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Abstract 

Foot drop Following total hip arthroplasty represents a rare but severe neurological complication, with significant 
impact on gait and autonomy. Tibialis posterior transfer is a recognized therapeutic option for persistent deficits, 
provided it is followed by structured rehabilitation aimed at functional recovery. The objective of this work is to report 
the case of a 62-year-old patient admitted to physical medicine and rehabilitation after tendon transfer for foot drop 
following right total hip arthroplasty, and to emphasize the importance of adapted rehabilitative management. 
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1. Introduction

Neurological injuries following total hip arthroplasty are uncommon, yet they remain among the most functionally 
disabling complications. 

Foot drop most commonly reflects injury to the fibular (peroneal) component, responsible for impossibility or marked 
weakness of ankle dorsiflexion, resulting in steppage gait, impaired foot clearance during walking, and high risk of falls. 
When spontaneous neurological recovery is insufficient, tibialis posterior transfer may be proposed to restore useful 
active dorsiflexion and improve gait. In this setting, physical medicine and rehabilitation plays a central role in motor 
relearning of the transferred tendon, joint recovery, and locomotion retraining. 

2. Materials and Methods

This work reports the case of a 62-year-old patient followed for bilateral coxarthrosis and arterial hypertension, with a 
surgical history of tendon transfer following neurological complication of a right total hip arthroplasty. She had 
previously undergone bilateral total hip arthroplasty, with the right prosthesis complicated by paralytic foot drop with 
impossibility of active dorsiflexion, preventing return to walking. After persistence of the deficit, a tibialis posterior 
transfer was performed, followed by plaster immobilization for six weeks, then referral to a physical medicine and 
rehabilitation service. 
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Initial clinical evaluation was based on history taking, locomotor examination, trophic and scar inspection, and 
functional analysis. The objectives of management were progressive recovery of ankle mobility, motor relearning of the 
transferred tendon, and return to functional gait. 

The rehabilitation program was designed according to principles described after tendon transfer for foot drop, with 
cautious progression after plaster removal, adapted mobilization, analytical work, progressive strengthening, 
proprioceptive retraining, and supervised return to walking. 

3. Results 

Upon admission, clinical examination revealed limitation of dorsiflexion and plantar flexion of the right ankle, without 
joint limitation at the hip level. Inspection revealed amyotrophy of the anterolateral compartment of the leg, compatible 
with functional impairment of dorsiflexor and evertor muscles. Skin examination showed a postero-lateral surgical scar 
from total hip arthroplasty, as well as a scar at the foot level related to tendon transfer. 

From a functional perspective, these clinical abnormalities were integrated into a postoperative foot drop syndrome 
responsible for major difficulty in resuming walking. The absence of hip limitation represented a favorable element for 
locomotor recovery, allowing rehabilitative work centered on the ankle, balance, and gait pattern. The surgical scars 
required regular skin and trophic monitoring during the management process. 

 

Figure 1 Electroneuromyography report detailing the clinical findings, the results of motor and sensory nerve 
conduction studies, F-wave analysis, and needle EMG, concluding bilateral involvement of the sciatic nerve, more 

pronounced on the right, with paralysis of the right peroneal nerve 
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Figure 2 Motor nerve conduction study: table of motor parameters of upper and lower limb nerves, showi marked 
abnormalities of the common peroneal nerve consistent with foot drop 

 

Figure 3 Multisegmental sensory nerve conduction study showing sensory potential waveforms and a table of 
latencies, amplitudes, and conduction velocities of the median, radial, ulnar, sural, and common peroneal nerves 
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4. Discussion 

