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Anterolateral rupture of popliteal cysts in
rheumatoid arthritis

B Kirkham, M Churchill, B Dasgupta, L Wedderburn, J Spencer, D G Macfarlane

Abstract
Popliteal cysts occur commonly in both
normal and arthritic knees. Most cysts are

formed by distension of the medialiy situated
semimembranosus bursa. Popliteus bursa dis-
tension occurs uncommonly as a lateral pop-

liteal cyst. Two cases of rupture of lateral
cysts which produced symptoms related to the
anterolateral lower leg are reported. The
difficulty of diagnosing the condition because
of this unusual site of inflammation and
subsequent management problems are

discussed.
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Popliteal cyst rupture into the calf muscles
causing the 'pseudothrombophlebitis' syn-

drome' 2 is well described in patients with
osteoarthritis and inflammatory arthritis,3 6 and
has been reported in patients without pre-

existing knee disease.7 We report two cases that
illustrate rupture of the uncommon lateral
popliteal cyst into the anterolateral lower leg.

Case reports
CASE 1

A 68 year old man with a four year history of
seropositive rheumatoid arthritis presented with
a three day history of a painful swollen left shin.
His arthritis was active, and both knees had

Arthrogram ofleft knee demonstrating the communication (small arrow) between the popliteus
bursa and the wound site (large arrow).

recently been aspirated and injected with
methylprednisolone acetate. Treatment was
with azathioprine 150 mg daily, prednisolone 5
mg daily, naproxen 500 mg twice a day. He had
no fever but had signs of active arthritis
affecting his hand and wrist joints. The left
knee was slightly warm with a synovial effusion.
The left anterolateral lower leg had an extensive
area of erythema and oedema, which was very
tender and extended from just below the lateral
knee to the ankle. The calf was soft and non-
tender. Localised fluctuation was felt in the
upper part of the swelling, and aspiration
produced 3 ml of yellow fluid, which contained
many neutrophils and was subsequently sterile
on culture. Plain radiograph of the tibia and
fibula was normal. A provisional diagnosis of
bacterial cellulitis was made, and intravenous
ampicillin and flucloxacillin were given. Over
the next three days fever developed and the
fluctuant area became more prominent. An
ultrasound scan of this area showed a long
echogenic collection of fluid 1 cm below the
skin. Repeat needle aspiration was unproduc-
tive, and open surgical drainage was performed.
At operation 30 ml of fluid containing numer-
ous 'melon bodies' was released. The cavity lay
in a subcutaneous plane, measured 7 x 4x 3 cm,
and extended superiorly and medially above the
superior tibiofibular joint and behind the knee
joint. An arthrogram confirmed the communi-
cation between the synovial compartment and
the cavity. The communication was 1 mm in
diameter and 2 cm in length and extended from
the lateral part of the popliteus bursa to the
superior part of the cavity. A small Baker's cyst
(semimembranosus bursa) was also present
(figure). After the operation large amounts of
fluid drained from the operation site until 40 mg
methylprednisolone acetate was injected into
the knee. The operation site then healed slowly
by granulation without complication.

CASE 2
A 66 year old woman with a six year history of
seropositive rheumatoid arthritis presented with
a two week history of a painful swelling below
her anterolateral left knee. Her arthritis had
started in her left knee, later affecting the other
knee and both hands. At the time of presenta-
tion her rheumatoid arthritis was inactive except
for persistent synovitis in the left knee. She took
indomethacin 25 mg twice daily. On examina-
tion a 5 x4 cm swelling lateral to and below the
left tibial tuberosity was noted. This area was
red, warm, and oedematous. The left knee was
warm with a moderate synovial effusion and
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restricted movements. The left calf was also
swollen. Turbid yellow/blood stained fluid (1-5
ml) was aspirated from the area of swelling and
was sterile on culture. A diagnosis of anterior
leak of synovial fluid was made when culture
results were known to be negative. The left
knee effusion was aspirated and 40 mg methyl-
prednisolone acetate injected. Rapid improve-
ment in the swelling and inflammation ensued,
and at follow up three weeks later complete
resolution had been achieved.

Discussion
Popliteal cysts were first described in 1840 by
Adams.8 In 1877 Baker described the cyst as a

distended bursa related to the semimembranosus
tendon,9 and it has been suggested that the use
of the name Baker's cyst be restricted to this
type of popliteal cystl' rather than applied
generally to dilatations of any of the several
bursae located in the popliteal fossa. These
findings have been confirmed by necropsy and
radiological studies, which have shown com-
munications between the knee joint and bursae
in up to 40% of normal knees at necropsy. l The
great majority of popliteal cysts are formed by
fluid distension of the semimembranosus bursa,
which communicates with the knee joint in
some subjects. These cysts are more common in
patients with any knee disease associated with
increased production of synovial fluid.'2 Rup-
ture of these cysts commonly presents with
popliteal and posterior calf pain and swelling,
causing the pseudothrombophlebitis syn-
drome.1 2 Popliteal cysts in the lateral part of
the popliteal fossa are thought to be due to
popliteus bursa distension'3 and are much less
common than semimembranosus bursa disten-
sion. It has been reported that this bursa may
communicate with the superior tibiofibular
joints.
The first patient had both types of popliteal

cyst, but his symptoms were clearly caused by
rupture of his distended popliteus bursa (lateral
popliteal cyst).

Lateral popliteal cysts are uncommon and
there are few reports of this clinical presentation.
In an extensive review of popliteal cysts Wigley

reported a single case of leakage from a lateral
popliteal cyst with an arthrogram similar to that
shown in the figure." Recently, Samanta and
colleagues reported a popliteal cyst leak antero-
lateral to the upper tibia.'3 This was a large
cystic swelling from which 50 ml of fluid was
aspirated, and was clinically very different from
the presentation of patient 1. Arthrography
performed in their case was reported as showing
contrast medium tracking by a 'circuitous route
from the joint space to the swelling', and did not
identify which type of popliteal cyst gave rise to
the leak.
These patients illustrate the importance of

making the correct diagnosis in this unusual site
of a popliteal cyst rupture. Patient 2 improved
rapidly after intra-articular corticosteroid treat-
ment. In patient 1 the large amount of cellulitis
and the unusual site made the diagnosis difficult
and delayed appropriate treatment.

Rupture of lateral popliteal cysts produces an
unusual clinical picture and failure to recognise
this may delay diagnosis and appropriate treat-
ment.
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