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Abstract
Background; Identifying sciatic nerve from anterior thigh is difficult due to its depth, inconsistent
surface anatomy and its location posterior to the femur. In this study we evaluated the use of ‘dual
view’ technique in identifiying the sciatic nerve.
Objective; To evaluate the use of ‘dual view’ technique in identifying the sciatic nerve for
ultrasound guided regional block using the anterior approach.
Methods; After obtaining consent from patients, seventeen (17) cases of orthopaedic lower limb
procedures were done under sciatic nerve block via anterior approach. ‘Dual View’ technique
was used, as post operative analgesia or surgical anaesthesia. Data collected include
demographics, use of peripheral nerve stimulator and its electrical responses, types and location
of surgery, and Visual Analogue Scores (VAS) of patients before discharge from recovery.
Results; In all seventeen (17) patients, the sciatic nerve were successfully located using the ‘Dual
View’ technique. The sciatic nerves of seven (7) patients were located without neurostimulation,
while in ten (10) cases, peripheral nerve stimulation were used, with plantar response being the
highest observed. Seven (7) cases were done under purely regional anaesthesia, while ten (10)
cases were combined general anaesthesia with sciatic nerve block. In patients whom sciatic
nerve block were given as post-operative analgesia, all but one (1) yielded good Visual Analogue
Score (VAS) of less than 4 with minimal supplementary short acting opioids. All cases were
orthopaedic below knee procedures.
Conclusion; Based on this small case series, we recommend the use of ‘dual view’ technique to
visualize the sciatic nerve for regional block via the anterior approach.
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Figure 1. A longitudinal view of the sciatic nerve with the transducer over
the antero-medial aspect of the thigh. Distally, the sciatic nerve can be
seen to diverge to its branches (‘Diverging highway’ sign)

Femur

Lateral

Medial

Figure 2. A transverse view of the sciatic nerve in the anterior thigh scans
at the proximal thigh using ‘dual view’ technique. The sciatic nerve was
viewed in a longitudinal axis first before having the transducer rotated to
view the sciatic nerve in its transverse axis
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