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surgery and is board certified by the 
American Board of Podiatric Surgery. 
He is a fellow and associate profes-
sor in the Academy of Ambulatory 
Foot and Ankle Surgery. He has a 
particular interest in exposing the 
podiatric medical community to the 

use of minimally invasive 
foot surgery. He believes 
that combining the skills of 
both traditional and min-
imally invasive surgical 
techniques has the poten-
tial for improved outcomes.
 Tip Sullivan, DPM is 
past president of the Mis-
sissippi Podiatric Medical 
Association and was the 
first podiatric surgeon to 
become board certified in 
Mississippi in 1990. He also 
was the developer, builder 
and owner of the first single 
specialty outpatient surgery 

center for podiatry in Mississippi.
 George Wallace, DPM is the 
chair of the Podiatry Department at 
University Hospital, Newark, NJ, a 
level one trauma center and the pri-
mary teaching hospital of Rutgers 
New Jersey Medical School. He also 

It often has been said that a po-
diatric surgeon who claims to 
not have surgical complications 
is simply not performing that 
many surgeries. Surgical com-

plications unfortunately occur to a 
certain extent in all podiatric surgical 
practices. Recognizing and 
handling them in a swift 
and effective manner is one 
of the true measures of a 
podiatric surgeon’s ability. 
The causes of surgical com-
plications are widespread—
from surgical expertise, 
patient compliance, and in-
fection to neurologic injury, 
surgical settings, and prob-
lems of structural deficit. 
Of course, knowing how to 
counsel patients who are 
experiencing these compli-
cations is a necessary skill 
unto itself.
 Podiatry Management Magazine 
has asked five leading podiatric sur-
gical educators to discuss this as-
pect of surgical practice. Each has 
generously offered advice on how 
to deal with the full measure of un-
wanted events stemming from podi-
atric surgery.

 Joining this roundtable panel:
 Andrew J. Meyr, DPM is asso-
ciate professor in the Department of 
Surgery at Temple University School 
of Podiatric Medicine, podiatric di-
rector of the Temple University Hos-
pital Limb Salvage Center, and assis-

tant residency director of the Temple 
University Hospital Podiatric Surgical 
Residency Program.
 Don Peacock, DPM is in private 
practice in his hometown of White-
ville, North Carolina. He has been 
in practice for eighteen years. He 
was traditionally trained in podiatric 

Our experts discuss dealing with less than perfect results.

Podiatric Surgical 
Complications
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were just not given detailed written 
instructions that might mitigate com-
plications. I do feel that very minor 
complications are a known product 
of foot and ankle surgery and are not 
a direct result of any of the factors 
mentioned.

 Wallace: A turn of the century 
surgeon was quoted as saying that 
complications are a fact of life that 
every surgeon must face. In other 
words, if one doesn’t want any com-
plications, one should not do sur-
gery. A well-trained surgeon with 
total patient compliance can still 
have a complication. I believe the 
keys lay in recognition. Once one rec-
ognizes that a complication is occur-
ring, then it’s time to tell the patient 
and offer practical solutions.

 Meyr: I try to blame myself for 
surgical complications as much as 
possible. It’s certainly relatively eas-

serves as the medical director of the 
hospital’s Ambulatory Care Center, 
which houses all of the outpatient 
clinics.
 Lowell Weil, Sr., DPM is man-
ager and CEO of the Weil Foot & 

Ankle Institute, Weil Foot-Ankle & 
Orthopedic Institute, Regenerative 
Pain Center, and Regenerative Sur-
gery Center. He is editor in chief, 
emeritus, Journal of Foot & Ankle 
Surgery and is past president, Amer-
ican Board of Foot & Ankle Surgery 
and American College of Foot & 
Ankle Surgeons.

PM: In your estimation, 
what factors (e.g., level of 
surgical expertise, appro-
priate surgical settings, 
patient compliance, etc.) 

predominately lead to encountering 
surgical complications, and how can 
they be mitigated?

 Weil: In my opinion, the number 
one factor is surgical expertise. It is 
the predominant factor. As for appro-
priate settings, many of us have oper-
ated in distressed countries under the 
worst conditions and have seen the 
complication rate to be marginal. The 
second factor would be patient com-
pliance. We often see patients who 

If one doesn’t want any complications, 
one should not do surgery.

