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1.  Introduction
The entire motor and sensory innervation of the leg 

and foot is provided by the sciatic nerve except for a small 
strip of sensory innervation on the medial aspect of the 
leg which is provided by the saphenous nerve. Hence 
undertaking sciatic and saphenous nerve blocks would 
provide anaesthesia for any surgery to be undertaken in 
the leg and foot.

The saphenous nerve is the terminal sensory branch 
of the posterior division of the femoral nerve (L2,3,4). It 
is a content of the adductor canal in the lower half of the 
thigh where it can be imaged by ultrasonography (USG) 
as a small, round, hyperechoic structure anterior to the 
femoral artery. It supplies innervation to the medial 
aspect of the leg down to the ankle and foot. It also sends 
infrapatellar branches to the knee joint. A saphenous 
nerve block is useful as a supplement to sciatic nerve 
block for foot and ankle procedures that involve the 
medial aspect of the malleolus and the foot1,2.

The sciatic nerve (L4 to S3) is the largest branch of 
the sacral plexus and runs down from the hip joint 
along the posterior thigh to popliteal fossa. The sciatic 
nerve branches into the common peroneal nerve and 
the tibial nerve at variable location along its course in 
the thigh and provides sensory and motor innervation 
to leg with branches to knee and ankle joint3,4. On 
USG, at the popliteal crease, tibial nerve and common 
peroneal nerves are identified superficial and lateral 
to the popliteal vein as hyperechoic, oval or round 
structures with honeycomb pattern. On tracing the 
nerves proximally with USG guidance, the nerves unite 
to form the sciatic nerve enclosed in the common sciatic 
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nerve (Vloka’s) sheath1. The popliteal sciatic nerve block 
is popular for postoperative analgesia after fracture and 
dislocation reductions, exploration of foreign bodies, 
skin grafting, bedside incision and drainage and for 
wound debridement and dressing in pediatric patients5,6,7 
and has shown to be effective for 12-15 hours. 

Popliteal sciatic nerve block though is a proven and 
hence a popular modality for post operative analgesia 
after foot and ankle surgeries8, there are few studies 
describing their role as a primary intraoperative 
anaesthetic technique. Hence, this study was undertaken 
to administer the adductor canal block (subsartorial block 
of the saphenous nerve) and popliteal sciatic nerve block 
as the sole anesthetic technique for leg and foot surgeries 
and examine its feasibility. USG guidance was advocated 
to improve the success rates of the blocks.

2.  Case Report
A series of five ASA I and II patients aged 25-50yrs 

posted for debridement involving foot and leg were 
selected to administer the blocks (Table 1). Pre anaesthetic 
evaluation of all the 5 patients was done and none of them 
had any preexisting neuropathy or any contraindication 
for nerve blocks. After obtaining informed consent, 
intravenous (IV) access was secured. Routine monitors 
(ECG, SpO2, NIBP) were connected and parameters 
recorded every 10 minutes. IV midazolam 1mg was 
administered for anxiolysis before administering the 
blocks. Linear USG probe of 6-13MHz was selected to 
administer the block. 
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Table 1. Demographic parameters and OSP* - opening seal pressure

Sl no Age(yrs) Sex Comorbidities Surgery
Duration 
of surgery 

(min)

Duration of 
Analgesia 

(hours)

1 64 M Hypertension,COPD
Amputation of great toe with 
debridement of wound over 

medial malleolus
65 12

2 55 M Diabetes Diabetic foot debridement 60 10.5
3 60 M Hypertension, Diabetes Diabetic foot debridement 70 14
4 58 F Nil Debridement of leg and foot 65 13
5 56 F Hypertension Debridement of leg and foot 60 12.5

For the adductor canal block, the patient was put in 
supine position. The ipsilateral limb was extended and 
externally rotated at the pelvis. Under aseptic precautions, 
the USG transducer was placed transversely on the medial 
thigh, at the midpoint between the inguinal crease and 
the medial condyle of femur and femoral artery, located 
deep to the sartorius muscle was visualised. Under USG 
guidance, the tip of a 23 gauge spinal needle was positioned 
anterolateral to the artery and deep to the posterior fascia 
of the sartorius muscle (in plane approach) and 15 ml of 
0.5% bupivacaine with 4mg dexamethasone was injected.

