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The Effects of Ultrasound-Guided Adductor Canal Block
Versus Femoral Nerve Block on Quadriceps Strength
and Fall Risk
A Blinded, Randomized Trial of Volunteers
M. Kwesi Kwoﬁe, MD, FRCPC,* Uma D. Shastri, MD, FRCPC,†
Jeff C. Gadsden, MD, FRCPC, FANZCA,‡ Sanjay K. Sinha, MBBS,§ Jonathan H. Abrams, MD,§
Daquan Xu, MB, MPH,‡ and Emine A. Salviz, MD‡
Background and Objectives: Adductor canal block (ACB) has been
suggested as an analgesic alternative to femoral nerve block (FNB) for
procedures on the knee, but its effect on quadriceps motor function is
unclear. We performed a randomized, blinded study to compare quadriceps strength following adductor canal versus FNB in volunteers. Our
hypothesis was that quadriceps strength would be preserved following
ACB, but not FNB. Secondary outcomes included relative preservation
of hip adduction and degree of balance impairment.
Methods: The ACB was performed in one leg and the FNB in the
contralateral leg in 16 volunteers using a randomized block sequence.
For all blocks, 15 mL of 3% chloroprocaine was injected under ultrasonographic guidance. Maximal voluntary isometric contraction of knee
extension and hip adduction was measured at baseline and at 30 and
60 minutes after block. After 60-minute assessments were complete,
the second block was placed. A test of balance (Berg Balance Scale)
was performed 30 minutes after the ﬁrst block only.
Results: Quadriceps strength and balance scores were similar to baseline
following ACB. Following FNB, there was a signiﬁcant reduction in quadriceps strength (95.1% ± 17.1% vs 11.1% ± 14.0%; P < 0.0001) and balance scores (56 ± 0 vs 37 ± 17.2; P = 0.02) compared with baseline. There
was no difference in hip adductor strength (97.0% ± 10.8% vs 91.8% ±
9.6%; P = 0.17).
Conclusions: Compared with FNB, ACB results in signiﬁcant quadriceps motor sparing and signiﬁcantly preserved balance.

branches to the quadriceps muscle divide from the femoral
nerve by about 5 cm below the inguinal ligament.3 The remaining motor branches, which supply the vastus medialis, continue
distally along with the saphenous nerve down the thigh in the
adductor canal, a fascial plane that is superﬁcial to the femoral
artery and deep to the sartorius muscle.4
The adductor canal block (ACB) is a technique that was
ﬁrst described by van der Wal5 as a highly successful approach
to the saphenous nerve and was initially performed at the level
of the distal thigh, distal to the quadriceps motor branches. This
block is frequently used for anesthesia and analgesia of the medial calf and ankle.6 Recent case reports and a randomized trial
have demonstrated superior analgesia after total knee arthroplasty (TKA) in patients receiving ACB compared with parenteral opioids.7–9
Our objective was to determine if an ultrasound-guided
ACB can preserve quadriceps strength, thus minimizing weakness of knee extension compared with ultrasound-guided FNB.
Our primary outcome was the percentage of maximum voluntary isometric contraction (MVIC) of knee extension preserved
at 30 minutes after either an ACB or FNB. Secondary outcomes
included MVIC of knee extension at 60 minutes, hip adduction
at 30 and 60 minutes, and assessment of fall risk with the Berg
Balance Scale (BBS) at 30 minutes.

(Reg Anesth Pain Med 2013;38: 321–325)

