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Patellofemoral Pain

Patellofemoral (PF) pain is a common problem affecting 25-
34% of the population. It is avery difficult condition for clinicians and
affects both athletes and sedentary individuals. There are various causes
of patellofemoral pain: 1) muscle and movement imbalances of the
lower extremity; 2) maltracking of the joint as aresult of malalignme
of the patellain the femora groove; 3) overuse from activities; 4) de-
generative changes which result from various causes such as a high-
impact blunt traumato the region or a genetic predisposition.

The causes of PF disorders are effectively identified through
an evaluation which includes a thorough history and the performance of
a systematic examination of the patient’s lower extremity alignment,
patellar orientation, muscle flexibility, strength, and coordination with
dynamic activities as well as an assessment of soft-tissue and articular
pain. ldentifying the underlying etiologic factor is essentia for the ap-
propriate rehabilitation program which usualy will involve a combina-
tion of muscle flexibility and strength training, taping, orthoses, and
modalities.

Etiologic Factors and Treatment

Poor dynamic control of the lower extremity from muscle
imbalances can result in added stress to the PF joint. Weak gluteals
can result in excessive internal rotation of the femur with weightbear-
ing activities. In closed chain activities, tight calf musculature can
restrict ankle dorsiflexion which can lead to compensatory pronation
and consequently, increased internal rotation at the hip. Excessive
interna rotation of the femur can cause abnorma PF mechanics. It
may be important to use an orthotic or strengthen the posterior leg
muscles to control excessive pronation. Therefore, it is important to
assess dynamic control through gait analysis and functional activities,
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strengthen the hip abductors and externa rotators, and stretch the
tight soft tissue structures that may be involved such as the TFL,
hamstrings, quadriceps, and calf.

If the PF disorder is a result of adverse dynamic patellar
tracking, it isimportant to correct the alignment of the joint by reedu-
cating and strengthening the quadriceps with biofeedback and in
various ranges and positions. The use of tape may also assist in pain
modul ation and allow for more vigorous exercise.

A person with pain from overuse should rest and avoid
pain provoking activities. Once the symptoms are controlled, a pro-
gram focusing on motor control of the lower extremity is imple-
mented to restore strength deficits. The quadriceps may be inhibited
as aresult of pain and swelling. The exercises should be performed
in a painfree manner to reduce the risk of re-occurrence of quadri-
cepsinhibition which will cause abnormal PF mechanics.

People with degenerative changes should have a program
focused on strengthening the muscles of the lower chain in functiona
positions that are minimally stressful to the articular cartilage to pre-
vent further deterioration. Studies have demonstrated that people
with degenerative changes have experienced symptom reduction and
improvement in the quality of life from exercise.

Therefore, when designing and progressing PF rehabilita-
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tion programs, it is important to be aware
of the magnitude of stress that certain ac-
tivities can cause to the joint which isillus-
trated by the graph below. The under-
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(Data compiled from Reilly & Martens, Acta orthop.Scandinav. 43, 126-137, 1972)

standing of lower extremity mechanics
and performing a comprehensive evalua-
tion leads to the identification of the etiol-
ogy and application of the appropriate
intervention.

At OPTM, we consider all of
these factors when evaluating and treating
individuals with PF pain.
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