—Wallace

Complications (from page 85)
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There are certain things that I have 
learned to do to ameliorate complica-
tions during those times. Here are my 
recommendations during all stages of 
the period following surgery.
 Pre-operatively, I spend time 
with the patient, and whoever else 

ier to blame external factors or label 
patients as being non-compliant, but, 
in a lot of cases, that’s taking the 
easy way out. It doesn’t help my own 
self-education/improvement nor stop 
me from making a similar mistake in 
the future. I would say that surgical 
complications generally fall into one 
of three broad categories: improper 
patient selection, improper surgical 
course, and simply because “stuff 
happens”.
 Both experienced and inexperi-
enced surgeons are at risk for im-
proper patient selection. Inexperi-
enced surgeons may generally be a 
little more at risk for matching the 
wrong patient to a given surgical in-
dication, but experienced surgeons 
may also be at risk for trying to shoe-
horn the wrong patient into a surgi-
cal procedure, one with which they 
feel more comfortable.
 Generally, all podiatric surgeons 
tend to under-appreciate certain risks 
inherent to the patients. I usually 
assure my patients that “no one has 
ever died from a bunion before” 
when those patients choose to un-
dergo surgery. Specifically, however, 
primarily based on Wukich’s work, 
it is relatively rare that I recommend 
elective surgery for diabetic patients 
with an HbA1c over 8%, for example 
(Pubmed ID#: 21816974). It’s just not 
worth the risk in my practice. Simi-
larly, it is relatively rare that I recom-
mend major rearfoot reconstructions 
for patients with a BMI greater than 
40. In truth, I know that orthopedists 
normally don’t recommend total joint 
arthroplasty in patients who are mor-
bidly obese because of the associated 
risks, and I feel the same way about 
applying those restrictions upon pro-
cedures on the foot.
 Lastly, I prefer to blame my own 
patient education technique and 
ability before labeling a patient as 
non-compliant.

 Sullivan: Generally I would say 
that non-compliance, by far, is the 
most common factor in post- opera-
tive complications. The only way that 
I have found to decrease the com-
pliance problem involves spending 
time with the patient and explaining 

as many of the peri-operative issues 
as possible. All patients say that they 
will be compliant before surgery, but 
few are. It makes sense to me that a 
discussion about post-operative com-
plications and solutions should be 
divided into stages, similar to how 
we divide wound healing into stages. 

ROUND TABLE
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well prepared to deal with the pa-
tient who is experiencing a problem. 
I feel that preparation for dealing 
with the human element of complica-
tions should begin before the surgery 
with good patient preparation. When 
complications do occur, I recom-
mend being honest as well as com-
passionate.with the patient. Finally, 
I recommend having a good team of 
other specialists who can be depend-
ed upon to help with complications, 

especially when those complications 
are outside of one’s knowledge or 
scope of practice.

PM: How do you determine 
whether a post-operative 
infection needs hospitaliza-
tion in lieu of continued 
out-patient treatment?

 Meyr: Although they are specifi-
cally designed for the diagnosis and 
treatment of diabetic foot infections, 
I generally use the Infectious Disease 
Society of America (IDSA) recom-
mendations when making decisions 
with infections in the foot (Pubmed 
ID#: 22619242). They point out how 
expensive in-patient hospital admis-
sion is, and how there really needs 
to be a good reason to bring someone 
in-house. Based on their categories 
and definitions of “mild,” “moder-
ate,” and “severe” for foot infections, 
they generally recommend that only 
“moderate” (defined as cellulitis ex-
tending >2cm, lymphangitic streak-
ing, spread beneath the superficial 
fascia, deep-tissue abscess, gangrene, 
or involvement of muscle/tendon/
bone/joint) or “severe” infections 
(defined as patients with systemic 
toxicity or metabolic instability) re-
quire hospitalization. I like their defi-
nition of “moderate” infections be-
cause it highlights anatomy, and the 
likely need for surgical intervention. 
If I’m bringing someone into the hos-