F

emoral nerve block (FNB) is commonly used for analgesia in
patients undergoing knee or ankle surgery.1 However, FNB
causes weakness of the quadriceps muscles that can impair effective rehabilitation and may contribute to patient falls.2 Anatomical studies have determined that the majority of the motor
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METHODS
After approval by the institutional review board at St Luke’s–
Roosevelt Hospital Center, 16 healthy, American Society of
Anesthesiologists physical status I and II, English-speaking volunteers were recruited. Exclusion criteria included body mass
index of greater than 30 kg/m2, history of allergy to local anesthetics, preexisting gait disturbances, and any motor or sensory
deﬁcits. Also excluded were medical students or individuals with
signiﬁcant background in anatomy or medicine. After written
informed consent, volunteers were randomized as to which leg
would receive a peripheral nerve block (PNB) ﬁrst (left or right)
and which of the PNBs would be done ﬁrst (ACB or FNB). Volunteers received an injection on both the right and left sides during the course of the study: an ACB on one side and an FNB on
the opposite side. Randomization was determined by computergenerated random sequences that were constructed and placed
in sealed envelopes by a blinded research assistant (Fig. 1).
Baseline sensory, motor, and balance assessments were
completed (see full description below). Standard monitors were
applied (noninvasive blood pressure, electrocardiogram, SpO2),
and an intravenous cannula with a saline lock was placed following the baseline assessments. Blocks were then performed
as described below.
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FIGURE 1. CONSORT (Consolidated Standards of Reporting Trials) diagram.

Ultrasound-Guided Femoral Nerve Block
The volunteers were placed in a supine position. An 18-6–MHz
linear ultrasound transducer (Flex Focus 400 Anesthesia; BK
Medical, Peabody, Massachusetts) was applied to the skin at the
level of the inguinal crease. The femoral artery, fascia iliaca, and
femoral nerve were visualized (Fig. 2). The skin was inﬁltrated
with 1% lidocaine. A 22-gauge, 50-mm, short-bevel stimulating
needle (Stimuplex; B Braun, Bethlehem, Pennsylvania) was
inserted under ultrasound guidance using an in-plane technique
from lateral to medial until a quadriceps motor response was elicited at a current between 0.5 and 0.2 mA with a pulse width of
0.1 millisecond. When necessary, small aliquots of 5% dextrose in
water (D5W) were used for hydrolocalization of the needle tip.
After negative aspiration, 15 mL of 3% chloroprocaine was deposited adjacent to the femoral nerve and deep to the fascia iliaca,
with intermittent aspiration and in-line pressure monitoring to

ensure an injection pressure of less than 15 psi (BSmart; Concert
Medical, LLC, Norwell, Massachusetts). After completion of the
procedure, a sterile dressing was placed over the needle insertion
site. In addition, the site on the ipsilateral leg corresponding to
the position where an ACB would have been completed was
wiped with povidone, and a sterile dressing was placed to blind
the assessors.

Ultrasound-Guided Adductor Canal Block
All blocks were done in a manner similar to a technique
previously described by Kirkpatrick and colleagues.10 Volunteers were placed in a supine position with the extremity to be
blocked slightly externally rotated. On the medial thigh, at the
midpoint between the inguinal crease and the medial condyle,
an 18-6–MHz linear ultrasound transducer (Flex Focus 400 Anesthesia; BK Medical) was placed in a transverse orientation
to visualize the femoral artery in short axis deep to the sartorius
muscle. The skin was inﬁltrated with 1% lidocaine. A 21-gauge,
100-mm, short-bevel needle (Stimuplex; B Braun) was inserted
under ultrasound guidance in an out-of-plane technique to position the needle tip anterolateral to the artery and just deep to
the posterior fascia of the sartorius muscle (Fig. 3). When necessary, small aliquots of D5W were used for hydrolocalization
of the needle tip. Once in position, 15 mL of 3% chloroprocaine
was deposited adjacent to the femoral artery and deep to the sartorius muscle, with intermittent aspiration and in-line pressure
monitoring to ensure an injection pressure of less than 15 psi
(BSmart; Concert Medical, LLC). After completion of the procedure, a sterile dressing was placed over the needle insertion
site. The site on the ipsilateral leg corresponding to the position
where an FNB would have been completed was wiped with povidone, and a sterile dressing was placed to blind the assessors.