Recent large series confirm that foot drop following PTH is rare, with an incidence of 0.44% in a series of primary 
surgeries and around 0.3% in a large contemporary database . Our observation therefore falls within the context of a 
rare complication, but it differs in that the deficit has been present for an exceptionally long time, which significantly 
worsens the distal functional prognosis. From an epidemiological perspective, some studies identify female gender, 
certain acetabular anomalies, revision surgery, and spinal comorbidities as factors associated with a higher risk of post-
PTH foot drop. In our case, the patient is female, which aligns with one of the described risk factors; however, the other 
factors detailed in the published series are not documented in the available clinical record .The pathophysiological 
mechanisms reported in the literature primarily include nerve traction, compression by a hematoma or foreign body, 
and focal structural lesions. Imaging studies have shown that an immediately onset foot drop is more consistent with 
nerve traction, whereas a delayed onset may suggest a localized focal cause. In our case, ENMG confirmed severe 
peripheral nerve involvement, but the absence of nerve imaging data or a detailed intraoperative timeline does not 
allow for a definitive retrospective determination of the exact mechanism. In terms of prognosis, the literature shows 
that complete recovery is achieved only in a variable proportion of cases; some series report complete recovery in 
53.2% of patients at one year, while others cite overall rates of complete recovery ranging from 16% to 56%, depending 
on the initial severity and type of injury. In contrast, our patient has had a deficit that has been progressing for eight 
years, with muscle atrophy and an absence of motor unit potentials in the right anterior tibial nerve, indicating a much 
more severe and much longer-standing condition than in the majority of standard postoperative case series. This 
discrepancy explains the change in therapeutic strategy. While some recent postoperative neuropathies may be 
managed through monitoring, etiological investigation, or sometimes a targeted intervention depending on the 
mechanism, a long-standing chronic paralysis primarily requires a strategy of functional compensation. In our case, the 
decision to perform a tendon transfer therefore appears consistent with the absence of spontaneous recovery and the 
chronic nature of the condition The posterior tibial tendon transfer is widely described as the standard palliative 
treatment for chronic dorsiflexor deficiency. The objectives reported in the literature are similar to those sought in our 
patient: to restore functional dorsiflexion, achieve a plantigrade foot, limit steppage, and reduce dependence on 
ortheses. The functional outcomes published following tendon transfer are generally encouraging, but they must be 
interpreted in light of the etiological context. In a retrospective series of patients who underwent surgery for post-
traumatic equinus foot via anterior transfer of the posterior tibial tendon, mean active dorsiflexion improved from -31° 
to +8°, with a significant improvement in AOFAS and FAOS scores, and a return to plantigrade or taligrade gait in 83.3% 
of patients. In another longer-term study, the peripheral population exhibited active dorsiflexion visible during walking 
in 66.7% of cases, with reported weaning from orthotic use in all patients studied. By comparison, our case remains in 
the early postoperative stage following immobilization, without resumption of weight-bearing or a true assessment of 
gait, which does not yet allow us to evaluate the ultimate functional benefit of the transfer. Unlike the series reported in 
the literature, where outcomes are assessed at a later time following rehabilitation, our observation takes place at a 
time when priorities still focus on sitting up, weight-bearing, and the prevention of secondary complications. 

Postoperative rehabilitation is, in fact, a key point of comparison with the literature. Published protocols emphasize the 
importance of joint maintenance, stretching, transfer training, proximal muscle strengthening, learning the new motor 
pattern of the transferred tendon, and progressive gait retraining. The goals set for our patient closely align with these 
recommendations: prevention of equinus, maintenance of range of motion, proximal exercises, improvement of weight-
shifting, gradual standing, occupational therapy, and orthotics. Orthotic use also remains an important point of 
comparison. Although some studies report frequent discontinuation of the orthosis after posterior tibial nerve transfer, 
this goal cannot be considered an immediate one for our patient, given her current inability to walk and the still early 
stage of her postoperative evaluation. The right foot elevator therefore continues, at this stage, to provide functional 
stabilization consistent with the principles of rehabilitation. 

Finally, our case highlights that the primary goal is not necessarily complete neurological recovery, but rather achieving 
a realistic level of functional improvement. While the literature often reports outcomes in terms of active dorsiflexion, 
weaning from an orthosis, or functional scores, this patient’s situation immediately requires a different prioritization: 
safe transfer, sitting upright, regaining weight-bearing, preventing equinus, and gradually rebuilding ambulation with 
an orthosis . This comparison clearly shows that expected outcomes must always be interpreted in light of the stage of 
progression and the initial severity of the deficit 

5. Conclusion 

Foot drop following total hip replacement is a disabling complication whose management may require a posterior tibial 
nerve transfer followed by specialized rehabilitation. In this case, the limited dorsiflexion and plantar flexion, muscle 
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atrophy in the anterolateral compartment, and the absence of hip joint involvement pointed toward a program focused 
on the ankle and gait. The key takeaway is that functional recovery after tendon transfer depends not only on the 
surgical procedure itself but also on a progressive, individualized rehabilitation program focused on independent 
mobility. 
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