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Abstract 
Several reasons for foot drop have been reported in literature. In recent years, innovations have been added associated with some current treatment methods. 
The study comprised 12 patients who presented with foot drop, with rarely seen or not previously encountered causes. The patients comprised 6 males and 6 
females with a mean age of 41.25 years (range, 18-72 years). The etiology of the foot drop which developed in the patients was after taking the peroneus longus 
tendon as autograft with a tendon stripper in 2 cases, after revision total knee arthroplasty in 1 case, after primary total knee arthroplasty in 2 cases, after a fall 
while playing football in 1, after injection in 3, secondary to bilateral compartment syndrrome in 1, after lying in a lateral position for a long time during a 
kidney operation in 1 and following a burn injury in 1 case. Of the total 12 patients, transfer of the tibialis posterior tendon to the anterior was applied in 4 
cases. Decompression and fasciotomy was applied to 2 cases. In 3 cases, surgical tendon transfer was recommended but the patients rejected this treatment. 
Conservative follow-up was applied to 3 cases. The 4 patients applied with tendon transfer returned to daily activities problem-free. In the 2 cases applied with 
decompression and fasciotomy, full sensory and motor functions returned to normal in the 15th and 16th week. The motor and sensory functions of the 3 
patients followed up conservatively returned to normal in the 14th-15th weeks. Foot drop is the result of an underlying problem rather than a disease per se. 
New treatment methods applied in orthopaedic surgery may cause the development of unusual foot drop. An awareness of these is necessary together with a 
detailed anamnesis, examination and laboratory tests to be able to determine the reason and plan treatment.  
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Introduction 

Foot drop is defined as a weakness or failure of function in 
the tibialis anterior, causing restricted functional 
movement, a slowing down of walking speed and an 
increased risk of falling [1,2]. Several reasons for foot drop 
have been reported in literature. These include diseases 
affecting the central nervous system, trauma, diseases 
affecting the peripheral nervous system and diseases or 
trauma affecting the muscle and tendon. Many reasons 
have been reported such as ganglion cyst in the proximal 
tibiofibular joint [3], motor cortex contusion [4], long-term 
lead intoxication [5], tight application of compression 
bandage [6,7], after lateral decubitus position [8] following 
dislocation reduction after total hip arthroplasty and gluteal 
haematoma [9,10], a complication of disc surgery [11], 
peripheral nerve entrapment [12,13], poorly administered 
injections (14], sciatic nerve pressure, piriformis syndrome 
[15], knee dislocations [16], following spinal and 
spinoepidural anaesthesia [17], paraspinal  
abscess [18], myopathies [19], neuropathic 
demyelinisation, hereditary neuropathies [20], popliteal 
artery aneurism [21], stroke [22,23], neuromuscular 
diseases [24,25], degenerative lumbar spinal diseases [26],  
 
 

gluteal compartment syndrome [27], decompression in 
burns [28], parasitic diseases such as neuro schistomiasis 
[29], after lower extremity compartment syndrome [30], 
and after total knee prosthesis [31]. 

The resolution of this problem, which severely affects the 
daily activities of the patient, is extremely important for the 
later life of the individuals [3]. The aim of this study was 
to report current orthopaedic surgical treatment methods 
which could be the cause of uncommon foot drop.  

Material and Methods 

The study comprised 12 patients who presented with foot 
drop, with rarely seen or not previously encountered 
causes. The patients comprised 6 males and 6 females with 
a mean age of 41.25 years (range, 18-72 years). 

The peroneus longus tendon can be used as autograft for 
the anterior cruciate ligament. After harvesting with a 
tendon stripper, foot drop developed in 2 cases following 
excessive tightness in the donor site and these 2 patients 
were admitted for emergency surgery in the early period. 
The haemotoma was drained, haemastosis was provided 
and fasciotomy was applied, then the patients were applied 
with a short-leg splint and followed up with reflex ankle-
foot orthosis (AFO). In the 15th and 16th weeks, all 
sensory and motor functions had returned to normal.  
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In 1 patient, foot drop developed after revision total knee 
arthroplasty. The patient presented at our clinic 6 months 
postoperatively and the fibular nerve was explored. The 
nerve was seen to be damaged at the level of the fibula 
neck and a large part of the anatomic integrity was seen to 
be formed of fibrotic tissue. The nerve was repaired with 
microsurgery. During a 12-month follow-up period, as no 
motor activity was observed, the tibialis posterior tendon 
was transferred to the anterior. 