Assessments
FIGURE 2. Ultrasound image obtained when high-frequency
linear probe was placed in transverse view at the level of the
inguinal crease. Arrow points to the injection site. FA indicates
femoral artery; FN, femoral Nerve; FI, fascia Iliaca; IlM,
iliacus muscle.
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Block assessments were carried out at baseline and after
each block. The assessor was not involved in the block procedure and was blinded to the type of block performed. The second block was placed after the 60-minute assessments of the
ﬁrst leg were completed.
© 2013 American Society of Regional Anesthesia and Pain Medicine
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were compared with assessments at 30 and 60 minutes after the
nerve block to determine a percentage of force preserved.

Fall-Risk Assessments

FIGURE 3. Ultrasound image obtained when high-frequency
linear probe was placed in transverse view at appropriate level
on patient thigh. Arrow points to the injection site. SaM, sartorius
muscle; FA, femoral artery; VMM, vastus medialis muscle.

Femoral nerve block was considered successful if there was
greater than 50% loss in MVIC of knee extension at 30 minutes
after block. Adductor canal block was considered successful if
the patient reported decreased or absent sensation at the medial
midcalf to a pinprick stimulus using a 3-point scale (2 = normal
sensation, 1 = decreased sensation, 0 = no sensation) at 30 minutes
after block. Sensation at the medial midcalf was also tested in the
femoral block leg for comparison.
Motor and balance assessments were carried out as follows:

Motor Assessments
Maximal voluntary isometric contraction of knee extension
was assessed with an electronic dynamometer (MicroFET2;
Hoogan Industries, West Jordan, Utah) using a protocol previously described.11 With the volunteer in a seated position with
the thigh parallel to the ﬂoor and leg perpendicular to the ﬂoor,
the dynamometer was placed on the distal anterior tibia. Volunteers were asked to increase the force over 2 seconds up to a
maximal force, while the assessor exerted an equivalent isometric force. The volunteers were asked to maintain that maximal
force for 3 seconds, and the maximal force over that period was
recorded. Each measurement was taken 3 times sequentially, and
the mean determined. By measuring a baseline, we were able to
calculate the percentage of force decreased. Baseline measurements (before PNB) were taken and compared with assessments
at 30 and 60 minutes after PNB to calculate a percentage of force
preserved relative to baseline.
Maximum voluntary isometric contraction of hip adduction
was recorded in a similar method to the knee extension. With
the volunteer in the supine position, and with the hip slightly
abducted, the dynamometer was placed on the medial condyle
of the ipsilateral knee being assessed. Baseline measurements
(before PNB) were taken, and subsequent measurements were
taken at 30 and 60 minutes after PNB. As previously, each measurement was taken 3 times, and their mean calculated. Strength
of hip adduction was again recorded as a percentage of force
relative to the baseline. Baseline measurements (before PNB)
© 2013 American Society of Regional Anesthesia and Pain Medicine

Volunteers were assessed for risk for falls using the BBS,
which is a psychomotor test that involves a series of 14 standardized instructions; volunteers are graded on a 0- to 4-point
scale speciﬁc to each task.12 The maximum possible score is
56. In elderly patients, a BBS score of less than 45 indicates
at least a moderate risk for falls.13
This test was conducted at baseline (preblock) and at
30 minutes after placement of the ﬁrst block, with assisted support if needed following the block. The BBS assessment was
performed only once per patient, following the ﬁrst block. Thus,
half of the volunteers completed BBS assessments after FNB,
and the other half of the volunteers completed it after ACB.
The power analysis was based on a study by Bohannon11
in which mean isometric force and standard deviation for the
quadriceps muscle were calculated (154.95 ± 94.89 N). We expected that the FNB would result in a substantial transient quadriceps weakness. We felt that a 50% difference in quadriceps
strength between groups would be clinically important. At
α = 0.05 and power = 0.80, we estimated a sample size of 14 volunteers (28 nerve blocks). We recruited 16 volunteers in the event
of unilateral blocks that would eliminate the volunteer from
the paired analyses. This also allowed us to have an even number of each type of block per side.
The statistical analysis was performed using SAS version
9.1.3 (SAS Institute, Cary, North Carolina). Continuous data
are reported as mean ± SD. Paired samples were compared
using the paired t test; P < 0.05 was considered signiﬁcant.