For the popliteal sciatic nerve block, the patient 
remained in supine position with knee flexed and the 
foot rested on an elevated footrest (Figure 1). Under 
aseptic precautions, the USG transducer was placed 
in a transverse plane at the popliteal crease and traced 
proximally till the Vloka’s sheath is identified. A 23 
gauge spinal needle was inserted in plane in a horizontal 
orientation from the lateral aspect of the thigh and 
advanced towards the nerve. Once the needle tip was 
placed within the common sciatic nerve sheath15 ml of 
0.5% bupivacaine with 4mg dexamethasone was injected.

Intraoperative period was uneventful and none of the 
patients required additional analgesia. Haemodynamic 
parameters were stable intraoperatively.

Visual analogue scale was monitored intraoperatively 
and post operatively every 30 minutes for 2 hours and 
then every hour till request for first rescue analgesia 
(Inj Paracetamol 1 g Infusion) at VAS>4. 24 hour post 
operative follow up of the patients revealed no residual 
neuropathy.

In all 5 patients, the surgeries (of mean duration 
64+4.18 min) were performed successfully with no 
additional analgesic requirement. The mean sensory and 
motor block onset time was 3.45 ± 0.5 (mean ± standard 
deviation) and 5.05 ± 0.5 (mean ± standard deviation) 

Figure 1.  Position of the lower limb for Popliteal Sciatic  
	 nerve block.

minutes respectively. Haemodynamic parameters were 
stable throughout the procedures.

3.  Discussion
With ever increasing number of lower limb surgeries, 
e.g, total knee arthroplasty, arthroscopic knee surgeries, 
lower limb fracture fixations and ankle and foot surgeries 
etc., there is increased demand for better surgical and 
anaesthetic outcomes with minimal morbidity and 
mortality and early mobilization and discharge2,3. The 
central neuraxial and peripheral nerve block techniques 
significantly reduce perioperative morbidity and mortality 
compared to general anaesthesia with lower endocrine 
and metabolic responses to surgery, while avoiding airway 
manipulation and better hemodynamic stability without 
poly pharmacy. The peripheral nerve block techniques 
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are advantageous over central neuraxial blocks as they are 
associated with minimal haemodynamic distrubances, 
early ambulation and useful in all age groups. They are 
an attractive option in day care surgeries where early 
mobilisation can be painful. Placement of catheters in 
the vicinity of the nerve can provide continuous post 
operative analgesia. Peripheral nerve blocks can also be 
undertaken in patients with sepsis, low platelet counts or 
coagulation abnormailities or other patients medically 
unfit for general or spinal an aesthesia. The disadvantages 
being it requires expertise, occurrence of block failure 
especially when given without USG or nerve stimulator 
guidance,neuropraxia, infection, intravascular injection, 
and systemic toxicity of local anaesthetics4,5.
The peripheral nerve block techniques used for knee and 
below knee surgeries have been extensively studied and 
proven to provide excellent options for perioperative 
analgesia. The advantage of the adductor canal block over 
the femoral nerve block is the motor sparing effect of the 
knee facilitating early ambulation6,7.
Earlier studies have demonstrated that administration 
of popliteal sciatic nerve block alone or in combination 
with saphenous nerve block in patients undergoing 
ankle arthroplasties and other major ankle surgeries, 
is associated with significantly reduced pain scores in 
the recovery and post operative period in both rest 
and movement with marked decrease in post operative 
morphine requirement9,10.
In the present case series it was observed that the average 
duration of post-operative analgesia was 12.4±1.3 
(mean ± standard deviation) hours and all patients were 
mobilised at 6.05±02 (mean ± standard deviation) hours.
Hajek et al11 found that after continuous popliteal 
nerve block in hallux valgus surgeries, 1.26% patients 
complained of postoperative peripheral neuropathy, 
4% had complete block failure and 10% partial block 
failure. We did not observe any complications in the 
intraoperative and post operative period and the success 
of the block was probably 100% due to the use of USG 
guidance.

4.  Conclusion
The combination of adductor canal block and popliteal 
nerve block is feasible as a sole anesthetic technique with 
good post operative analgesia for leg and foot surgeries. 
Although further randomized and controlled trials 
are required to establish the superiority of peripheral 
nerve block over the central neuraxial block and general 
anaesthesia for leg and foot surgeries.
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