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Background: The current standard treatment used worldwide for management of congenital idiopathic clubfoot is serial 
casting by Ponseti method. Prior to 2006, standard treatment for congenital idiopathic clubfoot at Siriraj Hospital involved 
major soft tissue release by any of the following release techniques, modified posteromedial release, complete subtalar 
release, and posterior release.
Objective: To evaluate the complications and recurrence of deformity associated with treatment of congenital idiopathic 
clubfoot by Ponseti serial casting and major soft tissue release at Siriraj Hospital.
Material and Method: This retrospective review of medical charts and records was conducted in congenital idiopathic 
clubfoot patients who underwent primary treatment by either Ponseti serial casting or major surgical soft tissue release 
between 2000 and 2012 at Siriraj Hospital. Patient demographic, clinical, diagnostic, and surgical procedure-related data 
were reviewed. All associated complications were recorded and analyzed.
Results: One hundred sixty one patients were included, of which 46 had treatment by Ponseti method and 115 had treatment 
by major soft tissue release. In the Ponseti group, there were 26 males and 20 females (73 feet), with an average age at the 
beginning of treatment of 10.70 weeks (range 0.86 to 42.86). The complication rate was 17.8% (13 feet in 11 patients). The 
most common complications were cast loosening in four feet (5.48%) and cast-associated skin irritation in four feet (5.48%). 
In patients treated with Ponseti method, second surgery for recurrent deformity was performed in 26 feet (35.61%). In the 
soft tissue release surgical intervention group, there were 69 males and 46 females (171 feet), with an average age at the 
beginning of treatment at 52.05 weeks (range 9.86 to 248.71). The complication rate was 12.87% (22 feet in 18 patients). 
The most common complications were wound infection in nine feet (5.26%), followed by cast loosening in seven feet (4.09%). 
In soft tissue release patients, second surgery for recurrent deformity was performed in 26 feet (15.20%).
Conclusion: In this study, complication rates relating to clubfoot treatment by Ponseti serial casting and major soft tissue 
release were 17.8% and 12.87%, respectively. The two most common complications of Ponseti serial casting were cast 
loosening (5.48%) and cast-associated skin irritation (5.48%). The most common complication of major soft tissue release 
was wound infection (5.26%), followed by cast loosening (4.09%).
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 Congenital idiopathic clubfoot is a deformity 
that is characterized by equinus, hindfoot varus, forefoot 
and midfoot inversion, and adduction. When treated 
early and appropriately, considerable improvement can 
be anticipated. Incidence is one to six per 1,000 live 
births depending on race and region(1-4), and it is more 
common in males(5). The etiology of this condition 
remains elusive, but genetic aberrations(6), fetal 

development, and histological abnormalities(5,7) have 
been proposed.
 The goal of treatment is maintenance of 
flexible, plantigrade, and pain-free foot to the greatest 
achievable extent. Since the 1980’s, the most common 
and widely accepted treatment for congenital idiopathic 
clubfoot has been surgery involving major soft tissue 
release. However, this treatment method has fallen out 
of favor due to an unacceptably high prevalence of 
pain, stiffness, and degenerative arthrosis in long-term 
follow-up(8,9).
 Currently, the worldwide treatment of choice 
for management of congenital idiopathic clubfoot is 
the Ponseti method, which is a non-surgical technique 
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that involves manipulation and serial casting. Ponseti 
casting was officially introduced at Siriraj Hospital in 
2006. Syndromic clubfoot, neuromuscular clubfoot, 
and some neglected cases of clubfoot that present        
with very stiff deformity may require major surgery, 
such as modified posteromedial release or complete 
subtalar release. However, some authors have described 
some success in treating even these types of clubfoot 
with Ponseti serial casting(10-13).
 The objective of this study was to evaluate 
the complications and recurrence of deformity 
associated with treatment of congenital idiopathic 
clubfoot by Ponseti serial casting and major soft        
tissue release at Siriraj Hospital.

