
Blocks of the lower extremity
Two large nerve trunks are responsible for supplying the 
legs: 
the femoral nerve,
the obturator nerve and the
lateral femoral cutaneous nerve arising from the lumbar 
plexus and the sciatic nerve and the posterior femoral
cutaneous nerve from the sacral plexus. 
Thus, it is always necessary to block both nerve trunks to 
achieve
complete anaesthesia of the leg.
There are various ways to access the branches of the 
lumbar plexus and to
the sciatic nerve that we will discuss in the following.



Blocks of the lower extremity

• Indications
• Operations on a lower extremity distal to the hip, in 
• combination with a proximal sciatic nerve block.

• Particularly suited for complex operations on the knee joint 
or operations using a tourniquet in the inguinal

• region.

• The catheter technique is particularly suited for operations 
known to have high postoperative analgesia requirements,

• e.g., cruciate ligament grafting, synovectomies, and knee 
joint replacements.



Contraindications 

• Coagulation disorders;

• the same rules apply as with as procedures 
performed close to the spinal cord.

• General  contraindications are listed at the 
end of this chapter.



Psoas block

1. Iliac crest 4. Puncture 
site

2. Spinous process of L4 
5. Puncture site: 

alternative access
3. Posterior superior iliac 

spine



Block technique



Blocks of the lower extremity

•The patient is placed in the flexed lateral recumbent position.
•The landmarks include the spinous process of the 4th lumbar vertebra (L4) 

and the posterior superior iliac spine, which are marked. 

•In the event of bone contact with the transverse process of the 5th
•lumbar vertebra (L5), the puncture direction should be corrected in a 

•cranial direction so as to pass over the  transverse process.
•The femoral nerve is reached by continuing to advance the needle by 1 –

2 cm.
•Once a threshold current of 0.2 -0.3 mA is reached, a test dosage of the 

local anaesthetic is injected. 
•This is done in order to rule out an intravascular or intraspinal position of 

the needle.
•If no adverse effect is noted after 1

•to 2 minutes, then the remainder of the dosage may be administered.



Psoas block - Dissection on the 
cadaver























Indications
Operations on a lower extremity distal to 

the hip, in combination with a proximal 

sciatic nerve block.

Particularly suited for complex operations 

on the knee joint or operations using a 

tourniquet in the inguinal   region.

The catheter technique is particularly 

suited for operations known to have high 

postoperative analgesia requirements,

e.g., cruciate ligament grafting, 

synovectomies, and knee joint 

replacements.



PSOAS   Contraindications

Coagulation disorders; the same rules apply as 

with as procedures performed close to the 

spinal cord. General

contraindications are listed at the end of this 

chapter.

Side effects/complications of the psoas 

block

Atypical (epidural anaesthesia-like) bilateral 

blockade

Intrathecal injection with high bilateral 

dissemination of anaesthesia















The technique described here is often called the 3-in-1 block. 

This name derives from  the fact that one injection blocks three 

nerves (femoral, obturator and lateral femoral cutaneous).

However,our own clinical studies suggest that the sensory 

supply to the thigh is primarily provided by the femoral nerve or 

its cutaneous branches.

It has additionally become widely accepted that, even though 

an inguinal femoral nerve block can block the lateral femoral 

cutaneous nerve when an adequate volume of local 

anaesthetic is

injected, but, due to the subfascial dissemination to the lateral, 

the obturator nerve cannot be blocked.

Insurmountable anatomical barriers (including the iliopsoas 

muscle among others) counteract the simultaneous

spread of the local anaesthetic to the mediodorsal.

















































Indications

In combination with a proximal sciatic nerve block, the femoral 

nerve block is indicated in all diagnostic and operative 

procedures on the lower extremities, also with expected 

application of a tourniquet at the thigh for up to one hour.

In isolation, the femoral nerve block can be used for analgesia in 

fractures of the neck of the femur (and thus preparation for 

spinal conduction anaesthesia), for operations on the ventral, 

medial and lateral thigh (e.g.muscle biopsies) without the use of 

a tourniquet.

This type of block is less well suited for complex surgical 

interventions on the knee, such as ligament reconstructions

or TKA.



Contraindications

There are no specific 

contraindications for the femoral 

nerve block. 

Side effects/complications

There are no specific side effects of 

the femoral nerve block.







. In combination with a block of the sciatic

nerve (sacral plexus).

all operations on

the leg (including total joint replacement

of the knee and ankle) can be performed.

