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Patellofemoral Pain Syndrome
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Patellofemoral pain syndrome (PFPS)

A

‘ Increased stress to the patella and retinacula ‘
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‘ Patella maltracking ‘ ‘ Flexion contracture ‘
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Low back problems

2! 1, This algorithm summarizes the findings from
the literature, which explains the pathogenesis for

PFPS

* Z%{: Reprinted from Peterson et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2264 - 2274,
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HYPOXIA MECHANICAL STIMULATION OF
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I 1
Neural Proliferation in 5
Vessel Walls Neural Sprouting
& 2. Etiopathogenesis of anterior knee pain.

* ZX]: Reprinted from Sanchis—Alfonso et al, Knee Surg
Sports Traumatol Arthrosc (2014) 22:2275 - 2285.
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H 1. Causes of patellofemoral imbalance

Retracted lateral retinaculum

Skeletal malalignment: femoral/tibial torsion
Genu valgum

Lack of dynamic control of the lower limb

Imbalance in activation of the medial and lateral components of the
quadriceps muscle causing abnormal lateral tracking of the patella

Increment of the TT—TG (tibial tuberosity—trochlear groove)
Medial patellar instability secondary to lateral retinaculum release

Multidirectional instability

* &X{: Reprinted from Sanchis—Alfonso et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2275-2285

2! 3. Cause for functional or dynamic valgus
can be internal rotation of the femur, the tibia or
both. Internal rotation of the femur might be the
result of weakness of the hip abductors; internal
rotation of the tibia might arise from rear—foot
eversion or pes pronatus. Functional valgus may
lead to lateral patella maltracking.

* £X: Reprinted from Peterson et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2264 - 2274.
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H 2. Best practice guide to conservative management of patellofemoral pain

Ensure the patients understands potential contributing factors to their condition and treatment options

1.
Education 2. Advise of appropriate activity modification

3. Manage the patients expectations regarding rehabilitation

4. Encourage and emphasise the importance of participation in active rehabilitation
Principles

1. Give preference to CKC exercises to replicate function

2. Consider OKC exercises in early stages of rehabilitation to target specific strength deficits and movements
3. Provide adequate supervision in the early stages to ensure correct exercise techniques, but progress to independence as

soon as possible
Active 4. When independent, limit the number of exercises to 3 or 4 to aid compliance
rehabilitation 5. Use biofeedback such as mirrors and videos to improve exercise quality

Specifics

1. Incorporate quadriceps and gluteal strengthening

2. Target distal and core muscles where deficits exist

3. Consider stretching, particularly of the calf and hamstrings, based on assessment findings
4. Incorporate movement pattern retraining, particularly of the hip
Pain reduction

1. Provide tailored patellar taping to reduce pain in the immediate term

2. Provide PFJ braces where taping is inappropriate (e.g. skin irritation)

3. Consider foot orthoses

Passive Optimising biomechanics
interventions

1. Consider foot orthoses based on assessment findings (i.e. presence of excessive dynamic pronation)

2. Consider massage and acupuncture/dry needling to improve the flexibility of tight muscle and fasciae structures, particularly

laterally

3. Consider PFJ mobilisation but only in the presence of hypo—mobility
4. Consider mobilisation of the ankle and first ray in the presence of sagittal plane joint restriction

* Z%{: Reprinted from Barton et al, British Journal of Sports Medicine (2015) 49:923 - 934

o
r 0
N
an
i3
)
)
o
ofr
ol
rlr
pau)
o
off
v
Euiy
T
n
1o
ilhs

el
maltracking F+= &7t & ¥de] wisk= 7HA
st7] 913k a4 A5E s & ¢ vk o5
o] w0 9]olof| w2} lateral retinacular release,
relalignment surgery, derotational osteotomy,
tibia tuberosity transfer 5 Al3jalE 4= U},

SHAEE St e F5 S5 uA A=Y A

Column | 14

Exercise therapy is recommended to reduce pain
in the short, medium and long terms and improve
function in the medium and long terms.

Combining hip and knee exercises is recommend-
ed to reduce pain and improve function in the
short, medium and long terms, and this combina-
tion should be used in preference to knee exercis-
es alone.

Combined interventions are recommended to
reduce pain in adults with patellofemoral pain in
the short and medium terms. Combined interven-
tions as a management programme incorporates
exercise therapy as well as one of the following:
foot orthoses, patellar taping or manual therapy.

Foot orthoses are recommended to reduce pain in
the short term.

Patellofemoral, knee and lumbar mobilisations are
not recommended in isolation.

Electrophysical agents are not recommended.

ent on

* ZX{: Reprinted from Collins et al, British Journal of Sports
Medicine (2018) 52:1170—1178.
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