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ABSTRACT
Disorders of the deep infrapatellar bursa are important
to include in the differential diagnosis of anterior knee
pain. Knowledge regarding its anatomic location can
aid the clinician in establishing a proper diagnosis. Fifty
cadaveric knees were dissected, and the deep infrapa-
tellar bursa had a consistent anatomic location in all
specimens. The deep infrapatellar bursa was located
directly posterior to the distal 38% of the patellar ten-
don, just proximal to its insertion on the tibial tubercle.
There was no communication to the knee joint. Its
average width at the most proximal margin of the tibial
tubercle was slightly wider than the average distal
width of the patellar tendon. It was found to be partially
compartmentalized, with a fat pad apron extending
down from the retropatellar fat pad to partially divide it
into anterior and posterior compartments. The recom-
mended approach to this bursa, either for aspiration,
injection, or surgery, is along the lateral edge of the
patellar tendon just proximal to the tibial tubercle.

Disorders of the deep infrapatellar, or retropatellar, bursa
are important to include in the clinical differential diag-
nosis of anterior knee pain.7,9,12,15,16 This bursa has been
described as a location of calcification,8 inflammatory bur-
sitis,1,7 septic bursitis,5,10,13,15,16 gout,15 and traumatic
hemorrhage11 and as a possible factor in the infrapatellar
contracture syndrome.9 However, a literature review re-
vealed no precise details about the size, location, or char-
acteristics of this bursa, or whether it had an intraarticu-
lar connection to the knee joint. In addition, no surgical
approach to this bursa had been described. The purpose of
this study was to define the anatomic dimensions of the
deep infrapatellar bursa of the knee, to determine
whether there was evidence of communication with the

knee joint, and to define a consistent surgical approach to
the deep infrapatellar bursa.

MATERIALS AND METHODS

Thorough dissections of the anterior aspect of the knee of
50 nonpaired cadaveric knees were performed. There were
27 male and 23 female cadaveric knees with 25 right and
25 left knees. The average age of the specimens was 71.8
years (range, 42 to 93). After the skin and subcutaneous
tissues of the anterior aspect of the knee were carefully
dissected away, an approach to the deep infrapatellar
bursa of the knee was made through medial and lateral
arthrotomy incisions along the patella, followed by
transection of the quadriceps tendon from the patella. The
patella and patellar tendon were then retracted distally
and the retropatellar fat pad was dissected away meticu-
lously until the edges of the deep infrapatellar bursa were
identified. An incision was made to allow for a complete
retraction of the patellar tendon-patella complex starting
along the proximal margins of the bursa and continuing
distally along its medial and lateral margins.

At this point, whether the bursa was more easily iden-
tified from the lateral or medial border or equally the
same from both borders was recorded. The dimensions of
the deep infrapatellar bursa were then readily identified
(Table 1). After all the measurements were completed, a
sagittal incision was made through the retropatellar fat
pad at its midportion on the bursa to identify the most
distal anterior intraarticular portion of the tibia, and the
distance from the bursa to the joint was recorded.
Whether the bursa had an intraarticular communication
with the knee joint was also recorded. Because of the
nature of the dissection approach, the exact depth in the
anterior to posterior plane could not be accurately meas-
ured, so it was not recorded.

RESULTS

A deep infrapatellar bursa was identified in all specimens.
In 34 knees (68%), the deep infrapatellar bursa was more
readily identified at its lateral border, and in 8 knees
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(16%) the bursa was more readily identified from the
medial border. In the remaining eight knees (16%), the
deep infrapatellar bursa was equally identifiable from
either the lateral or medial border during the dissection
approach.

In all specimens, the deep infrapatellar bursa was lo-
cated directly posterior to the patellar tendon, just proxi-
mal to its insertion on the tibial tubercle (Fig. 1). The
bursa was found to be slightly wider than the width of the
patellar tendon at its insertion site on the tibial tubercle
(Table 1). Two portions of the bursa were found in all
specimens. The deeper portion (posterior compartment) of
the bursa formed a trapezoidal, almost rectangular, shape
against the anterior portion of the proximal tibia and was
located between the proximal margin of the tibial tubercle
and the distal attachment of the retropatellar fat pad onto
the proximal tibia. The wider base of the trapezoid was on
the lateral side, and the narrower base was on the medial
side. Anterior to this more posterior compartment of the
bursa was an apron-like projection of fat from the retropa-
tellar fat pad that covered the majority of the posterior
compartment of the bursa (Fig. 2). The anterior portion of
the deep infrapatellar bursa was located anterior to this
fat pad apron and extended more proximal than the
deeper portion of the bursa. The most proximal portion of
the anterior compartment of the deep infrapatellar bursa
was found to have an oval-shaped attachment to the pos-
terior aspect of the patellar tendon.

