —

TBI — — — —

Significance levels for odds ratios were P , 0.01 unless annotated. Injury group showed no significant association with preinjury MH disorder, postinjury anxiety, or adjustment
disorders in the final regression models. Mechanism of injury was not a significant factor in the final models for any MH diagnosis or PTSD.

*P , 0.05.
CI, confidence interval; MH, mental health; OR, odds ratio.

FIGURE 1. Quarterly rates of new-onset mental health diagnoses for combat amputee and polytrauma patients.

J Orthop Trauma � Volume 0, Number 0, Month 2012 Health Outcomes of Amputee and Nonamputee Patients

� 2012 Lippincott Williams & Wilkins www.jorthotrauma.com | 5

Copyright ª Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



emphasizes the need for further scientific and clinical study to
elucidate why amputees and nonamputees share similar odds
for certain acute and chronic wound infections.

Amputees had increased rates of any mental health
diagnosis relative to nonamputees, including nonorganic sleep
and pain disorders and postconcussion syndrome (Tables 3
and 5). Onset of these disorders occurred primarily during the
first year post injury (Figure). This finding reinforces the impor-
tance of early and/or aggressive therapies to mitigate the
effects of these disorders. Amputees and nonamputees had
similar rates of adjustment, anxiety, and substance abuse dis-
orders. The present results also demonstrated that combat
amputees had decreased PTSD rates compared with nonampu-
tees. A full analysis of the likely multiple factors responsible for
this effect was beyond the scope of the present study. We are
currently investigating postinjury care factors of amputees
(eg, battlefield pain medications and/or subsequent rehabilita-
tion therapies) that may be protective against early PTSD
development.18–20

In the weeks and months after injury, amputees used
outpatient clinical services more than nonamputees. This
finding is consistent with the goals of the Amputee Care
Program2 to provide amputees with timely and structured
access to rehabilitation, pain management, psychiatric care,
peer support, and rapid transition to activity through advanced
prostheses and physical therapies. The present findings sug-
gest early medications, and physical and/or psychological
rehabilitation therapies may reduce the likelihood of certain
mental health disorders, at least by comparison with other
serious extremity injury patients.9,18,19

The strengths of this study include a relatively large
sample of combat amputees (n = 382) and nonamputee
extremity injury patients (n = 274) injured in Iraq or Afghani-
stan. Injury and health outcomes data sources were based on
objective clinical medical records including in-theater medi-
cal facilities.14 These databases facilitated longitudinal track-
ing of a wide range of health outcomes for relatively large
samples of combat extremity injury patients.

A limitation of this study was the abbreviated follow-up
period due most commonly to a patient’s discharge from mili-
tary service. Although 90% of both groups had data available for
the first year post injury, there was 50% attrition by 18 months.
However, the major conclusions for physical/mental health out-
comes were based on data from the first year post injury when
subject attrition was relatively low for both groups. The absolute
rates of some complications (DVT/PE and HO) were lower than
previous reports.11,12 However, the present conclusions were
based on amputee versus nonamputee group comparisons and
were consistent with previous research.9,11 Absolute rates of
other complications (phantom limb syndrome, osteomyelitis,
and infections) were consistent with previous studies.4,10,21

We are currently collaborating with Naval Medical
Center San Diego’s Department of Orthopaedic Surgery on
specific identification of patients with leg-threatening injuries
for comparison to combat amputees.17 The EMED14 now
provides accessible data from far forward battlefield care
facilities including descriptions of combat extremity injuries
(eg, complex fractures) necessary to identify leg-threatening
injuries.18

CONCLUSIONS
Amputees had increased rates of most adverse physical

outcomes (infections, anemia, and DVT/PE) but similar rates
of certain postinjury complications such as osteomyelitis
and nonhealing wounds. Amputees also had substantially
increased rates of mental health disorders related to pain,
sleep, and postconcussion syndrome. However, the odds of
PTSD were reduced by approximately 50% relative to
nonamputees. Amputees used outpatient clinical services
significantly more than nonamputees.

Thorough knowledge of the type and frequency of
adverse health outcomes is important for military orthopaedic
surgeons and the allied providers who manage patients with
extremity war injuries. The present results provide insight to
clinicians and those who seek to understand and improve
health outcomes through research. Finally, to our knowledge,
this is the first study to suggest how early physical and mental
health outcomes of amputees may be unique by comparison
to a carefully selected group of patients with serious extremity
injuries not resulting in loss of limb.

REFERENCES
1. Collinger J, Grindle GG, Heiner C, et al. Roadmap for future amputee

care research. In: Pasquina PF, Cooper RA, eds. Care of the Combat
Amputee. Washington, DC: Borden Institute, Walter Reed Army Medical
Center; 2009:731–739.