is going to help them following the 
procedure. I assure the patient of my 
years of experience and that I will 
handle any problems that may come 
up. I make sure they know that I can 
be contacted at all times following 
the operation. I also always ask the 
patient what type of pain medicine 
has worked in the past, and prepare 
the patient for the worst in terms of 
pain, with the patient often return-
ing saying the pain was not as bad 
as expected. I make sure to coordi-
nate with other physicians involved 
regarding medical issues, have the 
patient get post-op medications be-
fore the day of surgery, make sure 
that the patient knows how to use 
crutches or other devices prior to the 
surgery, and overall explain to the 
patient not to expect to have a perfect 
foot after surgery, but a better one.
 Intra-operatively, I believe that 
procedural choice is crucial. I believe 
in doing appropriate surgeries at the 
appropriate locations. For example, 
my rule of thumb is that all bone 
surgeries are done in the operating 
room, not office. Likewise, I feel that 
the people that I work with can make 
or break my surgical success. Ac-
cordingly, I recommend performing 
foot surgery only at a facility with 
members who are familiar with in-
struments and personal preferences. 
I always visually watch the prep and 
draping, even if I do not personal-
ly participate. I recommend using 
some sort of intra-operative imag-
ing technique to confirm fixation be-
fore breaking sterile field to ensure 
surgeon’s satisfaction. I recommend 
closing under a wet field. I have done 
this both ways over the years and 
find that getting good hemostasis in 
the operating room on closure reduc-
es edema greatly. When balancing 
a slightly longer surgery time with 
the difference this makes in reducing 
post-operative edema, the increased 
surgical time is justified by the im-
proved results.
 Immediately post-op, I use the 
mantra: elevate, medicate, and re-
frigerate. These instructions should 
be beaten into the patient as well as 
the patient’s significant other, who 
will be helping care for them in the 

post-op period. I make sure that the 
person helping post-operatively is 
physically present at all times with 
the patient until the local anesthetic 
wears off. In medically appropriate 
cases, I try to incorporate a multi-
modal approach to pain manage-
ment. I usually combine narcotics, 
anti-inflammatory, and anti-nausea 
medications, which usually aid in 
sleep. I personally call the patient on 
post-operative day 2-3, and ask about 

potential complication signs. I have a 
routine set of a post-operative ques-
tions. I will often call the patient the 
night of the surgery, especially when 
the patient lives out of town to make 
sure the patient got home without 
a problem. I must emphasize that I 
never hesitate to seek medical help if 
there is a suspicion of a problem.
 Later on, in the post-operative 
period, I usually find the patient 
starting to feel better and tending to 
be over-active. I generally keep the 
patient, even with a tiny draining 
wound at one week, on either local 
wound care or antibiotics, depending 
on his/her medical status and clini-
cal appearance. At this point, I rec-
ommend being straightforward with 
the patient if there is a problem with 
healing, developing a plan, and shar-
ing it with the patient. I always advise 
that the doctor take out the sutures/
staples. I don’t like delegating that to 
a nurse. At the very least, I recom-
mend sitting and talking to the patient 
as the sutures or staples come out.
 Only after several weeks later do 
I assess the choice of procedure/s 
that were made. During this period, 
I try to tell the patient what I feel are 
good points in the surgery and which 
points that I am not as happy with, 
again pointing out that there is no 
such thing as perfect surgery.
 In summary, I believe that podi-
atric surgeons are all trained to care 
for post-operative complications from 
a technical standpoint, but are not 

I generally use the Infectious Disease Society 
of America (IDSA) recommendations when making 

decisions with infections in the foot.—Myer
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pital, it is almost always because they need some type of 
urgent surgical intervention, whether it be a decompres-
sion, debridement, or revision.

 Wallace: I subscribe to the following criteria for 
in-hospital management of a post-operative infection: 
failure of oral antibiotic management, systemic signs 
of an infection, cellulitis more than 2 cm from the site, 
lymphangitis, lymphadenopathy, dehiscence with ex-
posed hardware, wound probing to bone, gas in the 
tissue, acute osteomyelitis, and an abscess requiring inci-
sion and drainage. Whenever one is in doubt of whether 
or not to hospitalize, I recommend that one take the more 
conservative route, which would be to admit the patient.

 Weil: I was very fortunate to have a brother-in-law 
who was an infectious disease physician and dean of a 
medical school. His advice for me was to not just treat 
an infection, but to attack an infection. If a post-opera-
tive patient has an obvious cellulitis with a fever of 100 
degrees or greater, I would typically perform an incision 
and drainage procedure in the office, culture the wound 
and admit the patient to the hospital for intravenous 
antibiotics and further debridement as necessary. I find 
that three-to-four days should be sufficient for a healthy 
patient. Moreover, I always advise calling in an infectious 
disease physician to choose the antibiotic based on the 
culture that I have provided.

