
Patients with dilated cardiomyopathy or acute myocardial 
infarction are at risk of anesthesia complications, and peripheral 
nerve blocks (PNBs) provide more stable operative hemody-
namics than general anesthesia or central neuraxial blocks. We 
present two rare cases of patients with dilated cardiomyopathy 
or acute myocardial infarction and a coagulation abnormality 
that were administered ultrasound-guided femoral and popliteal 
sciatic nerve blocks as anesthesia for lower limb surgery.

A 71-year-old woman (155 cm, 44 kg, ASA 4) was scheduled 
to undergo open reduction and internal fixation due to a left 
lateral malleolus fracture. Five year previously, she underwent 
cardioversion and atrial ablation due to atrial fibrillation and 
ventricular tachycardia, and was being medicated for liver cir-
rhosis and dilated cardiomyopathy. Preoperative 2-dimensional 
electrocardiography showed atrial fibrillation and a left ventric-
ular ejection fraction of 20–25%. Her pulmonary arterial pres-
sure was 30 mmHg. Clopidogrel (75 mg) was maintained during 
the perioperative period to prevent a thromboembolic event. 
Prothrombin time international normalized ratio (PT INR) was 
1.36, prothrombin time (%) was 64%, and aPTT was 36.6 sec. 
Ultrasound-guided femoral and popliteal sciatic nerve blocks 
were chosen due to the risks posed by general anesthesia and 
a central neuraxial blockade. For the femoral nerve blockade, 

the patient was placed in the supine position and a linear 6–13 
MHz probe (SonoSite M-Turbo®, SonoSite Bothell, WA, USA) 
was positioned at left inguinal crease level. Subsequently, after 
penetrating the fascia iliaca, a 22-gauge 50 mm insulated needle 
was inserted using the in-plane approach near the femoral nerve 
(Fig. 1A). After obtaining quadriceps femoris muscle contrac-
tion at 0.5 mA and negative blood aspiration, 20 ml of 0.5 % 
ropivacaine containing 1 : 200,000 epinephrine was injected. For 
the popliteal sciatic nerve blockade, the patient was placed in the 
right lateral decubitus position, and the same type of probe was 
placed at 3 cm above the popliteal crease level and a 22-gauge 50 
mm long insulated needle was inserted near the popliteal sciatic 
nerve (Fig. 1B). After obtaining plantarflexion of the foot at 0.5 
mA and negative blood aspiration, 20 ml of 0.5% ropivacaine 
containing 1 : 200,000 epinephrine was injected. Twenty min-
utes later, loss of cold sensation in the surgical area and motor 
paralysis of the foot were confirmed and surgery was started. 
The nerve block took 23 minutes to perform and the surgery 
took 35 minutes. 

The other case involved a 63-year-old woman (155 cm, 67 kg, 
ASA 4), who underwent below knee amputation due to throm-
botic occlusions of the right femoral and popliteal arteries. She 
suffered from hypertension and rheumatoid arthritis. Three days 
prior to surgery, acute myocardial infarction had been diag-
nosed. Coronary angiography showed complete occlusion of the 
right coronary artery, which was resolved by percutaneous coro-
nary intervention. Preoperative chest radiography indicated car-
diac hypertrophy and pulmonary congestion. Heparin (7000+5000 
u) and clopidogrel (75 mg) were maintained during periopera-
tive period to prevent a thromboembolic event. Coagulation test 
results yielded PT INR 1.45, prothrombin time 46%, PTsec 15.6 
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sec, and aPTT 44 sec. The patient also exhibited symptoms of 
septic shock resulting from hypotension and severe metabolic 
acidosis (pH: 7.29, BE: -13.3 mmol/L) resulting from hypoxic 
tissue damage due to myocardial infarction and disturbance of 
lower leg circulation. The patient was transfer to the OR, she was 
administered dopamine (40 μg/kg/min), dobutamine (20 μg/kg/
min), norepinephrine (74 μg/min), and hydrocortisol 50 mg/
day. The patient had a moon face and found it difficult to open 
her mouth sufficiently for to enable endotracheal intubation, 
and thus, for this reason and the presence of hemodynamic in-
stability, ultrasound-guided combined femoral and sciatic nerve 
blocks were chosen. Upon arrival at the operation room, oxygen 
was supplied through a nasal cannula at 3 L/min, and the patient 
was sedated with 25 μg of fentanyl and 1 mg of midazolam. For 
the femoral nerve blockade, after negative blood aspiration after 
obtaining of the contraction of the quadriceps femoris muscle at 
0.5 mA, 10 ml of 0.75% ropivacaine containing epinephrine 
1 : 100,000 was injected near the femoral nerve. For the popliteal 
sciatic nerve blockade, after negative blood aspiration and ob-
taining of plantarflexion and dorsiflexion of the foot at 0.5 mA, 
20 ml of 0.75% ropivacaine containing epinephrine 1 : 100,000 
was injected. Twenty minutes later, loss of cold sensation and 
motor paralysis of the surgical area were confirmed, and surgery 
was started. During surgery, midazolam 2 mg and fentanyl 50 
µg were injected for sedation and pain control. In this case, the 
nerve block took 25 minutes and the surgery 52 minutes. No 
cardiovascular complications were encountered during the peri-

operative period and no femoral or popliteal artery hematoma 
developed over 14 days of follow-up in either case.

Patients with cardiomyopathy are considered at risk of car-
diac arrest on induction of anesthesia [1], and patients with 
dilated cardiomyopathy or acute myocardial infarction are ex-
tremely susceptible to the cardiodepressive effect of anesthetics 
under general anesthesia [2]. In case 1, the patient had a low 
left ventricular ejection fraction (20–25%) due to heart failure 
resulting from dilated cardiomyopathy, and in case 2, the patient 
revealed unstable hemodynamics due to myocardial infarction 
and septic shock. In both patients’, general conditions were life 
threatening and coagulation profiles were abnormal. Therefore, 
we chose PNBs for anesthesia instead of general anesthesia or a 
central neuraxial block.

PNBs provide more stable intraoperative hemodynam-
ics than general anesthesia or a central neuraxial block [3,4]. 
Ultrasound-guided combined femoral and sciatic nerve blocks 
are mainly chosen for lower limb surgery. PNB has the strong 
advantage of hemodynamic stability, which has been reported to 
be related to increased survival. Reported death rates after lower 
limb amputation range from 8 to 30%, but reports indicate PNB 
has a lower mortality rate in patients with high risk cardiac dis-
eases than neuraxial block [2,3,5]. In our cases, PNBs were safely 
performed for lower limb surgery in patients with high risk car-
diac disease.

Fig. 1. (A) Ultrasound image of the femoral nerve block. FA: femoral artery, FN: femoral nerve, FL: fascia lata, FI: fascia iliaca, *local anesthetic. (B) 
Ultrasound image of the sciatic nerve block. The local anesthetic was injected circumferentially around the nerve. PA: popliteal artery, PV: popliteal 
vein, SN: sciatic nerve, *local anesthetic.
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