
Introduction
The superficial infrapatellar bursa (SIPB), sometimes called the 
pretibial bursa [1], is a synovial-lined sac located directly anterior 
or slightly superior to the tibial tuberosity [2, 3], between the 
anterior aspect of the distal end of the patellar tendon and the 
subcutaneous fat [4]. It functions to reduce friction between the 
tibial tuberosity and the overlying skin. Superficial infrapatellar 
bursitis may be caused by trauma (acute or repetitive), 
inflammation or infection. In superficial infrapatellar bursitis, a 
small swelling is usually noted; a massive growth is a rare 
presentation [5]. Open excision of bursae in front of the knee can 
be performed in a one-stage or a two-stage procedure, and the use 
of endoscopy is a viable alternative. We report an unusually 
massive hemorrhagic bursitis of the SIPB, which was totally 

resected in a one-stage open procedure.

Case Report
A 65-year-old active and otherwise healthy Egyptian farmer 
presented to us with a massive swelling just below the right knee 
(Fig. 1). He reported that the swelling has been present for about 
4 years and attributed it to a certain minor traumatic incident that 
occurred during work. The mass was insidious in onset and its 
size increased progressively over time. The patient ignored the 
swelling despite its unusual size which caused him limitation of 
knee flexion and discomfort at certain daily activities. He 
reported no constitutional symptoms. The knee was stable and 
he did not complain of locking.
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Introduction: Superficial infrapatellar bursitis may be traumatic, inflammatory, or infectious. It rarely attains massive dimensions. Open 
excision can be performed as a one-stage or a two-stage procedure, and endoscopy can be an alternative. We report a chronic, unusually massive, 
hemorrhagic infrapatellar bursa which we resected totally in a single stage procedure with no significant complications.
Case Report: A 65-year-old male farmer presented with a chronic massive swelling in front of the right knee which first appeared 4 years earlier 
and had no effect on his general condition. The mass was excised in a one-stage procedure and it was found to be a hemorrhagic bursitis. The 
wound healed uneventfully and, on follow-up 7 weeks later, the patient was able to perform full flexion and extension of the knee.
Conclusion: Two-stage procedures for excision are effective, but one-stage procedures are equally effective in chronic cases, provided the 
dissection is performed meticulously and atraumatically.
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Abstract

Learning Point of the Article:
With meticulous technique, one-stage excision of massive chronic non-infected infrapatellar bursae is safe and effective.

An Unusually Massive Hemorrhagic Superficial Infrapatellar Bursa 
Excised in a One-stage Procedure: Case Report
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On examination, the patient’s appearance was generally well, 
vital signs were within the normal range for age, and no 
lymphadenopathy was detected. On local examination, a 
remarkably sized globular mass measuring approximately 21 cm 
× 18 cm × 13 cm in the greatest dimensions was located mostly 

below the level of the knee joint line and encroaching over the 
inferior portion of the patella, obscuring the inferior pole. No 
local skin changes were noticed, apart from the excessive 
expansion of the overlying skin, which was freely mobile. The 
mass was firm in consistency, non-compressible and non-

fluctuant, and it could not be transilluminated. No knee 
effusion was detected clinically. Diagnostic aspiration under 
aseptic conditions yielded a chocolate brown fluid mixed 
with clots.
Imaging studies were obtained. Apart from the soft-tissue 
shadow of the mass, plain radiograph was unremarkable. 
Magnetic resonance imaging (MRI) scan (Fig. 2) revealed a 
cystic lesion anterior to the patellar tendon and overlying the 
anterior aspect of the proximal tibia, encroaching on both its 
sides, more lateral ly than medial ly. There was no 
communication between the mass and the knee joint. The 
collection within the bursa was septated, with heterogeneous 
signal intensity and internal debris. The patellar tendon was 
slightly displaced posteriorly but not invaded by the mass. No 
evidence of malignancy, muscular invasion, or knee joint 
effusion was seen.
Surgery was arranged to relieve the patient of this unusually 
large mass and for definitive determination of its nature for 
further treatment, if necessary. It was decided to be a one-
stage procedure. Under spinal anesthesia, the cyst was 
initially aspirated to reduce its volume and tension. A solution 
of 1% lidocaine with 1:100,000 epinephrine was infiltrated to 
provide a bloodless field, and no tourniquet was used. An 
anterior skin ellipse was removed along with the whole well 
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Figure 3: The excised, partially aspirated mass, photographed with a No. 
22 scalpel blade. This is the deep side of the mass. The superficial aspect 
(turned down) has a skin ellipse attached to it.

Figure 1: The right knee mass on the day of the operation.
Figure 2: Selected axial and sagittal magnetic resonance images of the mass 
at its greatest dimensions.
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circumscribed globular mass (Fig. 3). The wound was closed 
primarily in layers. Vacuum-assisted closure was not used.
The cyst was rubbery in consistency. On section, chocolate 
brown fluid came out and friable blood clots were seen inside 
the multiloculated cyst (Fig. 4).