RESULTS
Sixteen healthy volunteers completed this study. Average
age was 29 years (range, 18–62 years), and average body mass
index was 24.4 kg/m2 (range, 18.5–28.4 kg/m2). Initial sensory
and motor examinations and BBS assessments were normal.
All blocks had good-quality ultrasound images, and appropriate spread of local anesthetic was visualized. No block
required more than 2 mL of D5W for hydrolocation. All FNBs
demonstrated a motor response to nerve stimulation between
0.5 and 0.2 mA at a pulse width of 0.1 millisecond, as well as
substantial quadriceps weakness (>50% loss). All blocks (ACBs
and FNBs) demonstrated decreased or absent sensation at the
medial calf.
Maximum voluntary isometric contraction of knee extension was preserved with ACB compared with FNB at 30 minutes
(95.1% ± 17.1% vs 11.1% ± 14.0%, respectively; P < 0.0001)
and at 60 minutes (98.8% ± 15.5% vs 41.2% ± 34.3%, respectively; P < 0.0001). There was no difference in MVIC during
hip adduction at 30 minutes (97.0% ± 10.8% vs 91.8% ± .6%;
P = 0.17) or at 60 minutes (96.3% ± 15.4% vs 93.6% ± 8.8%;
P = 0.62) (Fig. 4).
There was no impairment of the BBS in volunteers who received an ACB, whereas it was signiﬁcantly impaired in volunteers who received an FNB (56 ± 0 vs 37 ± 17.2; P = 0.02).

DISCUSSION
Our results demonstrate that ACB does not signiﬁcantly affect the quadriceps motor function or balance, whereas FNB
substantially decreases quadriceps motor function and increases
the risk for falls as measured by the BBS.
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FIGURE 4. Motor assessment results.

The ACB provides cutaneous anesthesia to the medial calf
and ankle and has been used successfully to reduce postoperative pain in a variety of surgical procedures, including ankle surgery14 and knee arthroscopy.15 However, controversy exists as
to the optimal level on the thigh at which to perform the ACB.
Whereas some clinicians advocate for a distal approach (eg, distal third of the femur),16 our clinical experience has been that an
approach at midfemur does not impair motor function, a result
that is reproduced in this volunteer study. In addition, a midfemoral site may more reliably ensure a block proximal to the
branching of the infrapatellar branch of the saphenous nerve,
potentially leading to a more complete block of the knee.17
The articular branches of the obturator nerve provide variable
sensation to the posteromedial aspect of the knee and traverse
the adductor canal before innervating the joint.8 Local anesthetics deposited in the adductor canal may provide improved
analgesia by blocking these perigenicular obturator ﬁbers in addition to the femoral articular branches.9 However, our ﬁndings
suggest that signiﬁcant blockade of obturator motor ﬁbers (as
measured by strength of hip adduction) does not occur when
the ACB is performed under the conditions of our study.
Femoral nerve block is a standard analgesic intervention
following TKA or anterior cruciate repair in many centers. However, its principal disadvantage is the resulting motor weakness
that may contribute to impaired ambulation and rehabilitation,
as well as elevated fall risk. An increased trend toward fasttracked rehabilitation programs after TKA has resulted in an expectation of many patients ambulating on the day of surgery.18
Recent studies have suggested that ACB provides signiﬁcant
analgesia to the knee following arthroplasty.7,9
Block-related falls can occur from a variety of sources, including sensory loss, motor weakness, impaired proprioception,
or a combination of these.2 As there is no standard for assessing
fall risk after PNBs, we chose a validated fall-risk assessment
tool, the BBS. The BBS, a well-known balance measurement
tool,19 was initially designed and validated in elderly patients
to predict falls12 but has since been used in other cohorts with
neuromuscular disease, such as patients with stroke, multiple
sclerosis, and Parkinson disease. The test not only evaluates balance in positions of increasing difﬁculty by decreasing the base
of support, but also tests transfers and retrieving objects from
the ﬂoor.19 The BBS scores for the ACB group were identical
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to baseline, whereas every subject in the FNB group demonstrated impaired balance.
There were some potential limitations to our study. First,
we used the BBS to assess balance and fall risk. Although the
BBS has not been validated in our patient population, it has
been validated in patients with neuromuscular disease; as such,
it may also be useful in the assessment of the induced neuromuscular dysfunction of a PNB. Second, because our subjects
did not undergo surgery, no conclusions regarding the efﬁcacy
of our blocks for surgical anesthesia can be made. We chose
to do the study in volunteers to reliably assess motor strength
without the potential confounders of pain, swelling, muscle
spasm, or bandages present following knee surgery.5,20–24 Although it is difﬁcult to assess analgesic efﬁcacy in this model,
it is ideal for the assessment of motor sparing and balance,
and previous studies have assessed the analgesic efﬁcacy of
both ACBs8,9 and FNBs.1,14 We used a reduction in quadriceps
strength as conﬁrmation of successful FNB as it is the most objective assessment tool and used sensory block for ACB as there
is not an equivalent motor end point at this level. Chloroprocaine was used because of its relatively short latency and duration of action. This ensured that volunteers could have both
blocks resolve within a total of approximately 5 hours and be
safely discharged home the same day. We chose 30 minutes
for our primary end point assessments, as the blocks would be
at their peak pharmacodynamic effect. Finally, the use of dilute local anesthetics when performing FNBs (ie, ropivacaine
≤0.2%) may or may not have reduced quadriceps weakness relative to higher-concentration local anesthetics such as the one
used in this study. However, even very dilute solutions of ropivacaine (0.1%) have been shown to have a substantial effect
on quadriceps weakness during FNB.25 It is for this reason that
an anatomical (rather than pharmacologic) approach may represent an encouraging solution to this clinical problem.
In summary, our study demonstrates that ultrasound-guided
ACB spares motor function and balance compared with FNB.
Randomized controlled trials comparing ACB to FNB in surgical populations are indicated to determine the analgesic effects
of ACB for speciﬁc procedures.