In 2 patients with foot drop that developed after primary 
total knee arthroplasty, follow-up was applied 
conservatively with reflex AFO.  

In 1 patient, who was injured in a fall while playing 
football and foot drop developed, nerve exploration had 
been performed at another centre, there was said to be a 
severe traction injury and collateral ligament repair had 
been applied. The patient presented at our polyclinic after 2 
years during which time no improvement had been seen. 
Tendon transfer was recommended but as the patient 
refused surgical treatment, he continued with a foot drop 
orthosis.  

In 3 patients, foot drop developed following a diclofenac 
sodium injection and was followed up with a foot drop 
orthosis, and as no improvement was seen after 1 year of 

follow-up, tendon transfer was recommended. The 
treatment was accepted by 1 patient and the other 2 
continued with a foot drop orthosis. 

Bilateral foot drop developed in 1 patient who received 
long-term dialysis due to liver and kidney failure during a 
42-day stay in the intensive care unit (ICU) following 
blood transfusion of 110 units as a result of a penetrating 
stab wound to the abdomen. As repeated 
intracompartmental pressure measurements of >30mmHg 
were taken during the stay in ICU, fasciotomy was 
recommended, but the ICU specialists did not permit the 
operation. Following discharge from ICU, the patient 
received a physical therapy program, but as no 
improvement was recorded, bilateral tibialis posterior 
tendon transfer to the anterior was applied after 1.5 years 
(Figures 1, 2).  
 
In 1 diabetic patient, foot drop developed following a 
urology operation which lasted for 8-9 hours in the lateral 
decubitus position. This patient was followed up with a 
reflex AFO. 

In 1 patient, foot drop developed following a burn around 
the knee in childhood. Tendon transfer was applied 20 
years after the burn injury. (Table 1) 

 

 

Figure 1:  lateral view of the left foot applied with tendon transfer because of bilateral foot drop a) in normal position b) in plantar flexion c) in dorsiflexion 

 

Figure 2:  lateral view of the right foot applied with tendon transfer because of bilateral foot drop a) in normal position b) in 
plantar flexion c) in dorsiflexion 
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Table 1: Distribution of patients 

 
Results 

In 2 patients who developed foot drop following peroneus 
longus tendon graft, motor activity started to be observed 
in the 8th week. Full recovery of dorsiflexion of the ankle 
and all the toes was seen in 1 patient at 15 weeks and in 1 
at 16 weeks.  

In 4 patients where the tibialis posterior tendon was 
surgically transferred to the anterior (subcutaneously or by 
opening a window from the interosseous membrane), all 
returned to daily activities problem-free. Tendon transfer 
was recommended but rejected by 3 patients and they 
continued with a foot drop orthosis.  

Motor activity was started in 1 patient in the 7th week and 
in 1 in the 8th week where foot drop developed following 
primary total knee arthroplasty. Full recovery of strong 
dorsiflexion of the ankle and toes was seen in 1 patient in 
the 14th week and in the other in the 15th week. 

 In the case where foot drop developed after a lengthy 
period in the lateral decubitus position, motor activity was 
observed after the 8th week. Full motor functions were 
observed to have returned in the 14th week.  

Discussion 

In the current study, foot drop developed in 2 cases after 
harvesting the peroneus longus tendon as a tendon graft 
with a tendon stripper. From a scan of literature, no other 
report of such an etiology of foot drop was found. Foot 
drop has been reported to occur after total knee prosthesis 
due to tight bandage application, fibula head avulsion, 
apparatus making inappropriate excessive pressure, 
vascular injuries and compartment syndrome 

[17,21,31,32,33]. In 2 of the current study cases, pneumatic 
tourniquet was used for an appropriate time at an 
appropriate pressure and no tight bandaging was used 
postoperatively. No fibula head avulsion, vascular injuries 
or compartment syndrome were seen in the current cases. 
Both of these patients were applied with spinal anaesthesia 
and neither had any systemic disease such as diabetes. In 
the investigations made, the etiology could not be 
determined. Cauda equina lesions have been researched in 
literature but no findings of this were obtained. 

