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To the Editor,
Foot drop is characterized by reduced muscle strength in the ankle dorsiflexors and inability to lift the 
forefoot. Foot drop occurring after an orthopedic procedure can occur due to various causes [1-5] (Figure 
1). Epidural anaesthesia may sometimes attract undue attention in such a situation and presence of an 
epidural air pocket does not rule it out altogether as a cause. We describe an algorithmic approach to 
investigate the cause of foot drop after acetabular surgery performed under combined spinal-epidural 
anaesthesia. 
A 35-year-old male, American Society of Anesthesiologists’-physical status (ASA-PS) II patient was 

rd thadmitted with an alleged history of road-traffic accident and left acetabulum and 3 –5  left rib fractures and 
hemothorax. He was initially managed for hypovolemic shock and mechanically ventilated for three days in 
the intensive care unit. The acetabular fracture was stabilized with tibial skeletal traction under local 
anesthesia. After hemodynamic stabilization, and an ICU stay duration of five days, he was planned for an 
acetabular fracture repair by posterior approach under combined spinal epidural anaesthesia. The 
preoperative evaluation and patient preparation were done as per institutional guidelines. Under aseptic 
precautions, combined spinal anaesthesia was applied in sitting position and midline approach at L3–L4 
interspace. Epidural anaesthesia was given using 18 G Tuohy’s needle using the loss of resistance to 3 ml air at 
a depth of 5 cm and catheter fixed at 11 cm. The spinal anaesthesia was given with 26 G in the same lumbar 
space, with a clear flow of cerebrospinal fluid and 15 mg of 0.5% bupivacaine (hyperbaric) was given. The 
procedures were uneventful, and the patient did not report any paresthesia. The duration of surgery was 210 
minutes, and 0.5% bupivacaine 5 ml was administered after 2 hours. The intraoperative period was 
uneventful. The postoperative analgesia was managed with epidural 0.125% bupivacaine (isobaric) with 2 
μg/ml fentanyl infusion at 0.05–0.1 ml/kg/hour. On the second postoperative day, on initiating passive 
limb physiotherapy, the patient complained of difficulty in upward movement of ankle joint of operated 
limb. The clinical examination and investigations are depicted in Figure 2. A non-contrast computed 
tomography of the spine showed air pockets in the lumbar epidural space without hematoma (Figure 3). 
Initially, the epidural air pocket was considered the cause. However, this was unlikely due to the unilateral 
and singular peripheral nerve involvement. The diagnosis of left deep peroneal nerve injury that could have 
occurred due to tibial pin was made. He was initiated on limb physiotherapy and foot drop splint was 

thapplied. He was discharged with tablet diclofenac 50 mg 8  hourly and vitamin B12. On follow-up, 7 days 
after discharge with good physiotherapy and regular medications the patient had regained full power of 
dorsi-flexion.
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Figure 1: Etiological classification of postoperative foot drop following lower limb surgery. Figure 2: Neurological Examination as carried out in this patient

Figure 4: Illustrated image showing the creation of an epidural air pocket during the insertion 
of an epidural catheter (blue).

Figure 3: CT spine image showing air pocket (depicted by black arrow) in the epidural space. 
(CT: computed tomography; SC: Spinal cord)
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