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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 ease of identification of sciatic
nerve using ‘dual view’ technique in comparison with 2 other techniques.
Objective; To evaluate the identification rate of anterior approach to the sciatic nerve using the
short-axis view at the proximal third, mid-thigh and using ‘dual view’ technique
Methods; After approval from Institutional Review Board , 52 anterior thigh sonograms were evaluated in
patients who consented for this procedure. This was a study to compare sonographic identification rates of
sciatic nerve using conventional anterior thigh transverse view scanning at proximal third (technique 1) and mid
thigh (technique 2), with a 'dual view' technique (technique 3) which involves using both transverse and
longitudinal axis views to pinpoint the sciatic nerve.
Results; Anterior visualization of the sciatic nerve using transverse axis scans at the mid thigh were found to
have higher identification rates compared to the scans over the proximal thigh (82.7% v 73.1%). 'Dual view'
technique yielded the highest visualization rates among the 3 techniques (92.3%). Mean skin to nerve distances
were 7.15 ± (1.54) cm, 6.75 ± (1.57) cm and 6.37 ± (1.36)cm with proximal thigh transverse scan, mid thigh and
'dual view' technique respectively. Mean femur to nerve distances was 4.52 ± (0.75) cm, 5.04 ± (0.67) cm and
4.77 ± (0.60) cm with similar techniques.
Conclusion; 'Dual view' technique gives a higher percentage of accuracy in identifying the sciatic nerve using
the anterior approach compared to conventional transverse view scan.
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Chart 1: Chart showing number of patients, in relation to race and gender

Table 1: Table showing age, weight and ASA classification of patients

Age (years)

39.9 ± 18.1

Weight (kg)

ASA Classification
ASA 1
ASA 2
ASA 3

63.0 ± 13.0

:
42 (80.8%)
9 (17.3%)
1 (1.9%)
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± SD

Number of sciatic
nerve detection

Proximal thigh
(short-axis view)
- Technique 1

7.15 ± (1.54)

4.52 ± (0.75)

38 of 52 (73.1%)

Mid thigh
(short-axis view)
- Technique 2

6.75 ± (1.57)

5.04 ±(0.67)

43 of 52 (82.7%)

6.37 ± (1.36)

4.77 ± (0.60)

48 of 52 (92.3%)
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Figure 1. Transverse view of the sciatic nerve in the anterior thigh scan at the proximal third
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Figure 2. A transverse view of the sciatic nerve in the anterior thigh scans at the mid thigh
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Figure 3.

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)
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Figure 4. 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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Conclusion

success in identifying the nerve using this
technique even though it is deeply seated.

Based

Another reason for its higher success rate is

on

visualizing the nerve in its longitudinal axis,

technique to visualize the sciatic nerve for
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regional block via the anterior approach.

The number of cases was relatively
small to look into the relationship between
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