2. Potter BK, Scoville CR. Amputation is not isolated: an overview of the
U.S. Army Amputee Care Program and associated amputee injuries.
J Am Acad Orthop Surg. 2006;14:S188–S190.

3. Murray CK, Wilkins K, Molter NC, et al. Infections in combat casualties
during Operations Iraqi and Enduring Freedom. J Trauma. 2009;66
(suppl):S138–S144.

4. Murray CK, Hsu JR, Solomkin JS, et al. Prevention and management of
infections associated with combat related extremity injuries: Clinical
Practice Guidelines Consensus Conference. J Trauma. 2008;64(suppl):
S239–S251.

5. Doucet JJ, Galarneau MR, Potenza BM, et al. Combat versus civilian
open tibia fractures: the effect of blast mechanism on limb salvage.
J Trauma. 2011;70:1241–1247.

6. Horgan O, MacLachlan M. Psychosocial adjustment to lower-limb
amputation: a review. Disabil Rehabil. 2004;26:837–850.

7. Isaacson BM, Weeks SR, Pasquina PF, et al. The road to recovery and
rehabilitation for injured service members with limb loss: a focus on Iraq
and Afghanistan. US Army Med Dep J. 2010; 31–36.

8. Covey D, Aaron RK, Born CT, et al. Orthopedic war injuries: combat
casualty to definitive treatment a current review of clinical advances,
basic science and research opportunities. Instr Course Lect. 2008;57:
65–86.

9. Melcer T, Walker GJ, Galarneau M, et al. Midterm health and personnel
outcomes in recent combat amputees. Mil Med. 2010;175:147–154.

10. Yun HC, Branstetter JG, Murray CK. Osteomyelitis and military person-
nel wounded in Iraq and Afghanistan. J Trauma. 2008;64:S163–S168.

11. Forsberg JA, Pepek JM, Wagner S, et al. Heterotopic ossification and
high-energy wartime extremity injuries: prevalence and risk factors.
J Bone Joint Surg Am. 2009;91:1084–1091.

12. Goff BJ, McCann TD, Mody RM, et al. Medical issues in the care of the
combat amputee. In: Pasquina PF, Cooper RA, eds. Care of the Combat
Amputee. Washington, DC: Borden Institute, Walter Reed Army Medical
Center; 2009:731–739.

13. Wain HJ, Bouterie A, Oleshansky M. Psychiatric intervention for the
orthopedically injured. In: Pasquina PF, Cooper RA, eds. Care of the
Combat Amputee. Washington, DC: Borden Institute, Walter Reed Army
Medical Center; 2009:265–275.

14. Galarneau MR, Hancock WC, Konoske P, et al. The Navy-Marine Corps
Combat Trauma Registry. Mil Med. 2006;171:691–697.

Melcer et al J Orthop Trauma � Volume 0, Number 0, Month 2012

6 | www.jorthotrauma.com � 2012 Lippincott Williams & Wilkins

Copyright ª Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



15. Eastridge BJ, Jenkins D, Flaherty S, et al. Trauma system development in
a theater of war: experiences from Operation Iraqi Freedom and Opera-
tion Enduring Freedom. J Trauma. 2006;61:1366–1372.

16. Copes WS, Champion HR, Sacco WJ, et al. The Injury Severity Score
revisited. J Trauma. 1998;28:69–77.

17. Larson GE, Highfill-McRoy RM, Booth-Kewley S. Psychiatric
diagnoses in historic and contemporary military cohorts: combat
deployment and the healthy warrior effect. Am J Epidemiol. 2008;167:
1269–1276.

18. MacKenzie EJ, Bosse MJ. Factors influencing outcome following limb-
threatening lower limb trauma: lessons learned from the lower extremity

assessment project (LEAP). J Am Acad Orthop Surg. 2006;14(Spec No.):
S205–S210.

19. Holbrook TL, Galarneau MR, Dye JL, et al. Morphine use after combat
injury in Iraq and post-traumatic stress disorder. N Engl J Med. 2010;
362:110–117.

20. Gil S, Caspi Y, Ben-Ari IZ, et al. Does memory of a traumatic event
increase the risk for posttraumatic stress disorder in patients with traumatic
brain injury? A prospective study. Am J Psychiatry. 2005;162:
963–969.