ACKNOWLEDGMENTS
The authors wish to thank Admir Hadzic, MD, PhD, for
his editorial assistance with the manuscript.

REFERENCES
1. Liu SS, Salinas FV. Continuous plexus and peripheral nerve blocks
for postoperative analgesia. Anesth Analg. 2003;96:263–272.
2. Ilfeld BM, Duke KB, Donohue MC. The association between
lower extremity continuous peripheral nerve blocks and patient
falls after knee and hip arthroplasty. Anesth Analg.
2010;111:1552–1554.
3. Sung DH, Jung J-Y, Kim H-D, Ha BJ, Ko YJ. Motor branch
of the rectus femoris: anatomic location for selective motor
branch block in stiff-legged gait. Arch Phys Med Rehabil.
2003;84:1028–1031.
4. Kapoor R, Adhikary SD, Siefring C, McQuillan PM. The saphenous
nerve and its relationship to the nerve to the vastus medialis in and
around the adductor canal: an anatomical study. Acta Anaesthesiol
Scand. 2012;56:365–367.
5. van der Wal M, Lang SA, Yip RW. Transsartorial approach for
saphenous nerve block. Can J Anaesth. 1993;40:542–546.

© 2013 American Society of Regional Anesthesia and Pain Medicine

Copyright © 2013 American Society of Regional Anesthesia and Pain Medicine. Unauthorized reproduction of this article is prohibited.

Regional Anesthesia and Pain Medicine • Volume 38, Number 4, July-August 2013

Adductor Canal Block and Muscle Power

6. Tsai PB, Karnwal A, Kakazu C, Tokhner V, Julka IS. Efﬁcacy of an
ultrasound-guided subsartorial approach to saphenous nerve block:
a case series. Can J Anaesth. 2010;57:683–688.

17. Le Corroller T, Lagier A, Pirro N, Champsaur P. Anatomical study
of the infrapatellar branch of the saphenous nerve using
ultrasonography. Muscle Nerve. 2011;44:50–54.