Material and Method
 This retrospective review of medical charts 
and records was conducted in congenital idiopathic 
clubfoot patients who underwent primary treatment  
by either Ponseti serial casting or major surgical soft 
tissue release between 2000 and 2012 at Department 
of Orthopaedic Surgery, Faculty of Medicine Siriraj 
Hospital, Mahidol University. Patients treated with 
major soft tissue release underwent one or more of the 
following procedures: modified posteromedial release, 
complete subtalar release, and/or posterior release.         
All consecutive Ponseti serial casting cases were 
followed-up for at least two years. Exclusion criteria 
included non-congenital idiopathic clubfoot, such as 
arthrogryposis multiplex congenita, cerebral palsy, 
myelodysplasia, or other syndromic clubfoot; failed 
previous surgical treatment; recurrent clubfoot; and 
incomplete medical data. The protocol for this study 

was approved by the Siriraj Institutional Review Board 
(SIRB). Written informed consent was waived due to 
the retrospective nature of this study.

Results
 Complications associated with both the 
Ponseti serial casting and major soft tissue release 
groups are shown as Table 1 and 2.
 Seventy-three feet in 46 patients (26 males 
and 20 females) were treated with Ponseti serial casting. 
Complications were observed in 13 feet in 11 patients 
(17.8%). Two feet had superficial wound infection 
following percutaneous tenotomy. All complications 
were minor. Secondary surgery for recurrent deformity 
was performed in 26 feet (35.61%) in 17 patients. 
Fourteen feet (19.25%) underwent open Achilles 
lengthening. Six feet (8.21%) underwent modified 
posteromedial release. The other cases underwent 
secondary surgery, as described in Table 3. Average 
time interval from completion of initial treatment to 
secondary surgery was 2.24 years (range 1.53 to 4.34).
 One hundred and seventy-one feet in                 
115 patients (69 males and 46 females) were treated 
with major soft tissue release. Sixty-one feet underwent 

Table 1. Demographic and clinical characteristics of patients who underwent Ponseti serial casting and major soft tissue 
release

Ponseti serial casting Major soft tissue release
Number of patients
 Male
 Female

       46
       26 (55.3)
       20 (44.7)

       115
         69 (60.0)
         46 (40.0)

Number of feet
 Right
 Left

       73
       38 (52.1)
       35 (47.9)

       171
         90 (52.6)
         81 (47.4)

Bilateral        27          56
Age at start of cast treatment (weeks)   10.70 (0.86-42.86)            -
Number of casts     5.58 (3-15)            -
Age at percutaneous tenotomy (weeks)   27.60 (6.71-62.43)            -
Age at major surgery (weeks)          -     52.05 (9.86-248.71)
Second surgery (feet)        26 (35.61)          26 (15.20)

Data presented as number (%) and mean (min-max)

Table 2. Complications associated with Ponseti serial casting

Complication Feet (%)
Cast loosening 4 (5.48)
Cast-associated skin irritation 4 (5.48)
Cast-associated pressure sore 3 (4.11)
Infection 2 (2.73)
Total 13 (17.80)
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modified posteromedial release, 59 with complete 
subtalar release, and 51 with posterior release. 
Posteromedial incision was used for posteromedial 
release and Cincinnati incision was used for both 
complete subtalar release and posterior release      
(Table 4). Complications were observed in 22 feet 

(12.86%) from 18 patients (Table 4). The only major 
complication observed was wound bleeding in one 
patient who underwent complete subtalar release.        
The other minor complications were observed during 
follow-up in 21 feet from 17 patients. Secondary surgery 
for recurrent deformity was performed in 26 feet 
(15.20%) from 18 patients. Seven feet underwent 
second surgical treatment via posteromedial release. 
The secondary surgical procedures used in the other 
cases are shown in Table 5. The average time interval 
from completion of initial treatment to secondary 
surgery was 1.65 years (range 0.8 to 3.06).