In 1 case of the current series, foot drop developed after 
revision total knee arthroplasty. The fibular nerve was 
explored and was seen to be damaged at the level of the 
fibula neck and it was determined that a large part of the 
anatomic integrity was provided by fibrotic tissue. 
Microsurgery and tendon transfer were performed and such 
a case coud not be found in literature.  

The patient with foot drop that developed after a fall while 
playing football refused a tendon transfer operation and 
continued with a foot drop orthosis. Similar cases reported 
in literature have been of patients with joint laxity in 
particular [34]. 

In 3 patients, foot drop developed after a diclofenac 
injection and similar cases have been reported in literature 
as poor injections. As the main reason, inappropriate 
injection site and technique have been held responsible 
[1435]. 

Foot drop developed secondary to bilateral compartment 
syndrome in 1 patient who was in ICU for 42 days due to 
liver and kidney failure and received blood transfusion of 
110 units as a result of a penetrating stab wound to the 
abdomen. Under ICU conditions, no intervention was 

PATIENT AGE GENDER ETIOLOGY TREATMENT FINAL STATUS 

1 24 M Peroneus longus tendon harvested with tendon 
stripper as graft  

Hemostasis, drainage of 
hematoma, fasciotomy 

Full recovery 

2 22 M Peroneus longus tendon harvested with tendon 
stripper as graft 

Hemostasis, drainage of 
hematoma, fasciotomy  

Full recovery 

3 68 F Peroneal nerve injury at the level of the fibula 
neck 

Neurorraphy, Transfer of 
tibialis posterior tendon to 
anterior 

Problem-free return to daily 
activities 

4 72 F Following primary knee prosthesis Conservative follow-up Full recovery 

5 68 F Following primary knee prosthesis Conservative follow-up Full recovery

6 55 M Injury from a fall while playing football Surgical treatment not 
accepted 

Continuing daily life with a 
foot drop orthosis 

7 18 M Following diclofenac sodium injection   Transfer of tibialis 
posterior tendon to anterior  

Problem-free return to daily 
activities 

8 26 F Following diclofenac sodium injection  Surgical treatment not 
accepted 

Continuing daily life with a 
foot drop orthosis  

9 30 F Following diclofenac sodium injection   Surgical treatment not 
accepted 

Continuing daily life with a 
foot drop orthosis  

10 26 M Bilateral compartment syndrome Bilateral transfer of tibialis 
posterior tendon to anterior 

Problem-free return to daily 
activities 

11 56 M Following lateral decubitus position Conservative follow-up Full recovery 

12 30 F Burn injury sequela Transfer of tibialis 
posterior tendon to anterior 

Problem-free return to daily 
activities 
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permitted and later bilateral tendon transfer was performed. 
No similar case could be found in literature.  

The patient who had developed foot drop after remaining 
in the lateral decubitus position for a long time was 
followed up conservatively. There are very few reports of 
such cases in literature [8]. 

Cases of foot drop developing secondary to burn injuries 
have been reported in literature and have been said to be 
nerve lesions following decompression in the burn [28]. In 
the case in the current study, tendon transfer was  
performed 20 years after the burn injury.  

Conclusion 

Treatment of foot drop, which is defined as weakness in 
dorsiflexion of the foot and toes, is planned according to 
the cause. Foot drop is a symptom of an underlying 
problem rather than a disease itself. The cause should be 
established through a combination of detailed anamnesis, 
physical examination and laboratory tests. When 
evaluating patients, uncommon causes and new 
orthopaedic surgical methods should not be overlooked.  

References 

1- Stewart JD. Foot drop: where, why and what to do? Pract Neurol. 
2008;8(3):158–69.  