 Peacock: I believe that most post-operative foot 
infections are easily handled in the outpatient setting. 
This would include, for the most part, all of our healthy 
patients and uncomplicated diabetics. The need for hospi-
talization is more likely to occur with patients exhibiting 
significant comorbidities at the outset. These patients 
raise the red flag for hospitalization.

PM: What recommendations do you have for 
patients who demonstrate signs and symptoms 
of post-operative complex regional pain syn-
drome, aka CRPS?

 Weil: Our policy with a patient with signs and symp-
toms of complex regional pain syndrome is that the 
patient should first be made aware of the condition and 
told that it is not the fault of the patient, but rather that 
the body sometimes acts in strange ways. If it is very 
early and newly diagnosed by us, we recommend phys-
ical therapy, low-level pain medication and counseling 
to keep the limb active. If the condition has been present 
for some time, a referral to a pain specialist is the more 
favorable course.

 Peacock: I, too, believe that it’s important to recog-
nize this complication as early as possible. In the early 
stages, medications such as anti-inflammatories, opioid 
pain medications, antidepressants and anticonvulsants 

Complications (from page 88)
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 I generally become suspicious 
for CRPS when my patient displays 
any type of autonomic dysfunction. I 
measure a lot of skin temperatures in 
my practice with comparison to the 
contralateral extremity, and will often 
ask patients to carefully pay attention 
to their limbs in the shower to evalu-
ate for swelling/color changes when 
in different water temperatures.
 If I become at all suspicious in 
the early post-operative course, than 
I forego cast immobilization and 
carefully initiate range of motion ex-
ercises as early as humanely possi-
ble. This takes a lot of patient educa-
tion and trust certainly, but I’d much 
rather get them moving than contin-
ue rigid immobilization.

 Sullivan: CRPS/RSD in my prac-
tice seems to be less common these 
days as opposed to fifteen years ago. 
It seems like the symptom of intrac-
table pain out of proportion is more 

are effective. I tend to use Zonegran 
100 mg qhs in patients who display 
unusual neurological symptoms fol-
lowing surgery. This medication has 

several advantages, including the 
side-effect of euphoria or a feeling of 
calmness. Nerve blocking injections 
are effective as well as the use of 
TENS units. I also prefer to use local 
anesthetic in combination with Sara-
pin in patients who experience un-

usual nerve pain following surgeries.

 Meyr: This is relatively easy for 
me because I can throw a rock in 
any direction working in downtown 
Philadelphia and hit some type of 

pain management center, but early 
referral is certainly important when 
dealing with CRPS. I don’t view this 
as a condition that I would treat pri-
marily, but it is one that I need to 
recognize and diagnose as soon as 
possible.

Our policy with a patient with signs and symptoms 
of complex regional pain syndrome is that the patient 
should first be made aware of the condition and told 

that it is not the fault of the patient, but rather that the 
body sometimes acts in strange ways.—Weil, Sr.
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heart attack; after one gets a quick 
history of the location of the pain, 
these patients are urged to immedi-
ately go to the emergency room to 
have a diagnostic ultrasound to rule 
it out. I always recommend explain-
ing the urgency of the situation. I am 
fond of saying that the hope is that I 
am wrong in presuming a clot, but if 
not, a positive finding will most like-
ly save that patient’s life.
 As far for acute compartment 
syndrome, this condition is not or-
dinarily seen without a history of 

severe trauma, but if that diagno-
sis happens to be made and there 
is severe swelling and pain, this is 
an emergency surgery in the hospi-
tal to decompress the muscles in-
volved. Actually, I have seen chronic 
compartment syndrome in athletes 
from time to time. Unlike its acute 
counterpart, this condition is not an 
emergency situation. If chronic, a 
muscle compartment fasciotomy is 
performed, once the diagnosis has 
been assured.

PM: What criteria do you 
use to determine whether 
implanted surgical hard-
ware needs to be removed 
or not?

 Sullivan: I make that determina-
tion dependent on what post-operative 
phase the patient is in. During the im-
mediate peri-operative/post-operative 
period, in the face of exposed hard-
ware with possible infection, I believe 
it’s time for hardware removal. Even 
this basic standard--if it looks infected 
take it out--which I was taught as a 
resident can be bent. Over the years, 
I have had several wound problems 
with exposed hardware and, only with 
the blessing of an infectious disease 
specialist, have treated the patients 
with intravenous antibiotics, local 
wound care to cover over the hard-

common, but the clinical signs of early 
CRPS/RSD (vascular instability, swell-
ing and limited motion) still are as rare 
as they have always been. For sev-
eral years CRPS was a popular diag-
nosis, but I don’t think the true inci-
dence has changed. It is extremely rare 
for me to see patients with late stage 
CRPS. When I have that patient with 
a different affect who is on multiple 
psych medications and has even the 
least hint of CRPS, I send for aggres-
sive physical therapy, and get a pain 
management consult, if there is no im-
provement within three to six weeks.