Discussion
 The Ponseti serial casting method is now used 
worldwide to treat congenital idiopathic clubfoot(9,14,15). 
Ponseti casting can also be used to treat syndromic         
or neurogenic clubfoot, but treatment outcomes are 
inferior to outcomes observed in congenital idiopathic 
clubfoot patients(10-13). Prior to 2006, all congenital 
idiopathic clubfoot cases treated at our center were 
treated with modified posteromedial release, complete 
subtalar release, or posterior release at patient age of 
9 to 12 months. It was common for surgery to be 
postponed until a more suitable time and/or the patient 
achieved an appropriate weight. Some patients were 
initially treated by serial casting until foot physiology 
and weight gain were sufficiently adequate for 
performing major surgery.
 At our center, Ponseti method was adopted  
as the treatment of choice for this condition in 2006. 
In this study, more than 80% (11 in 13 feet) of Ponseti 
technique-related complications were cast-related. All 
of the Ponseti cases with complications were performed 
between 2006 and 2007. As such, it can be suggested 
that these complications were learning curve-related. 
Many studies have reported success rates using the 
Ponseti technique of up to 90%(16). Some studies 
reported cast complication rates of 5 to 20%, which is 
comparable to the 17.8% we found in this study(17). 
Most complications were superficial soft tissue damage 
from the cast, such as skin irritation and/or pressure 
sore. In 2008, two feet in two patients had superficial 
wound infection from percutaneous tenotomy 
performed at outpatient clinic. After these two infections 
developed, all subsequent percutaneous tenotomy 
procedures were performed in the operating room.
 Even though some authors described 
persistent clubfoot coming from the accessory soleus 
muscle after percutaneous Achilles tenotomy(18-21), 
which did not find in this study. For Ponseti casting, 

Table 3. Procedures associated with second surgical 
treatment of Ponseti casting

Procedure Feet (%)
TAL 14 (19.18)
MPMR 6 (8.21)
TAL and posterior tibialis recession 3 (4.11)
Posterior release 1 (1.36)
TAL and SPATT 1 (1.36)
Plantar fascia release and SPATT 1 (1.36)
Total 26 (35.61)

TAL = tendo-Achilles lengthening; MPMR = modified postero-
medial release; SPATT = split anterior tibialis tendon transfer

Table 4. Complications associated with major soft tissue 
release

Complication MPMR CSR PR Feet (%); 
patients

Wound infection 2 4 3   9 (5.26); 7
Cast loosening 2 3 2   7 (4.09); 6
Cast breakage 0 0 3   3 (1.75); 2
Cast breakage and
 wound dehiscence 

0 2 0   2 (1.19); 2

Wound bleeding 0 0 1   1 (0.58); 1
Total 4 9 9 22 (12.87); 18

MPMR = modified posteromedial release; CSR = complete 
subtalar release; PR = posteromedial release

Table 5. Procedures associated with primary surgery with 
major soft tissue release and secondary surgical 
treatment for recurrent deformity

Primary surgery (feet) Secondary surgery (feet)
MPMR (6) TAL (4)

PR and SPATT (1)
PR and midfoot osteotomy (1)

CSR (3) TAL (3)
PR (17) MPMR (7)

PR (10)
Total (26) Total (26)

MPMR = modified posteromedial release; CSR = complete 
subtalar release; PR = posterior release; TAL = tendo-Achilles 
lengthening; SPATT = split anterior tibialis tendon transfer
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secondary surgery in this study was performed in          
26 feet (35.6%), and 8.22% (6 in 73 feet) of second 
surgery feet underwent modified posteromedial release. 
The remaining feet underwent minor foot surgery. This 
result is comparable to other studies, such as the study 
by Halanski et al(27), which had 37.5% recurrence. We 
postulate that this high rate of secondary surgical 
procedure may be related to the limitation of available 
high-quality braces, such as modified Dennis Brown 
splint, Mitchell-Ponseti brace(22), Markell brace(23), 
Steenbeek brace(24), Dobb’s dynamic clubfoot bar(25), 
and Kessler brace(26). We also had many cases that used 
uncomfortable locally made braces, which may have 
increased rates of brace non-compliance. Many authors 
have described unexpectedly high recurrence rates that 
range from 30 to 45% that are thought to be due to a 
failure by the patient’s family to comply with the 
protocol requirements of the brace program(22,25-28).
 In the major soft tissue release group, 
complications were found in 22 feet (12.8%). The 
majority of complications (9 feet in 7 patients) were 
surgery-related from wound infection, all of which 
could be treated with wound dressing and oral 
antibiotics. Kaewpornsawan et al(29,30) reported 5.94% 
of patients had wound infection after modified 
posteromedial release and 4.68% of feet had wound 
infection after modified posteromedial release or 
complete subtalar release. Other complications 
observed in our study were minor cast complications 
after surgery for maintaining the position of the foot. 
The number of cast complications was found to be 
lower serial casting technique. This was probably due 
to the fact that there was no cast force, because the foot 
was already in the plantigrade position after surgery. 
Hussain et al(31) reported that more than a half (56%) 
of patients developed toe swelling after surgery and all 
required cast splitting with bandage augmentation 
following suspected wound infection in four patients 
(13.3%). Halanski et al(27) reported 65.51% of patients 
having cast complications after major soft tissue release.
 This study did not find any toe swelling 
problems due to the fact that cast splitting was 
performed immediately after surgery. There were, 
however, some other cast-related complications, 
including cast loosening and cast breakage. Regarding 
secondary operation for recurrent deformity, 
Kaewpornsawan et al(29,30) reported a 2 to 6% rate of 
secondary surgical procedure at an average follow-up 
of 15 months. Halanski et al(27) reported secondary 
surgery rates of up to 30.43% in surgical soft tissue 
release at an average follow-up of 3.8 years. The 