Wound management and skin grafts on   the anterior and 

lateral thigh inside of the lower leg.

. Pain therapy after operations on the knee

(e.g.. arthroscopic operations.

anterior  cruciate ligament repair.

knee replacement.

pain reduction after hipoperations or thigh amputation.

. Pain therapy (e.g.. in femoral shaft fracture





Proximal sciatic nerve blocks
• Proximal sciatic nerve blocks target 

the nerve where it emerges from the 
lower pelvis. Here, various means of

• access are possible. In most patients, 
the two branches of the sciatic nerve 
– the tibial nerve and the common

• peroneal nerve – are still united in 
the gluteal region or, at least, are 
located very close together. It is also 
of

• clinical relevance that proximal 
sciatic nerve blocks reach the 
posterior femoral cutaneous nerve. 
For that reason,

• to achieve full analgesia of the leg, it 
is sensible to combine the proximal 
sciatic nerve block with a lumbar

• plexus block (psoas or femoral).

•Parasacral access 
Puncture technique

•1. Posterior superior 
iliac spine

•2. Ischial tuberosity

•3. Greater trochanter

•4. Puncture site









Block technique























• Fig. 10.24 Example of a patient with 
traumatic lower leg amputation, 

• fracture of the patella and surgically treated 
LI fracture.

• Because of  uncontrollable phantom pains 
three days after the trauma, a regional 
block was urgently indicated.

• Neuraxial block was ruled out because of 
the spinal fracture, and it was possible to 
place an anterior sciatic catheter with the 
patient's assistance using the nerve 
stimulator.

• In conjunction  with a femoral nerve block. 

• this rendered the patient pain-free.



• Fig. 10.25

• Particularly when extension of the 
knee is prevented, continuous block 
of

• the sciatic nerve in conjunction with 
a

• femoral nerve block is of great 
importance

• to achieve good postoperative 
mobility after

• insertion of a total knee 
replacement.

• "3-in-1 "; femoral nerve block

































Proximal Lateral Sciatic Nerve Block (with 
Patient in Supine Position)

• Technique

• landmarks

• Greater trochanter, ischial tuberosity.

• Position

• The patient lies supine with the leg to be

• anesthetized in neutral position.

• A small pad

• is placed under the popliteal fossa so that

• the greater trochanter is moved slightly 
forward.

• Procedure

• The puncture site for the lateral approach to

• proximal sciatic nerve block is 3-5 cm distal

• to the most prominent lateral part of the

• greater trochanter. The skin is entered at the

• level of the posterior border of the femur

• and the 20G, 12-15 cm insulated needle is

• directed dorsally (15-30°) and cranially; the

• response must be in the foot. as in anterior

• sciatic nerve block (Figs. 10.34-10.36).

• Muscular contractions on the back of 
the  thigh are frequent (Gligorijevic 
2000). The   sciatic nerve is reached 
after 8-12 cm (Fig.10.37) and the 
correct position of the needle  tip in 
the vicinity of the nerve is confirmed

• by a motor response in the foot 
region.

• (dorsiflexion  or plantar flexion) at 
0.3 mA/0.1 ms.

• After careful aspiration, 20-30 ml of a

• medium-acting or long-acting LAis 
injected.



Practical Notes

. A hand can be placed beneath the buttocks

to palpate the ischial tuberosity in

order to improve the anatomical orientation.

. If no motor response is produced, the

needle should be withdrawn and corrected

in the anterior direction when it is

advanced again.

. The fibular nerve is stimulated first with

the described needle direction. The motor

response with this technique is therefore

usually dorsiflexion of the foot initially.





























Indications and Contraindications

for Proximal Dorsal SciaticNerve

Blocks

] Indications

(in combination with psoas compartment

block)

. Operations on the knee.

lower leg or foot

(including tourniquet at the thigh during.

e.g.. total knee replacement, tibial head  osteotomy. 

arthrodesis. lateral ligament  suture. forefoot operations)

. Repositioning of fractures of the lower leg  and foot

. Amputation in the thigh, lower leg, and   foot Regional 

sympathetic block (perfusion   disorders, wound healing 

disorders. CRPS

. 1) Pain therapy (e.g.. postoperative.achillodynia. 

oligoarthritis)

. Traumatology (e.g.. pain-free positioning

for diagnostic investigations)




























