2- Franceschini M, Massucci M, Ferrari L, Franceschini M, Agosti 
M, Paroli C. Effects of an ankle-foot orthosis on spatiotemporal 
parameters and energy cost of hemiparetic gait. Clin Rehabil. 
2003;17(4):368–72.  

3- Alsahhaf A, Renno W.  Ganglion Cyst at the Proximal Tibiofibular 
Joint in a Patient with Painless Foot Drop. Pain Physician. 
2016;19(8):1147-60. 

4- Tucker AM, Niu T, Nagasawa DT, Everson R, Sedighim S, Buitrago 
Blanco MM.T-negative, MRI GRE-positive primary motor cortex 
contusion causing isolated foot drop. Surg Neurol Int. 
2016;9:7(28):756-8.  

5- Vorvolakos T, Arseniou S, Samakouri M.There is no safe threshold 
for lead exposure: Α literature review. Psychiatriki. 2016;27(3):204-
14.  

6- Kim JH, Kim WI, Kim JY, Choe WJ. Peroneal nerve palsy after 
compression stockings application. Saudi J Anaesth. 2016;10(4):462-
4.  

7- Güzelküçük Ü, Skempes D, Kumnerddee W. Common peroneal 
nerve palsy caused by compression stockings after surgery. Am J 
Phys Med Rehabil. 2014;93(7):609-11.  

8- Morgan KJ, Figueroa JJ. An Unusual Postoperative Neuropathy: Foot 
Drop Contralateral to the Lateral Decubitus Position. A A Case Rep. 
2016;7(5):115-7.  

9- Ng J, Marson BA, Broodryk A. Foot drop following closed reduction 
of a total hip replacement. BMJ Case Rep. 2016;22;2016.  

10- Khattar NK, Parry PV, Agarwal N, George HK, Kretz ES, Larkin 
TM, Gruen GS, Abla AA.Total Hip Arthroplasty Complicated by a 
Gluteal Hematoma Resulting in Acute Foot Drop. Orthopedics. 
2016;39(2):374-6.  

11- Badlani N, Yu E, Ahn J, Kurd MF, Khan SN. Minimally 
Invasive/Less Invasive Microdiscectomy. Clin Spine Surg. 
2016;29(3):108-10.   

12- Barrett SL. Case Study: Osseous Pathology with Peripheral Nerve 
Entrapment and Neuromata. Clin Podiatr Med Surg. 2016;33(2):293-
7.  

13- Poage C, Roth C, Scott B. Peroneal Nerve Palsy: Evaluation and 
Management. J Am Acad Orthop Surg.  2016;24(1):1-10.  

14- Shah BS, Yarbrough C, Price A, Biswas R. An unfortunate injection. 
BMJ Case Rep. 2016;2016:pii: bcr2015211127 

15- Yıldırım P, Guler T, Misirlioglu TO, Ozer T, Gunduz OH. A case of 
foot drop due to piriformis syndrome. Acta Neurol Belg. 
2015;115(4):847-9.   

16- Reddy CG, Amrami KK, Howe BM, Spinner RJ. Combined common 
peroneal and tibial nerve injury after knee dislocation: one injury or 
two? An MRI-clinical correlation. Neurosurg Focus. 2015;39(3):E8.  

17- Aycan IO, Turgut H, Guzel A, Dogan E, Kavak GO. Foot drop 
following spinal anaesthesia. Braz J Anesthesiol. 2015;65(5):423-4.  

18- Kitova-John MB, Azim-Araghi A, Sheikh FT, Kitov BD. Idiopathic 
septic arthritis of a lumbar facet joint associated with paraspinal 
abscess. BMJ Case Rep. 2015;2015:pii:bcr2015211135.  

19- Spataro R, La Bella V. Long-Lasting Cranial Nerve III Palsy as a 
Presenting Feature of Chronic Inflammatory Demyelinating 
Polyneuropathy. Case Rep Med. 2015;2015:769429.  