present study found that 15.2% of feet required 
secondary procedure after soft tissue release, which is 
comparable to other studies.
 This study has some mentionable limitations. 
First, due to the retrospective nature of this study, some 
patient data may have been missing or incomplete. 
Second, we were not able to compare complications 
and recurrence between the two treatment methods  
due to differences in time (year of procedure) and 
numbers of patients.

Conclusion
 In this study, complication rates relating to 
clubfoot treatment by Ponseti serial casting and major 
soft tissue release were 17.8% and 12.87%, respectively. 
The two most common complications of Ponseti      
serial casting were cast loosening (5.48%) and cast-
associated skin irritation (5.48%). The most common 
complication of major soft tissue release was wound 
infection (5.26%), followed by cast loosening (4.09%).

What is already known this topic?
 The complication of clubfoot treatment either 
Ponseti serial casting or major soft tissue release could 
be found more than 10% of both.

What this study adds?
 Then main complication of Ponseti serial 
casting was cast complication which was quite high 
comparing to other study due to be included in the 
beginning time of Ponseti treatment in first a few years. 
The main complication of treatment via major soft 
tissue release is surgical wound infection.

Acknowledgement
 The authors gratefully acknowledge Prof. 
Panupan Songcharoen for scientific review and revision. 
The authors also thank Miss Siranart Kumpravat for 
assistance with statistical analysis.

Funding disclosure
 This research project was supported by a  
grant from the Faculty of Medicine Siriraj Hospital, 
Mahidol University.

Potential conflicts of interest
 None.

References
1. Bensahel H, Guillaume A, Czukonyi Z, Desgrippes 

Y. Results of physical therapy for idiopathic 



1196 J Med Assoc Thai  Vol. 99  No. 11  2016

clubfoot: a long-term follow-up study. J Pediatr 
Orthop 1990; 10: 189-92.

2. Boo NY, Ong LC. Congenital talipes in Malaysian 
neonates: incidence, pattern and associated factors. 
Singapore Med J 1990; 31: 539-42.

3. Bellyei A, Czeizel A. A higher incidence of 
congenital structural talipes equinovarus in 
gypsies. Hum Hered 1983; 33: 58-9.

4. Chotigavanichaya C, Leurmsumran P, Eamsobhana 
P, Sanpakit S, Kaewpornsawan K. The incidence 
of common orthopaedic problems in newborn            
at Siriraj Hospital. J Med Assoc Thai 2012; 95 
(Suppl 9): S54-61.

5. Cummings RJ, Davidson RS, Armstrong PF, 
Lehman WB. Congenital clubfoot. J Bone Joint 
Surg Am 2002; 84-A: 290-308.

6. Dietz F. The genetics of idiopathic clubfoot.         
Clin Orthop Relat Res 2002; 39-48.

7. Ippolito E, Ponseti IV. Congenital club foot in the 
human fetus. A histological study. J Bone Joint 
Surg Am 1980; 62: 8-22.

8. Ippolito E, Farsetti P, Caterini R, Tudisco C. Long-
term comparative results in patients with congenital 
clubfoot treated with two different protocols.           
J Bone Joint Surg Am 2003; 85-A: 1286-94.

9. Carroll NC. Clubfoot in the twentieth century: 
where we were and where we may be going in the 
twenty-first century. J Pediatr Orthop B 2012; 21: 
1-6.

10. Lourenco AF, Morcuende JA. Correction of 
neglected idiopathic club foot by the Ponseti 
method. J Bone Joint Surg Br 2007; 89: 378-81.

11. Spiegel DA, Shrestha OP, Sitoula P, Rajbhandary 
T, Bijukachhe B, Banskota AK. Ponseti method 
for untreated idiopathic clubfeet in Nepalese 
patients from 1 to 6 years of age. Clin Orthop Relat 
Res 2009; 467: 1164-70.