21. Ketz AK. Pain management in the traumatic amputee. Crit Care Nurs
Clin North Am. 2008;20:51–57.

J Orthop Trauma � Volume 0, Number 0, Month 2012 Health Outcomes of Amputee and Nonamputee Patients

� 2012 Lippincott Williams & Wilkins www.jorthotrauma.com | 7

Copyright ª Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



REPORT DOCUMENTATION PAGE 
 

 

The public reporting burden for this collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data 
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other 
aspect of this collection of information, including suggestions for reducing the burden, to Washington Headquarters Services, Directorate for Information Operations and Reports, 
1215 Jefferson Davis Highway, Suite 1204, Arlington, VA 22202-4302, Respondents should be aware that notwithstanding any other provision of law, no person shall be subject 
to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB Control number. PLEASE DO NOT RETURN YOUR FORM TO 
THE ABOVE ADDRESS. 
1. REPORT DATE (DD MM YY) 

05 02 10 
2. REPORT TYPE 

Journal  publication 
3. DATES COVERED (from – to) 

2008–2010 

4. TITLE     Short-term Physical and Mental Health Outcomes for Combat 
Amputee and Nonamputee Extremity Injury Patients 

5a. Contract Number:  
5b. Grant Number:  
5c. Program Element Number:  
5d. Project Number:  
5e. Task Number:  
5f.  Work Unit Number: 60332 

6. AUTHORS   Ted Melcer, G. Jay Walker, V. Franklin Sechriest II,  Michael 
Galarneau, Paula Konoske, & Jay Pyo 
7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) 

Commanding Officer 
Naval Health Research Center 
140 Sylvester Rd 
San Diego, CA 92106-3521 

 

8. PERFORMING ORGANIZATION REPORT 
NUMBER 

 
  Report No. 10-24 

 
8. SPONSORING/MONITORING AGENCY NAMES(S) AND ADDRESS(ES) 

Commanding Officer                            Commander 
Naval Medical Research Center           Navy Medicine Support Command 
503 Robert Grant Ave                           P.O. Box 140 
Silver Spring, MD 20910-7500             Jacksonville, FL 32212-0140 

10. SPONSOR/MONITOR’S ACRONYM(S) 
NMRC/NMSC 

11. SPONSOR/MONITOR’S REPORT 
NUMBER(s) 
 

12. DISTRIBUTION/AVAILABILITY STATEMENT 
Approved for public release; distribution is unlimited. 

13. SUPPLEMENTARY NOTES 
 

14. ABSTRACT 
 
Introduction: Recent combat amputees injured in the Afghanistan and Iraq wars have unique injuries and 
challenges during rehabilitation. This study evaluated amputee outcomes with those of nonamputee 
polytrauma and minor injury patients.  
Method: Combat amputees and nonamputee polytrauma and minor battle injury groups were identified 
retrospectively in military health databases and followed for 2 years postinjury. Polytrauma patients were 
selected to match amputee injury and demographic profiles. Outcomes data were diagnostic/procedure codes 
recorded longitudinally in the databases. 
Results: Amputees had increased risk of numerous complications (e.g., infections, heterotopic ossification) and 
certain types of mental health disorders, and increased use of outpatient clinics compared with polytrauma 
patients. The odds of any mental health diagnosis and adjustment disorder doubled among amputees versus 
polytrauma patients. However, amputees had reduced odds of posttraumatic stress disorder by approximately 
one half compared with polytrauma patients, and these groups did not differ significantly in odds of mood or 
anxiety disorders. Both amputee and polytrauma groups showed increased rates of all mental health disorders 
versus minor injury patients. 
Conclusions: Recent combat amputees have substantially increased risk for numerous complications and 
certain psychological disorders versus nonamputee polytrauma patients. Postinjury care factors may facilitate 
initial psychological recovery and rehabilitation of recent combat amputees. 
 
15. SUBJECT TERMS 

combat amputee and polytrauma patients, complications, PTSD, mental health diagnoses, health care use 
16. SECURITY CLASSIFICATION OF: 17. LIMITATION 

OF ABSTRACT 
UNCL 

18. NUMBER 
OF PAGES 

9 

18a. NAME OF RESPONSIBLE PERSON 
Commanding Officer a. REPORT 

UNCL 
b. ABSTRACT 

UNCL 
c. THIS PAGE 

UNCL 18b. TELEPHONE NUMBER (INCLUDING AREA CODE) 
COMM/DSN:  (619) 553-8429 

Standard Form 298 (Rev. 8-98) 
Prescribed by ANSI Std. Z39-18 

 


	Rpt 10-24, SF298.pdf
	REPORT DOCUMENTATION PAGE
	2008–2010
	Journal submission
	140 Sylvester Rd
	San Diego, CA 92106-3521
	Commanding Officer                            Commander
	Naval Medical Research Center           Navy Medicine Support Command
	10. SPONSOR/MONITOR’S ACRONYM(S)
	11. SPONSOR/MONITOR’S REPORT NUMBER(s)


	10-24, SF298_FINAL.pdf
	REPORT DOCUMENTATION PAGE
	2008–2010
	Journal  publication
	140 Sylvester Rd
	San Diego, CA 92106-3521
	Commanding Officer                            Commander
	Naval Medical Research Center           Navy Medicine Support Command
	10. SPONSOR/MONITOR’S ACRONYM(S)
	11. SPONSOR/MONITOR’S REPORT NUMBER(s)





