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Introduction
Clinical data has shown that new neurological deficits, sensory 

and motor, are possible potential complications after spine surgery 
even among skilled surgeons. These may present as severe motor 
loss such as foot drop or slight motor loss or radicular pain and 
sensory disturbances. Management of these complications is vital 
in achieving long-term clinical outcomes [1]. 

The pes anserinus bursa lies deep to the three tendons 
(sartorius, gracilis, and semitendinosus) that form the pes 
anserinus (“foot of the goose”) and superficial to the medial 
collateral ligament. Pes anserinus bursitis is an inflammation of 
this bursa and was first described over 80 years ago [3,4]. The 
patient usually complains of medial knee pain approximately 
2 - 5 cm distal to the joint line. There is usually tenderness to 
palpation in this area and occasionally swelling. The aetiology 
of pes anserinus bursitis is not well understood, however, 
obesity, diabetes mellitus, osteoarthritis, valgus deformity, and 
overuse of the knee for example in athletes are risk factors for 
the development of this condition. [3-6].

Case presentation
This is a 65-year old woman, who presented with 

progressively worsening lower back pain radiating to both lower 
extremities, more severe on the right side. She experiences 
difficulty walking and severe limitations as she goes about her 
daily activities. She is a known hypertensive who is regular 
on her medications. Neurological examination confirmed a 
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Abstract

Introduction: Pes anserinus bursitis is a clinical entity associated with pain 2 – 5 cm medial and distal to the knee joint. It 
is a distinct clinical entity in the clinic but can however present a diagnostic dilemma in some patients being managed for 
radiculopathy along the L4 dermatome. Successful management of this condition in our center may provide an experience 
of treatment for similar presentations. Case report: A 65-year old woman with long-standing symptoms of severe canal 
stenosis and exiting nerve root compression was seen in the neurosurgery clinic. She had posterior lumbar interbody 
fusion at L4/5 and was subsequently referred to physiotherapy. Shortly after the commencement of physiotherapy, she 
complained of severe radicular pain around the medial knee joint. Conservative measures were taken to manage this pain 
but she only responded to intralesional injection of steroid. Clinical discussion: Pain in the distribution of a spinal nerve 
is common in the neurosurgery wards with or without surgery. This presentation in a patient after surgical intervention 
created a context ripe for diagnostic error as our initial clinical suspicion was directed to possible problems that resulted 
from the fusion surgery. Conclusion: Through this paper, we draw attention to the possible pitfalls of diagnosing radicular 
pain in the L4 dermatome. Careful history and examination are essential tools for the clinician especially when these 
symptoms present a diagnostic dilemma in the postop patient.

valgus deformity on the right lower extremity, a foot drop, and 
reduced power in knee extension. Magnetic resonance of the 
lumbosacral spine revealed advanced degenerative changes 
at L4/L5 intervertebral disc and compression of exiting nerve 
roots and reducing the spinal canal to about 7mm (Figure 1).

She was counseled and consented to posterior lumbar 
interbody fusion (PLIF) at L4/5. Over the next three days 
postoperatively, she began to have significant neurological 
improvement except for intermittent pain in the surgical site. 
She resumed neurorehabilitation with passive physiotherapy on 
the third day postoperatively. 

She subsequently began to complain about pain in the 
right leg localized to the inferomedial region of the right knee 
joint which radiated down to the ankle. This pain was not 
significantly relieved by oral analgesics. The pain was worse 
after physiotherapy therefore, physiotherapy was suspended 
in the interim and a check lumbosacral computed tomography 
scan was done. CT lumbosacral spine showed complete 
decompression and intact pedicle screws with no entrapment of 
the exiting nerve roots (Figure 2). The initial clinical suspicion 
was local inflammation irritating the L4 nerve root as this pain 
was in this dermatome. Her blood count, ESR, and C-reactive 
protein were normal. X-ray of the knee was normal. Biopentin 
PO 300mg three times daily was added to her postop analgesic 
medications.