12. Khan SA, Kumar A. Ponseti’s manipulation in 
neglected clubfoot in children more than 7 years 
of age: a prospective evaluation of 25 feet with 
long-term follow-up. J Pediatr Orthop B 2010; 19: 
385-9.

13. Ayana B, Klungsoyr PJ. Good results after         
Ponseti treatment for neglected congenital 
clubfoot in Ethiopia. A prospective study of 22 
children (32 feet) from 2 to 10 years of age. Acta 
Orthop 2014; 85: 641-5.

14. Morcuende JA, Dolan LA, Dietz FR, Ponseti IV. 
Radical reduction in the rate of extensive 
corrective surgery for clubfoot using the Ponseti 
method. Pediatrics 2004; 113: 376-80.

15. Ponseti IV. Treatment of congenital club foot.         
J Bone Joint Surg Am 1992; 74: 448-54.

16. Jowett CR, Morcuende JA, Ramachandran M. 
Management of congenital talipes equinovarus 
using the Ponseti method: a systematic review.          
J Bone Joint Surg Br 2011; 93: 1160-4.

17. Baindurashvili A, Kenis V, Stepanova Y. Soft-
tissue complications during treatment of children 
with congenital clubfoot. EWMA J 2012; 12: 
17-9.

18. Kishta WE, Mansour EH, Ibrahim MM. The 
accessory soleus muscle as a cause of persistent 
equinus in clubfeet treated by the Ponseti method: 
A report of 16 cases. Acta Orthop Belg 2010; 76: 
658-62.

19. Chotigavanichaya C, Scaduto AA, Jadhav A, 
Otsuka NY. Accessory soleus muscle as a cause 
of resistance to correction in congenital club foot: 
a case report. Foot Ankle Int 2000; 21: 948-50.

20. Downey MS, Siegerman J. Accessory soleus 
muscle: a review of the literature and case report. 
J Foot Ankle Surg 1996; 35: 537-43.

21. Brodie JT, Dormans JP, Gregg JR, Davidson RS. 
Accessory soleus muscle. A report of 4 cases and 
review of literature. Clin Orthop Relat Res 1997; 
(337): 180-6.

22. Zionts LE, Frost N, Kim R, Ebramzadeh E, 
Sangiorgio SN. Treatment of idiopathic clubfoot: 
experience with the Mitchell-Ponseti brace.               
J Pediatr Orthop 2012; 32: 706-13.

23. Thacker MM, Scher DM, Sala DA, van Bosse HJ, 
Feldman DS, Lehman WB. Use of the foot 
abduction orthosis following Ponseti casts: is it 
essential? J Pediatr Orthop 2005; 25: 225-8.

24. Bouchoucha S, Smida M, Saied W, Safi H, Ammar 
C, Nessib MN, et al. Early results of the Ponseti 
method using the Steenbek foot abduction brace: 
a prospective study of 95 feet. J Pediatr Orthop B 
2008; 17: 134-8.

25. Chen RC, Gordon JE, Luhmann SJ, Schoenecker 
PL, Dobbs MB. A new dynamic foot abduction 
orthosis for clubfoot treatment. J Pediatr Orthop 
2007; 27: 522-8.

26. Kessler JI. A new flexible brace used in the Ponseti 
treatment of talipes equinovarus. J Pediatr Orthop 
B 2008; 17: 247-50.

27. Halanski MA, Davison JE, Huang JC, Walker CG, 
Walsh SJ, Crawford HA. Ponseti method compared 
with surgical treatment of clubfoot: a prospective 
comparison. J Bone Joint Surg Am 2010; 92:         
270-8.



J Med Assoc Thai  Vol. 99  No. 11  2016 1197

28. Dobbs MB, Rudzki JR, Purcell DB, Walton T, 
Porter KR, Gurnett CA. Factors predictive of 
outcome after use of the Ponseti method for the 
treatment of idiopathic clubfeet. J Bone Joint Surg 
Am 2004; 86-A: 22-7.

29. Kaewpornsawan K, Khuntisuk S, Jatunarapit R. 
Comparison of modified posteromedial release 
and complete subtalar release in resistant 

congenital clubfoot: a randomized controlled      
trial. J Med Assoc Thai 2007; 90: 936-41.