The average dimensions of the deep infrapatellar bursa
are included in Table 1. No communication to the knee
joint was found via dissections in any of the 50 knees. The
deep infrapatellar bursa was found to be posterior to the
distal 38% of the patellar tendon.

DISCUSSION

Although disorders of the deep infrapatellar bursa of the
knee have been described as a source of anterior knee pain
and other knee pathologic abnormalities, there are no
precise anatomic descriptions or descriptions of surgical
approaches in the English literature. Likewise, the prev-

TABLE 1
Dimensions of the Deep Infrapatellar Bursa (IPB) and Related

Anatomic Structures of the Knee

Variable Length (mm) !1 SD

Posterior compartment of deep IPB
Medial edge 13.6 ! 3.4
Midportion 13.4 ! 3.2
Lateral edge 16.4 ! 4.0

Distance from superior aspect of posterior
compartment of deep IPB to knee joint

18.4 ! 3.2

Length of fat pad apron over the
posterior compartment of the deep IPB

9.7 ! 3.0

Anterior compartment of the
IPB—midportion

18.9 ! 5.7

Patellar tendon (middle) 48.6 ! 5.2

Variable Width (mm) !1 SD

Deep IPB at tibial tubercle 30.0 ! 2.4
Deep IPB 5 mm proximal to tibial

tubercle
30.5 ! 2.8

Deep IPB 10 mm proximal to tibial
tubercle

31.0 ! 3.0

Most proximal aspect of deep
IPB—anterior compartment

29.2 ! 6.5

Patellar tendon at insertion on tibial
tubercle

26.1 ! 2.8

Figure 1. Photograph (A) and illustration (B) of the deep
infrapatellar bursa of the knee (patellar tendon is retracted,
lateral aspect right knee).
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alence of this bursa and whether it communicates with the
knee joint have not been documented.

In this series of dissections, the deep infrapatellar bursa
of the knee was present in all specimens. It did not com-
municate with the knee joint in any specimen. Also, the
bursa was partially compartmentalized, with a portion of
the retropatellar fat pad extending down like an apron
and dividing it into anterior and posterior compartments.
This compartmentalization has not been described
previously.

Understanding the anatomic location of the deep in-
frapatellar bursa should aid the clinician in the differen-
tial diagnosis of anterior knee pain. The location of the
deep infrapatellar bursa can be consistently found by pal-
pation of the distal 1 to 2 cm of the patellar tendon, just
proximal to its insertion on the tibial tubercle. This is best
accomplished with the knee in full extension and with the
quadriceps mechanism relaxed. It is more readily identi-
fied in most knees on the lateral side of the patellar
tendon, just proximal to the tibial tubercle. Thus, this
location is recommended for aspiration, injection, or sur-
gical approach for an inflammatory bursitis, septic bursi-
tis, or other pathologic changes known to be associated
with bursas.2,4,8,9,11,15

Based on the observations reported here, the recom-
mended surgical approach to the deep infrapatellar bursa,
if necessary, is through an approximately 2.5-cm sagittal
incision along the lateral edge of the patellar tendon, just
proximal to its insertion on the tibial tubercle. Through
this incision, one can retract the patellar tendon to gain
access to the entire portion of the deep infrapatellar bursa.

The clinical significance of disorders of the deep infrapa-
tellar bursa as a source of anterior knee pain has been
documented.5,7–17 Routine palpation of the deep infrapa-
tellar bursa should be included during the clinical exam-
ination of the knee. The author has found this bursa to be
an occasional source of inflammatory bursitis in patients
with anterior knee pain. Diagnostic lidocaine injections of
this bursa can be used to confirm isolated inflammation;
however, in my experience, it has rarely been found to be
the sole anatomic source for a patient’s chief complaint.

Fulkerson and Hungerford3 have reported that inflam-
matory bursitis of this structure can provoke symptoms
similar to patellofemoral arthralgia. Inflammation and
pain associated with the deep infrapatellar bursa have
also been identified in patients with Osgood-Schlatter dis-
ease.12,14 In one study of patients with Osgood-Schlatter
disease, a distended deep infrapatellar bursa was seen on
magnetic resonance imaging in 71% (12 of 17) of cases.14

Injection of this bursa with lidocaine or a combination of
lidocaine and corticosteroids has been reported to result in
clinical relief of symptoms in the majority of patients.12,14

These studies did not mention the technique used to inject
the deep infrapatellar bursa in these patients.

This deep infrapatellar bursa has also been implicated
as a source of anterior knee pain in patients after patel-
lectomy.6 Scarring of the deep infrapatellar bursa has also
been implicated in the infrapatellar contraction syn-
drome.9 Knowledge of the dimensions of this bursa should
aid the surgeon in planning a surgical release when clin-
ically indicated.

The deep infrapatellar bursa was present in all knees in
this series. Knowing the anatomic location of the deep
infrapatellar bursa will allow the clinician to differentiate
pain localized to this bursa from other sources of anterior
knee pain.
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