In the absence of substantial symptomatic relief and a visual 
analogue scale score of 9/10, an orthopedic consult was made 
and a diagnosis of Right Pes Anserinus Bursitis was made. She 



J Case Rep Med, 2022 doi: 10.25149/jocrm.v11i2.262 Volume 11(2):19-21

Igbokwe K (2022) Pes Anserinus Bursitis Mimicking L4 Radiculopathy: A Case Report

Figure 1: Magnetic resonance images of the Lumbosacral spine (Sagittal and axial cuts)

Figure 2: CT lumbosacral spine post PLIF surgery. L4 screws on the left, and L5 screws on the right.

an inflamed facet joint without evidence of compression [10].
The diagnosis of pes anserinus bursitis requires careful 

history taking and examination. On examination, the affected 
knee should initially be evaluated in full extension. Activity 
aggravates this pain as it is made worse with passive internal 
rotation and active external rotation of the knee. Tenderness will 
likely be present in the medial knee joint and may extend along 
the proximal, medial tibial region [11]. With the pes anserinus 
bursitis located in the region of the L4 dermatome, radicular 
pain from an entrapped nerve root may as well explain her 
complaints of right knee pains that involved the entire medial 
compartment of the right leg. As a result, we explored several 
differential diagnoses so as to identify the cause of this strange 
symptom (Table 1). 

The key point in this patient is to isolate an entrapped nerve 
root in the lower back but as soon as this was not identified in 
a check imaging, an orthopedic consult identified an inflamed 
pes anserinus bursa which resolved as soon as triamcinolone 
injection was administered. A similar experience was reported 
by Al-Khodairy et al as iliopsoas bursitis mimicked L2/3 
radiculopathy [14]. In that report, they identified severe 

received an intra-bursal dose of triamcinolone (80mg) with 
Lidnocaine (2mls). The effect was immediate and the patient 
was able to recommence physiotherapy and was discharged 
home.

Discussion
Persistent leg pain in the distribution of a spinal nerve 

may occur in patients with a disk herniation with or without 
subsequent surgery. In patients with persistent pain, a search for 
a reversible cause of the pain is warranted. Reports have shown 
that scarring around the spinal nerve at the operative site on 
magnetic resonance imaging can suggest chronic radiculopathy. 
[9]. Despite the growing sophistication of modern imaging, 
the source of extremity pain is not always clear and presents 
a diagnostic dilemma especially when we try to answer the 
question of which anatomic changes could be responsible for 
the pain. Extremity pain may be referred from the hip, buttock, 
or maybe as a result of local intrinsic pathologies related to 
the musculoskeletal system in these areas. Radicular pain can 
be secondary to entrapment by bone, ligament, or disc or may 
result from leakage of noxious cytokines from either the disc or 
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acquired degenerative lumbar stenosis in the L3/4, L4/5 regions 
that constituted a diagnostic dilemma for surgical intervention. 
However, the further evaluation identified the iliopsoas bursitis 
which was responsible for the acute pain she described in the 
right groin [14]. 

The index of suspicion for pes anserinus bursitis should 
increase in any elderly woman with severe knee pain on passive 
movements. This patient most likely had an undiagnosed pes 
anserinus bursitis that was masked by the severe radicular pain 
from the lower back along the same nerve root. Therefore, as 
soon as symptomatic relief of the back pain postoperatively 
was achieved, the inflamed pes anserinus bursa raised its head 
and became the major complaint in this patient. Inflammation 
of this bursa gave the patient medial knee pain that may radiate 
proximally along with the tendons which were aggravated by 
physiotherapy. 

Conclusion
Radicular pain and radiological evidence of myelopathy 

plus degenerative changes in the lumbosacral spine often go 
together in the neurosurgery ward and clinic. It is important to 
exclude other possible causes of any radicular pain especially 
when the correlation between symptoms and imaging is poor. 
Careful clinical evaluation should be adopted to identify other 
extra-spinal and musculoskeletal causes of a right knee pain.
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Table 1. Differential diagnosis of L4 radicular pain.
•	 Pes anserinus bursitis

•	 Neuropathic pain from compression of the exiting nerve root by a pedicle screw. 

•	 Osteoarthritis

•	 Neuropathic pain from entrapment of the saphenous nerve [12]

•	 Mass or space-occupying lesions within the knee that may present as medial knee pain – lipoma, hemangioma, giant cell tumor, tuberculosis, 
liposarcoma, myelolipoma [11]

•	 Trauma – medial meniscal tear or rupture [11], medial collateral ligament injury [8] 

•	 Paratibial cysts, juxtarticular bone cysts, [8,9,13]

•	 Pes anserinus tendonitis, semimembranosus bursitis [8, 13]

•	 Fibromyalgia [11]
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