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Table 1. Differential diagnosis of anterior knee pain®
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Fat pad hypertrophy/impingement (Hoffa s disease)

Inferior patellar pole traction apophysitis (Sinding-Larsen disease)

Patellofemoral pain syndrome
Osgood-Schlatter disease
Osteochondritis dissecans

Patellar or quadriceps tendinitis
Patellar stress fracture

Prepatellar or infrapatellar bursitis
Referred pain

quadriceps flexibility

angle = b-a

b

Fig. 1. Measurement of rectus femoris quadriceps flexibility
(Adapted from Smith AD: The skeletally immature
knee: What’ s new in overuse injuries. Inst Course Lect,
52:691-697, 2003).

1

Fig. 2. The miserable malalignment syndrome (Adapted from
Stanitski CL: Knee overuse disorder in the pediatric and
adolescent athlete. Inst Course Lect, 42:483-495, 1993).
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L3
Fig. 3. Hypoechoic area (arrow) within the fiber of patellar tendon. Fig. 4. Discoloration and the loss of fibrous integrity in the
damaged area deep in the ligament.

Table 2. Conservative treatment modalities for anterior knee pain®

Modality Description

Flexibility exercises Quadriceps, hamstrings, tensor fasciafemoris, triceps surae

Strengthening exercises Quadriceps(short arc): avoidance of eccentric quadriceps exercises
initially since they may cause pain

Contrast therapies | ce massage, heat

Orthoses Knee deeve, shoe inserts

Medications Aspirin, non-steroidal anti-inflammatory drugs
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2kl th(Wilson” s sign). WA ARl HE = HY $4% 2718 (Juvemle form)2 B4 N8R AFHOoE & A
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Hyperextension Abduction

Fig. 8. Ober test for assessing contracture of theiliotibial band: hip is flexed, abducted, and hyperextended to catch theiliotibial band
on the greater trochanter. The limb is then adducted. If theiliotibial band istight, the limb cannot be adducted back down or to
the contralateral limb but remains passively abducted (Adapted from Teitz CC, Garrett WE Jr, Miniaci A, Lee MH, Mann
RA: Tendon problemsin athletic individuals. Inst Course Lect, 46:569-82, 1997).
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(lliotibial band friction syndrome)
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Table 3. Treatment of iliotibial band friction syndrome®
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Ay QR0 = FY Ax=de] B4 AT A St
T o AL gl EUAA 27, AYF,
EA 0] dopst s, digk WY, of A E nlgex g &
A Weko g o] NHRA F8 o] ot HEd FH Fo] T2
WA sk, 1 QM o) ofslrt Aol
AG= T Hgsd Mo E Thestth g471e &
7, YR, AG9A, AH RO = FAF 5ol 7MY, of
A7) oll= FA ) Al (stretching), <2 (myofascial) A 3H2
Ao AF-2A 57t Q9. 7Tl udd A
ZAekEd 9 53E %S MAATIE 9 949 S
Q3 G| e 35 Al7]ol= 48 @R A&l 1Y
Q2= Ag Yot A=} 3eE A4 SVt (Table 3).
Edojy £25 27| & uf Yo wzdol 7 27|
£ gttt Aol 915l #7] (wedge) & the] HEx9] unk
EHES S0 Frh 58 B34V e AU Z-AF=
T e Aurt aeE
Hhal A A4 Z &4 (Meniscal injury)
B4 Wistel Fuksto] shEA Aol WHEZ Q1 nAL)s

Phase Goal Treatment
Acute phase @ Pain control @ Activity modification
@ Reduction of inflammation @ lce
@ NSAIDs*
@ Corticosteroid injection in cases of
severe pain or swelling
Subacute phase @ Correction of biomechanical @ Stretching of ITB*

@ Begin after inflammation
and pain subsides

Recovery and strengthening phase
@ Begins once range of motion and
myofascia restrictions are resolved

Return to running

@ Begin when open-chain
and closed-chain exercises can be
performed pain-free

abnormdlities
@ Release of myofascial restriction

@ Graded exercise program to
improve strengthening
of the hip abductors

@ Graded return to full activity
over 3to 4 weeks

@ Stretching of iliopsoas,
rectus femoris, and ITBYTFL ' complex
@ Soft tissue therapy for myofascial
restrictions - Foam roller

@ Side-lying leg lifts

@ Single-leg step downs

@ Pelvic drop exercises

@ Advanced eccentric conditioning
Modified matrix exercise
Wallbanger exercise
Frontal plane lunges

@ Run every other day

@ Begin when easy sprints and
avoid hill training

@ Gradually increase frequently and
intensity

*NSAIDs: Non-Steroidal Anti-Inflammatory Drugs, *ITB: lliotibial band, *TFL: Tensor fascialata
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Pain may be present at the end of an activity but it must be gone by the next morning, indicating that the amount of tissue injury is

probably not exceeding tissue healing.

Limping, or favoring the injured limb, means it is too risky to participate in activities in which the athlete is not in control of the sit-
uation. If the athlete continues to participate in an activity in which collision or slipping is likely and the muscles about the knee are
not firing in anormal, coordinated manners, then serious, permanent injury could occur.

The ability to complete the prescribed exercise program effectively (for 6 days a week) is necessary. If the athlete experiences dis-
comfort following the sport activity to the point that the strengthening exercise cannot be done properly, then either the amount of
sport activity should be decreased or the strengthening exercise performed in the morning.

Pain-masking drugs or ice application should not be used before sport activity so that the body’ s pain signals can be monitored.

Fig. 9. Meniscal injury: horizont;
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