PM: How would you han-
dle patients with symptoms 
of post-operative deep ve-
nous thrombosis and com-
partment syndrome?

 Wallace: Anyone with symp-
toms of a post-operative deep ve-
nous thrombosis immediately is sent 
for noninvasive vascular studies. 
Post-operative patients are always 
asked about calf pain, and the calf 
is briefly examined. I like to offer 
the following analogy. Chest pain 
in the emergency room warrants an 
EKG even if the patient is just having 
indigestion from a really big meal. 
Likewise, symptoms or findings at 
the calf warrant immediate venous 
studies. If these tests turn out to be 
positive, then the patient is promptly 
referred for management.
 “Similarly” effective treatment for 
compartment syndrome falls under 
the rubric of index of suspicion. One 
should not necessarily wait for the 
five “P’s” of pain, pallor, pulseless-
ness, paresthesias and paralysis to 
be fully present in this condition, 
although the more P’s present, the 
greater probability of a compart-
ment syndrome. Pain out of propor-
tion upon manipulation of involved 
joints can point one in the direction 
of a compartment syndrome. Finally, 
measurement of intra-compartmen-
tal pressures are obtained as well as 
delta P values. A patient who has 
severe pain, forefoot edema, from a 
simple metatarsal fracture or some-
thing more, or a history of a crush 
injury, yet still has normal pressures, 

should be monitored closely with se-
quential pressure measurements.

 Meyr: I would consider both of 
these conditions beyond the scope of 
office treatment. Although I have di-
agnostic ultrasound in my clinic, I’m 
not going to diagnosis patients with 
a DVT myself, nor would I consider 
measuring compartment pressures in 
the office. These patients are referred 
to the emergency department of my 
hospital center, where I and my resi-
dents can keep close tabs on them.

 Peacock: I believe that foot surgery 
will rarely lead to deep venous throm-
bosis. Again, however, no surgery is 
without risk. The most devastating 
consequence of deep vein thrombosis 
following foot surgery is pulmonary 
embolism. It is estimated that less than 
one third of patients with deep vein 
thrombosis following surgery have 
classic signs. As a result of this fact, 
it’s important that one be certain to 
recognize which factors in the patient’s 
overall health may lead to this condi-
tion. In patients with these contribut-
ing factors, appropriate prophylaxis 
is recommended. Regarding that pa-
tient who is already being treated with 
anticoagulants, cooperation with the 
internist prior to the surgery is certain-
ly advisable. In a case where DVT is 
definitively diagnosed, treatment with 
heparin is the typical protocol. Post-op-
erative graded compression in such 
patients who may have a tendency to 
develop DVT is also a good idea, along 
with early ambulation.
 In the case of compartment syn-
drome, the only treatment, I feel, is 
to relieve the pressure in order to 
prevent neurological and circulatory 
damage. This would require deep fas-
cia release of the tissues.

 Weil: These are two different 
conditions and require different ac-
tions. Firstly, symptoms of deep vein 
thrombosis should be treated like a 

It is estimated that less than one third 
of patients with deep vein thrombosis following surgery 

have classic signs.—Peacock
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Determining hardware stability is re-
ally done via an intra-operative stress 
test, and I suspect that we are all 
different in our intra-operative evalu-
ations and decision-making.
 I like to say that I generally err on 
the side of caution and that if I judge 
some of the hardware to be unstable, 
then I consider it all to be unstable 
and remove it all. With that being 
said, however, if I were to judge the 
hardware to be stable, then I would 
be pretty aggressive with negative 
pressure wound therapy and synthet-
ic grafting to obtain coverage.