20- Zukosky K, Meilleur K, Traynor BJ, Dastgir J, Medne L, Devoto M, 
Collins J, Rooney J, Zou Y, Yang ML, Gibbs JR, Meier M, Stetefeld 
J, Finkel RS, Schessl J, Elman L, Felice K, Ferguson TA, Ceyhan-
Birsoy O, Beggs AH, Tennekoon G, Johnson JO, Bönnemann CG. 
Association of a Novel ACTA1 Mutation With a Dominant 
Progressive Scapuloperoneal Myopathy in an Extended Family. 
JAMA Neurol. 2015;72(6):689-98.  

21- Ghazala CG, Elsaid TA, Mudawi A. Popliteal Artery 
Pseudoaneurysm with Secondary Chronic Common Peroneal Nerve 
Neuropathy and Foot Drop after Total Knee Replacement. Ann Vasc 
Surg. 2015;29(7):1453.e5-8.  

22- McCrimmon CM, King CE, Wang PT, Cramer SC, Nenadic Z, Do 
AH. Brain-controlled functional electrical stimulation therapy for gait 
rehabilitation after stroke: a safety study. J Neuroeng Rehabil. 
2015;12:57.  

23- Dunning K, O'Dell MW, Kluding P, McBride K. Peroneal 
Stimulation for Foot Drop After Stroke: A Systematic Review. Am J 
Phys Med Rehabil. 2015;94(8):649-64.   

24- Sackley CM, Disler PB, Turner-Stokes L, Wade DT, Brittle N, 
Hoppitt T. Rehabilitation interventions for foot drop in 
neuromuscular disease. Cochrane Database Syst Rev. 
2015;(2):CD003908.  

25- Ayaz SB, Matee S, Gill ZA, Khan AA.The diagnostic dilemma of 
progressive muscular atrophy. J Coll Physicians Surg Pak.  
2015;25(2):149-50.  

26- Macki M, Syeda S, Kerezoudis P, Gokaslan ZL, Bydon A, Bydon M. 
Preoperative motor strength and time to surgery are the most 
important predictors of improvement in foot drop due to degenerative 
lumbar disease. J Neurol Sci. 2016;361:133-6.  

27- McGoldrick NP, Green C, Connolly P. Gluteal compartment 
syndrome following bone marrow biopsy: a case report. Acta Orthop 
Belg. 2012;78(4):548-51.  



doi: 10.5455/medscience.2017.06.8602          Med Science 2017;6(3):491-5 

 

495 

28- Wu C, Calvert CT, Cairns BA, Hultman CS. Lower extremity nerve 
decompression in burn patients. Ann Plast Surg. 2013;70(5):563-7.  

29- Wilbers J, Idema A, Gijtenbeek A. A bilateral foot drop due to 
neuroschistosomiasis. J Neurol.  2010;257(5):853-5.  

30- Lollo L, Grabinsky A. Clinical and functional outcomes of acute 
lower extremity compartment syndrome at a Major Trauma Hospital. 
Int J Crit Illn Inj Sci. 2016;6(3):133-42.  

31- Kehagias E, Ioannou CV, Kontopodis N, Balalis C, Tsetis D. 
Intraoperative Endovascular Stent-graft Repair of a Popliteal Artery 
Laceration and Occlusion during Total Knee Arthroplasty. Ann Vasc 
Surg. 2015;29(7):1453.e9-1453.e14.  

32- Wright RC1, Yacoubian SV. Sequential compression device may 
cause peroneal nerve palsy. Orthopedics. 2010;33(6):444.  

33- Phadnis A, Johnston P, Glasgow M. Avulsion of the fibular head 
post-total knee replacement. Knee Surg Sports Traumatol Arthrosc. 
2007;15(11):1340-2.  

34- Nilstad A, Krosshaug T, Mok KM, Bahr R, Andersen TE. 
Association Between Anatomical Characteristics, Knee Laxity, 
Muscle Strength, and Peak Knee Valgus During Vertical Drop-Jump 
Landings. J Orthop Sports Phys Ther. 2015;45(12):998-1005.  

35- Mishra P, Stringer MD. Sciatic nerve injury from intramuscular 
injection: a persistent and global problem. Int J Clin Pract. 
2010;64(11):1573-9.  

 