Histological examination showed a dermal fibrovascular cyst 
wall with widely denuded lining and congested vessels with 
degenerating blood elements and hemosiderin deposition. 
Non-evidence of malignancy or infection was found.

The patient was allowed weightbearing in the immediate post-
operative period. Knee flexion was not restricted by external 
braces or splints; however, he was advised against kneeling for 4-
week postoperatively.
The wound healed uneventfully. Seven-week postoperatively, 
the patient was able to fully flex and extend his knee (Figs. 5 and 
6). However, he reported discomfort in the anterior thigh, 
higher proximally within the quadriceps muscle belly, when he 
attempts to kneel.

Discussion
The SIPB is a synovial-lined sac located between the inferior 
aspect of the patellar tendon and the skin. It functions to reduce 
friction between the tibial tuberosity and the overlying skin. 
The average normal size of the SIPB is 19.5 × 21.2 × 2.2 mm [2]. 
Viegas et al. found the SIPB in only 55% of nine anatomic 
specimens (as opposed to the deep infrapatellar bursa which 
they detected in all their cadavres [2]. This is consistent with the 
figure reported about a century earlier by Churchman who 
described the presence of loose areolar tissue instead of the 
SIPB in about half of his cases [6]. When present and healthy, 
the SIPB, with its very minimal fluid content, is invisible on MR 
imaging [4, 7]. The huge collection within such a small bursa 
demonstrates the high stretchability of human tissues, which 
can sometimes reach extraordinary dimensions, even within a 
short time frame [5].
The SIPB is an uncommon site for bursitis [8, 9, 10], which can 
be either simple or hemorrhagic. Infrapatellar bursitis is more 
common in repetitive knee trauma, causing the best known type 
of superficial infrapatellar bursitis known as the “clergyman’s 
knee” caused by occupational kneeling. However, the etiology 
sometimes remains elusive [11]. Superficial infrapatellar 
bursitis may also be initiated by acute trauma, as in our patient, 
leading to hemorrhagic bursitis.
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Figure 5: Seven-week post-operative photographs showing the patient’s right knee in extension both standing (above) and supine (below).

Figure 4: Chocolate brown fluid with friable blood clots coming 
out from the sectioned cystic mass.



www.jocr.co.in

145

With chronicity, the affected bursa may reach remarkable 
dimensions, producing a large mass with thick wall, loculation, 
and internal debris [3]. This was the case in our patient, whose 
hemorrhagic SIPB reached an extraordinary size. These 
remarkably enlarged bursae can even calcify and simulate soft-
tissue tumors. Stahnke et al. reported on two octogenarian 
patients with calcific haemorrhagic bursitis anterior to the knee 
(one infrapatellar and one prepatellar) who were referred to 
their orthopedic oncology center for suspicion of soft-tissue 
sarcoma [12].

In most cases, radiological diagnosis of cystic lesions around the 
knee is straightforward. However, the more complex MRI 
appearance of chronic hemorrhagic bursitis, with atypical 
hemorrhagic contents and debris, differs significantly from the 
homogenous fluid signal seen in cases of simple bursitis [13, 
14]. This may make the diagnosis of chronic hemorrhagic 
bursitis more challenging [15].
Skin compromise is a devastating complication following 
surgical excision of bursae over the anterior aspect of the knee 
[16], prompting the use of endoscopic [17], and two-stage 

open [18] procedures for these 
cases. Quayle and Robinson 
suggested excision of the 
posterior wall of the bursa 
only, leaving the anterior wall 
w i t h  i t s  o v e r l y i n g  s k i n 
u n d i s t u r b e d  [ 1 9 ] . 
Senthilkumaran and Hamilton 
reported the use of the two-
s t a g e  t e c h n i q u e  f o r  t h e 
management of a large chronic 
prepatellar bursitis in a 62-
year-old male patient [16]. 
H o w e v e r ,  U ç k a y  e t  a l . , 
studying cases of moderate to 
severe septic olecranon and 
prepatellar bursitis, asserted 
the safety, efficiency, and 
resource ef fect iveness of 
bursectomy with primar y 
closure, reporting higher rates 

of wound dehiscence with the use of a two-stage technique for 
olecranon bursitis compared to the use of a one-stage technique 
[18]. Our patient’s wound healed uneventfully after a single-
stage excision procedure.

Conclusion
The ability of living human tissues to expand and stretch over 
time is well-known and well-documented. The use of a one-
stage procedure for resection of massive chronic bursae in front 
of the knee is safe and effective, provided the dissection is 
performed meticulously and atraumatically.

Clinical Message

Living human tissues have a great ability to expand over an extended 
period of time. Two-stage procedures for excision are effective, but 
one-stage procedures are equally effective in chronic cases, provided 
the dissection is performed meticulously and atraumatically.
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Figure 6: Seven-week postoperative photographs showing an equal range of flexion of both knees.
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