 Weil: I believe that the only rea-
son to remove hardware would be if 
it has loosened and is creating pain. 
This can be manifested in several 
ways. If the hardware has broken 
and there is a chance that it can in-
jure important soft tissue or protrude 
through the skin; if there is an infec-
tion in the area and there is noted 

ware, followed by either secondary 
healing of the skin or flap/graft. Later 
on, in the phase after normal bone 
healing has or should have occurred, 
when patients have specific point 
tenderness and/or a screw, plate, or 
pin becomes prominent and painful, I 
will take it out. Obviously, if there is 
a non-union which is being repaired, 
it must come out. I have also noticed 
that sometimes some patients describe 
a vague nagging pain which is not pin-
point and there is no radiographic ev-
idence of a problem. Often, I can per-
cutaneously take out the screw or pin, 
and like magic that pain resolves.

 Wallace: Internal fixation is re-
moved if, in the presence of an infec-
tion, it is loose. Certainly, removal 
creates an unstable osteotomy or frac-
ture which bacteria love, so stability 
has to be supplied, most likely with an 
external fixator. Generally, hardware 

can be removed if it starts to back out, 
if it causes pain, if the patient prefers, 
if the patient has an allergic reaction 
to the metal, or if osteomyelitis is sus-
pected as well as if implant failure is 
determined. Again, other modes of 
fixation would become necessary if 
osseous healing is not complete.

 Meyr: This is a tough topic, 
and one where we, as a profession, 
could really use a bit more evidence. 
I would say that I generally follow 
the recommendations of the South-
east Fracture Consortium (Pubmed 
ID#: 20360504), who state that hard-
ware can be safely retained until frac-
ture union if the hardware is stable 
and the infection is treated by other 
means. This specifically deals with 
acute fractures as opposed to elective 
reconstructions, but I think the same 
principles generally apply.
 I don’t know, however, how 
reliable we all are in determining 
whether hardware is stable or not. 

Complications (from page 92)
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based on the patient’s biomechanics, 
I am confident that one should rarely 
need to treat cuboid syndrome.
 In those patients who do experi-
ence cuboid syndrome, orthotics and 
Sarapin injections can be helpful.

 Sullivan: I have not had a case 
of post-operative cuboid syndrome 
since the papers came out by Barrett 
and Day, in the early 1990s, which 
advocated partial resection of the fas-
cia. I have, however, treated referred 
cases with intra-articular injection 
of local anesthetic and steroids, im-
mobilization, physical therapy, and 
cuboid paddings.

 Wallace: To begin, plantar fasci-
otomies are rare in my practice, with 
maybe only one or two of those pro-
cedures performed annually. When 
they are performed, they are done via 
an open, small medial incision ap-
proach with complete fascial release. 

loosening of the hardware; or if the 
hardware is prominent and irritable 
because of the lack of subcutaneous 
tissue to protect the skin, such as an 
old ankle fracture plate in a septua-
genarian with thin skin on the fibula. 
At the risk of sounding facetious, I 
think an invalid reason for hardware 
removal is to garner added revenue 
from the additional procedures af-
forded by doing it.

PM: How would you treat 
a patient with cuboid syn-
drome, following a plantar 
fasciotomy procedure?

 Weil: A complication of plantar 
fasciotomy resulting in cuboid pero-
neal syndrome is well known and oc-
curs in up to forty percent of patients 
undergoing that procedure. The con-
dition can take up to four months to 
resolve, but the great majority finally 

do get better. Knowing this, however, 
I recommend considering some of the 
alternatives such as partial plantar 
fasciotomy, extracorporeal shockwave 
treatment, which carries an eighty-
two percent success rate, platelet rich 
plasma, Topaz micro fasciotomy, and, 
of course, the mainstay of all podiat-
ric medicine, a good orthotic device.

 Peacock: This is a situation 
where an ounce of prevention is 
worth a pound of cure. Patients who 
have a flexible rearfoot and flexible 
forefoot are not good candidates for 
plantar fascial release. These patients 
do better with subtalar joint stenting 
for plantar fasciopathy. Many of our 
patients have a rigid rearfoot and a 
flexible forefoot, and these patients 
may do well with plantar fascia re-
leases, if the first ray has a normal 
supinatory end range motion. In 
other words, they do not reveal a 
hypermobile first ray. If one chooses 
patients for plantar fascial release 
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more importantly, provide treatment 
in a timely fashion. I agree that re-
ferral to a colleague is appropriate 
when one senses dissatisfaction from 
the patient and/or the post-operative 
treatment is not succeeding. I think 
that one should make sure to follow 
up with the referrals and obtain peri-
odic updates to be included in one’s 
medical records.