30. Kaewpornsawan K, Wongwerayut T. The results 
of modified posteromedial release in true     
clubfoot. Siriraj Hosp Gaz 2000; 52: 165-71.

31. Hussain S, Inam M, Arif M, Sattar A, Saeed M. 
Turco’s postero-medial release for congenital 
talipes equino-varus. GJMS 2007; 5: 51-4.

ภาวะแทรกซอนของการรกัษาโรคเทาปกุแตกาํเนดิแบบใสเฝอกดัดโดยวธิพีอนเซติกบัการผาตดัใหญแบบเลาะพงัผดืและ
เนื้อเยื่อ

จตุพร โชติกวณิชย, พีระจิตร เอี่ยมโสภณา, ธเนศ อริยะวัตรกุล, จาริกธรรม แซลิ้ม, กมลพร แกวพรสวรรค

ภูมิหลัง: ปจจุบันการรักษาโรคเทาปุกแตกําเนิดโดยวิธีสากล คือ การใสเฝอกดัดโดยวิธีพอนเซติ ในอดีตกอน พ.ศ. 2549 โรง
พยาบาลศิริราชไดทําการรักษาโรคเทาปุกดวยวิธีการผาตัดใหญโดยวิธีการเลาะพังผืดและเน้ือเยื่อ
วัตถุประสงค: ศึกษาภาวะแทรกซอนของการรักษาโรคเทาปุกแตกําเนิดดวยวิธีการใสเฝอกดัดโดยพอนเซติรวมถึงการผาตัดใหญ
โดยวิธีเลาะพังผืดและเนื้อเยื่อ สําหรับการรักษาครั้งแรก
วสัดแุละวธิกีาร: เปนการศกึษายอนหลงัจากเวชระเบยีนของกลุมผูปวยท่ีไดรบัการรกัษาโรคเทาปกุเปนครัง้แรก ระหวาง พ.ศ. 2543 
ถึง พ.ศ. 2555 โดยจะเก็บขอมูลการรักษา อายุ เพศ ภาวะแทรกซอนและการผาตัดซํ้า
ผลการศึกษา: รายงาน 73 เทา จากผูปวย 46 ราย เปน ชาย 26 ราย หญิง 20 ราย ไดรับการรักษาแบบใสเฝอกดัดโดยวิธี      
พอนเซต ิอายเุฉลีย่ทีเ่ริม่ตนการรกัษาคอื 10.7 สปัดาห (range 0.86-42.86) พบภาวะแทรกซอน 13 เทา (17.8%) ภาวะแทรกซอน
ที่พบมากที่สุด คือ เฝอกหลวม คิดเปน 4 เทา (5.48%) และมีการบาดเจ็บของผิวหนังสวนต้ืนจากเฝอกกดทับคิดเปน 4 เทา 
(5.48%) พบอัตราการผาตัดซํ้าคร้ังที่ 2 ทําใน 26 เทา (35.61%) รายงาน 171 เทา จากผูปวย 115 ราย เปน ชาย 69 ราย หญิง 
46 ราย ไดรบัการรกัษาแบบผาตดัใหญโดยวธิเีลาะพงัผดืและเนือ้เยือ่ อายเุฉลีย่ของการรกัษา 52.05 สปัดาห (range 9.86-248.71) 
พบภาวะแทรกซอน 22 เทา (12.87%) ภาวะแทรกซอนท่ีพบมากที่สุด คือ แผลติดเชื้อ คิดเปน 9 เทา (5.26%) รองลงมา คือ 
เฝอกหลวม คิดเปน 7 เทา (4.09%) พบอัตราการผาตัดซํ้าครั้งท่ี 2 ทําใน 26 เทา (15.20%)
สรุป: ในการศึกษานี้พบภาวะแทรกซอนของการรักษาเทาปุกแตกําเนิดดวยวิธีการใสเฝอกดัดโดยพอนเซนติก 17.8% และที่พบ
บอยที่สุด คือ เฝอกหลวมและมีการบาดเจ็บของผิวหนังสวนต้ืนจากเฝอกกดทับ สวนภาวะแทรกซอนจากการผาตัดใหญโดยวิธี 
เลาะพังผืดและเนื้อเยื่อ พบได 12.87% โดยพบแผลผาตัดติดเชื้อมากที่สุด


