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 For every one diagnosed there will be others who are undiagnosed. 

 Military recruits very vulnerable given volume of load, repetitious training, boots, pack etc. 

 We must be discerning and not treat ‘recipe style’. 
 
 

 

 ‘Anterior’ confusing. Pain often medial, lateral, and can be in popliteal fossa. 

 Literature has moved away from this term too. 

 Patellofemoral pain currently recognised as correct terminology. 

 Chondromalacia patellae mostly unhelpful. Remember cartilage is aneural and hence not 
cause of pain. ‘Labels’ are often anxiety making for patients. 
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 Subchondral bone can be overloaded in a pristine knee, eg teenager. 

 Pain not always from the joint. 

 Move away from the phrase ‘maltracking’ as this suggests problem is patella. Think about 
‘malalignment’. 

 

 

 Don’t just think ‘oh yes this sounds like PFP’. Use the subjective to give you a priority list for 
your physical exam. 
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 Muscle firing, strength, shock attenuation and foot biomechanics often given high priority but if 
cinema sign the number one problem, question the relevance. 

 

 

 Most patients worse with downhill so question what is it about those who have their main 
problem uphill. 

 Tight calf will lead to compensatory excessive pronation or early heel rise. 
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 If footwear changes their pain ask what they wear at home. Often an ‘indoor trainer’ can be a 
useful measure. 

 

 

 Ask is your pain worse up or down. Consider the big differences between these two groups. 

 If they have an eccentric break on stair descent where they ‘drop’ through an angle try and 
watch and see what the angle is. Have in the back of your mind with a specific angle that they 
may have an osteochondral defect or chondral flap. 
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 Is it eccentric, concentric or static. Are they kneeling up on the patella, or is  it as they roll 

through the fat pad/tendon/tuberosity? 

 

 

 

 Sleep disturbance must be noted as it has an adverse effect on pain modulation. 
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 Patients voicing very catastrophic beliefs and fear avoidant behaviour. 

 Patients avoiding physio exercises if crepitus present. 

 

 

 

 Crepitus is: 

 Bubbles of gas popping, patella clunking in trochlea, or fluid passing through uneven 
retropatella cartilage. 
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 This analogy helps patient understand insidious onset. Patients will often have several risk 
factors, some of which can be removes, eg tight quads, others remain eg flat feet. 

 

 

 

 Not an exhaustive list but a good starting point. 
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 Not always demonstrated as toe in or out as can compensate at the knee 

 

 

 

 I.e. is the tibia rotated relative to the femur or is the joint aligned and its actually torsion from 
the tibia. Rapid torsion proximally will lateralise the tuberosity and give a large TTTG. This 

overloads the lateral facet of the patella. 
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 Particularly prevalent after trauma or surgery when the pain and or effusion  decreases the 
firing capability of the vmo. 

 

 

 

 If the calf is big and tight it may be overworking. This may be because the hip flexors are 
weak or lazy. 
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 It’s not just the amount of hyperextension but the speed of acceleration through  into 
hyperextension. Flicking back can cause a mini trauma to the fat pad which over multiple 
times can cause irritation. 

 

 

 Remember the fat pad goes all the way up to the joint line and attached onto the menisci. 

 

  



2016 Copyright CPD Solutions Ltd. All rights reserved 

 

 If they have poor patterning can they correct? 

 

 

 

 You can photocopy and use this chart but please leave the acknowledgments on. Thanks to 
Lee Herrington for kind permission.  

 This is quick and easy and allows some objectivity. 
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 Note how the patella can’t descend in knee flexion. Try marking the superior border of the 
patella in long sitting and then again sat on the edge of the plinth. In my experience there 
should be about 2 cm of descent. 

 

 

 

 Oiled skin for ice massage. 

 Vertical tape in the popliteal fossa applied with the knee slightly flexed. 
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 Not in patella alta as the patella already high riding. In that scenario tape either side of the 
patella to provide a sling. 

 

 

 

 You can also add in passive hip adduction to look at the effect of tensioning the TFL. If this  
brings on their pain it is a very useful clue as to what you should target! 
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 If the patient is tight at 50 degrees on the modified Thomas test then there is no way they can 
do a heel to buttock stretch without pelvic asymmetry. 
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 Note the patella and tibial attachment. 

 Note the thickness of the ITB! 

 

 

 

 You may find it easier to lie the patient supine, fix the pelvis and asses the range of hip 
adduction, You can then assess if it alters the patella tilt. If it does it implicates the TFL/ITB 
complex. 
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 Some patients just don’t feel the stretch. Then try something else! 

 

 

 

 This position is also good for hold relax. 
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 No decent literature yet. Intuitively would you be looking to use your hands  on the lateral 

thigh? If so they may be a good candidate. I suspect the effect is on the VL tone. 
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 Skiers use their soleus very hard to correct their position on the skis all day long, and 

constantly in some knee flexion. 
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 Hip adduction is a very common poor movement pattern seen especially in females. Look out 

for it during stair climbing/descent and running in particular. 

 

 

 In runners you may want to assess this post running as the result may be very different. 

 

 



2016 Copyright CPD Solutions Ltd. All rights reserved 

 

 This is often particularly poor in those with anteverted hips: double trouble! 

 

 

 

 Visually do they seem to internally rotate their femurs for ages during gait? If so this is 

undesirable. 
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 Feel for over activity in TFL, and keep the resistance going for 10 seconds. This will give you 

a better feel for their tonic performance too. 

 

 

 Static resisted at 20 degrees: you are testing Pgmed. 

 Static resisted at 90 you are testing Gmax. To test in between means you are getting a bit of 
both. 
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 You have to watch them! 

 

 

 

 Patients with more advanced joint change including bone oedema such as that seen here are 
often worse on stair descent. 
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 If there is some fat pad oedema you can do this same technique but across the top half of the 
patella to elevate the inferior pole slightly. 

 

 

 

 Basic but very effective especially for patients with bone oedema. 
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 I have had excellent results with this brace in patients with bone oedema in their lateral PFJ. 
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 Any questions that you think of after the webinar just drop me an email! 

 