 Sullivan: Usually my staff is 
aware of a potential problem before I 
am. When experiencing a bad result, 

and an unhappy patient, I tell my 
staff to be as nice as possible, not 
to discuss the case with the patient, 
but rather have the patient ask me 
for answers to questions. When I am 
talking to the patient, I try to explain 
the problem using layman’s terms so 
that the patient will understand the 
problem. I also present my plan to 
ameliorate it. If I get the feeling that 
the patient is frustrated or, just as 
importantly, if I am frustrated, I ac-
knowledge the situation at hand and 
ask the patient if referral to someone 
else would be preferred.
 In finishing, I find that the major 
part of patient satisfaction all has to 
do with pre-operative planning and 
expectations. In cases where there 
was a complication due to unforesee-
able and/or unexpected occurrence, 
I feel that honesty is the best poli-
cy. In that way nobody loses sleep 
and whatever happens, happens. Ulti-
mately, the bad complications which I 
have seen are generally not within the 
scope of podiatry and are better han-
dled by the appropriate specialty. PM

I find, likewise, that cuboid syndrome 
is rare and, if it does occur, orthoses 
are prescribed. I believe I have seen 
this syndrome maybe only once or 
twice in a thirty-year plus career.

PM: What recommenda-
tions do you have for phy-
sicians and staffs when 
counseling patients who 
are experiencing surgical 

complications? At what point would 
you consider referral to another spe-
cialist or perhaps another podiatric 
colleague in your community?

 Meyr: My group recently pub-
lished a piece on the application of 
the five stages of grief to diabetic limb 
loss and amputation (Pubmed ID#: 
25128314), and we really learned a lot 
about physician-patient communica-
tion in the process. One of these stages 
is anger, and we found that patients 
become angry with physicians for fair-
ly predictable reasons. They almost 
always point toward a lack of trust 
with the physician and usually report 
that they were given misinformation 
throughout the process. This is the 
fault of physicians and speaks to an 
inability to effectively educate patients. 
I think the easiest way to mitigate this 
is simply by spending more time in 
the room answering questions. When 
I have a difficult patient who is expe-
riencing some type of complication, I 
almost always start the patient inter-
view by asking if the patient has any 
questions before I start talking. I ask if 
that patient has any questions anytime 
I talk for longer than thirty seconds, 
and I never leave the room until that 
patient explicitly tells me that I have 
answered all of the questions. Then, 
I certainly encourage the patient to 
write down any questions the patient 
may have and call me if any questions 
pop up. A patient having an under-
standing of what is going on with the 
process is less likely to be angry.
 I would consider referral before 
taking a patient back into the oper-
ating room for any type of revision 
that wasn’t obviously caused by gross 
patient non-compliance. If the revision 
is required at all because of my deci-
sion-making or surgical performance 

initially, then it can’t hurt to get anoth-
er opinion before I make still another 
decision. This is a confidence thing 
for me. I think those who are hesi-
tant to refer generally lack confidence, 
and are fearful of the unknown when 
sending a patient away for a second 
opinion. I am confident in my surgi-
cal decision-making and surgical abil-
ity, but that doesn’t mean that I don’t 
make mistakes or have complications. 
Complications are a part of surgery, 
and if one cannot mentally handle the 
fact that there will be complications, 

then one probably shouldn’t be in the 
operating room to begin with.

 Weil: The first recommendation I 
have is for the surgeon to show em-
pathy. I recommend telling the pa-
tient how badly the doctor feels about 
the situation and assure the patient 
that the doctor will do everything 
possible to get the problem resolved.
 I also recommend not pointing 
blame. The physician should not 
blame the patient for the problem--
such as, say, getting the bandage wet 
and creating further damage from 
walking through a swamp, which 
was clearly against medical advice 
and instructions, thereby making it 
the patient’s fault.
 Lastly, in the event of a poor re-
sult, I recommend that the physician 
address the patient directly about the 
current state of the condition and 
offer appropriate solutions; for exam-
ple, if a bunion has recurred, offering 
a less invasive procedure like tight-
ening up ligaments to get the toe in a 
straighter position. Furthermore, I do 
recommend not charging for the ad-
ditional revision and accepting insur-
ance as full payment as a concession.

 Wallace: This is one of the hard-
est jobs in the profession, to level 
with a patient that there has been 
a surgical complication. I think the 
earlier one does it, the better. One 
should offer cogent explanations and 

A patient having an understanding of what is going on 
with the process is less likely to be angry.—Myer
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