7. Davis JJ, Bond TS, Swenson JD. Adductor canal block: more than just
the saphenous nerve? Reg Anesth Pain Med. 2009;34:618–619.

18. den Hertog A, Gliesche K, Timm J, Mühlbauer B, Zebrowski S.
Pathway-controlled fast-track rehabilitation after total knee
arthroplasty: a randomized prospective clinical study evaluating
the recovery pattern, drug consumption, and length of stay.
Arch Orthop Trauma Surg. 2012;132:1153–1163.

8. Lund J, Jenstrup MT, Jaeger P, Sørensen AM, Dahl JB. Continuous
adductor-canal-blockade for adjuvant post-operative analgesia after
major knee surgery: preliminary results. Acta Anaesthesiol Scand.
2011;55:14–19.
9. Jenstrup MT, Jæger P, Lund J, et al. Effects of adductor-canal-blockade
on pain and ambulation after total knee arthroplasty: a randomized
study. Acta Anaesthesiol Scand. 2012;56:357–364.
10. Kirkpatrick JD, Sites BD, Antonakakis JG. Preliminary experience
with a new approach to performing an ultrasound-guided saphenous
nerve block in the mid to proximal femur. Reg Anesth Pain Med.
2010;35:222–223.
11. Bohannon RW. Measuring knee extensor muscle strength. Am J Phys
Med Rehabil. 2001;80:13–18.
12. Berg KO, Wood-Dauphinee SL, Williams JI, Maki B. Measuring
balance in the elderly: validation of an instrument. Can J Public Health.
1992;83(suppl 2):S7–S11.
13. Yelnik A, Bonan I. Clinical tools for assessing balance disorders.
Neurophysiol Clin. 2008;38:439–445.
14. Blumenthal S, Borgeat A, Neudörfer C, et al. Additional femoral
catheter in combination with popliteal catheter for analgesia after major
ankle surgery. Br J Anaesth. 2011;106:387–393.
15. Akkaya T, Ersan O, Ozkan D, et al. Saphenous nerve block is an
effective regional technique for post-menisectomy pain. Knee Surg
Sports Traumatol Arthrosc. 2008;16:855–858.
16. Krombach J, Gray AT. Sonography for saphenous nerve block near
the adductor canal. Reg Anesth Pain Med. 2007;32:369–370.

© 2013 American Society of Regional Anesthesia and Pain Medicine

19. Tyson SF, Connell LA. How to measure balance in clinical practice.
A systematic review of the psychometrics and clinical utility
of measures of balance activity for neurological conditions.
Clin Rehabil. 2009;23:824–840.
20. Saranteas T, Anagnostis G, Paraskeuopoulos T, et al. Anatomy and
clinical implications of the ultrasound-guided subsartorial saphenous
nerve block. Reg Anesth Pain Med. 2011;36:399–402.
21. Benzon HT, Sharma S, Calimaran A. Comparison of the different
approaches to saphenous nerve block. Anesthesiology.
2005;102:633–638.
22. Salinas FV, Neal JM, Sueda LA, Kopacz DJ, Liu SS.
Prospective comparison of continuous femoral nerve block
with nonstimulating catheter placement versus stimulating
catheter-guided perineural placement in volunteers.
Reg Anesth Pain Med. 2004;29:212–220.
23. De Mey JC, Deruyck LJ, Cammu G, De Baerdemaeker LE,
Mortier EP. A paravenous approach for the saphenous nerve block.
Reg Anesth Pain Med. 2001;26:504–506.
24. Comfort VK, Lang SA, Yip RW. Saphenous nerve anaesthesia—a
nerve stimulator technique. Can J Anaesth. 1996;43:852–857.
25. Bauer M, Wang L, Onibonoje OK, et al. Continuous femoral
nerve blocks. Decreasing local anesthetic concentration
to minimize quadriceps femoris weakness. Anesthesiology.
2012;116:665–672.

325

Copyright © 2013 American Society of Regional Anesthesia and Pain Medicine. Unauthorized reproduction of this article is prohibited.

