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Abstract: 

Background: Patellofemoral Syndrome (PFS), also known as runner's knee, is a leading cause of anterior 

knee pain, particularly among active individuals. It is characterized by diffuse discomfort around the front 

of the knee, which intensifies with activities that involve knee flexion. The condition often arises from 

biomechanical abnormalities, muscle imbalances, overuse, or trauma, but its exact etiology remains 

debated. PFS is a diagnosis of exclusion, and while conservative treatments are effective in most cases, 

persistent symptoms may require refined interventions. 

Aim: This article aims to provide an overview of the etiology, diagnosis, and treatment of PFS, with a focus 

on nursing interventions to alleviate pain, improve function, and promote recovery. 

Methods: The article reviews current literature on PFS, with a focus on etiology, epidemiology, diagnostic 

approaches, and management strategies. Clinical features and diagnostic criteria are discussed, as well as 

the role of physical therapy and nursing interventions. 

Results: Conservative management of PFS, including physical therapy, activity modification, and pain 

management, is highly effective in most cases. In patients with persistent symptoms, interventions like 

patellar taping, strength exercises, and biomechanical correction are recommended. A patient-specific 

approach is critical for optimal outcomes. 

Conclusion: Effective management of PFS requires early diagnosis, accurate treatment protocols, and 

individualized care. Nursing interventions, including pain management, activity modifications, and 

facilitating rehabilitation exercises, play a vital role in improving patient outcomes. 

Keywords: Patellofemoral Syndrome, runner's knee, physical therapy, nursing interventions, pain 

management, rehabilitation, biomechanics, diagnosis. 
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Introduction: 

Patellofemoral syndrome (PFS), often referred to as patellofemoral pain syndrome (PFPS) or runner's knee, 

is among the leading causes of anterior knee pain observed in clinical practice. Patients with PFS commonly 
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report diffuse discomfort at the front of the knee, which becomes more pronounced during activities that 

involve loading the knee in a flexed position. These activities typically include running, ascending or 

descending stairs, and squatting. PFS is primarily a diagnosis of exclusion, meaning it is identified after 

ruling out other potential intraarticular or peripatellar conditions. Most individuals diagnosed with PFS 

respond well to conservative treatment methods, leading to significant improvement or complete 

resolution of symptoms. These treatments generally involve physical therapy, activity modification, and 

other non-invasive interventions aimed at relieving pain and restoring knee function. However, in some 

rare instances, symptoms may persist for extended periods, potentially spanning years, despite adherence 

to various therapeutic approaches. This subset of patients may experience chronic pain or functional 

limitations, highlighting the need for a deeper understanding of the syndrome's underlying mechanisms 

and potential treatment refinements. By recognizing PFS as a condition that can vary significantly in its 

presentation and response to treatment, clinicians can better tailor management strategies to individual 

patient needs. This highlights the importance of accurate diagnosis and early intervention to prevent long-

term complications and improve overall outcomes. 

Etiology 

The etiology of patellofemoral syndrome (PFS) remains a topic of debate, with no definitive consensus 

among researchers. However, the condition is widely regarded as multifactorial, often associated with 

specific training practices and biomechanical abnormalities. The pathology of PFS is believed to involve six 

anatomical structures: the subchondral bone, synovium, retinaculum, skin, nerves, and muscles [1]. Four 

primary contributing factors have been identified: malalignment of the lower extremity or patella, muscular 

imbalances in the lower limb, overuse or overload of the joint, and trauma [2]. Among these, overuse has 

emerged as the most significant factor. Notably, early sports specialization has been shown to increase the 

risk of developing PFS by 1.5 times compared to athletes engaged in multiple sports [3]. 

Malalignment and Muscular Imbalance 

The function of the patellofemoral joint is governed by a sophisticated interplay of static and dynamic 

structures throughout the lower extremity, as the patella tracks along the trochlea. Static elements include 

leg length discrepancies, abnormalities in foot morphology, tightness in the hamstring and hip muscles, 

angular or rotational deformities, and variations in trochlear morphology. Dynamic elements, on the other 

hand, encompass muscle weakness, ground reaction forces, and foot pronation anomalies, whether 

excessive or insufficient. Research exploring malalignment's role in PFS has produced conflicting results, 

likely reflecting the multifaceted nature of the condition. Hip abductor weakness has been frequently 

implicated, with some studies identifying it as a significant contributor to PFS [4]. Additionally, 

investigations into female runners have highlighted hip biomechanics, particularly increased hip adduction 

angles, as a risk factor for PFS [5]. Despite these findings, other studies have failed to establish a consistent 

link between hip abductor weakness and PFS, and in certain cases, increased hip abduction strength has 

been identified as a potential cause [6]. 

Overactivity and Overload 

In many cases of PFS, patients exhibit no overt signs of malalignment. Instead, the condition often arises 

due to patellofemoral joint overload, typically associated with a sudden increase in physical activity. Studies 

indicate that elevated workload—such as increased running mileage or training volume—is strongly 

correlated with PFS development [7]. Patients frequently report that symptoms began during periods of 

heightened activity [8][9]. Contributing risk factors include a prior low level of fitness, inconsistent exercise 

regimens, and a body mass index (BMI) exceeding 25 [10]. 

Trauma 

Direct or indirect trauma to the patellar region can compromise structural integrity, contributing to PFS 

development. Such injuries may disrupt the delicate balance of forces acting on the patellofemoral joint, 

leading to pain and dysfunction. Despite the identification of these contributing factors, researchers 
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generally agree that PFS rarely arises from a single cause. Instead, it reflects the cumulative impact of 

multiple interrelated components. 

Epidemiology 

Patellofemoral syndrome (PFS) is one of the most frequently encountered knee disorders in clinical 

practice, particularly among individuals who engage in physical activity. It is estimated that PFS may 

account for between 25% and 40% of all knee-related issues seen in sports medicine clinics, although the 

exact incidence remains unclear [4]. Studies indicate that women are disproportionately affected by PFS, 

with a reported gender ratio of nearly 2:1 in favor of females [11][12]. This discrepancy is thought to be 

due to various factors, including anatomical differences and hormonal influences that may contribute to the 

condition's development. The age of onset for PFS is typically observed in adolescents and adults, 

particularly those in their second and third decades of life [11]. Adolescents, in particular, are vulnerable to 

developing this syndrome, with the prevalence in this age group estimated to exceed 20% [13]. This high 

prevalence in young individuals is likely associated with increased physical activity, especially in sports that 

involve repetitive knee loading, such as running, cycling, and jumping. PFS is common among athletes, 

especially those involved in endurance sports or those that require frequent bending or impact on the knee 

joint. Although the condition is most prevalent in younger populations, PFS can also affect older individuals, 

particularly those who engage in physical activities that place strain on the patellofemoral joint. Factors 

such as muscular imbalances, malalignment, or previous injury can exacerbate symptoms in older adults. 

Moreover, the development of PFS may be influenced by factors like obesity and sedentary lifestyles, which 

can contribute to altered biomechanics and joint overload. Therefore, while PFS is predominantly seen in 

younger, active individuals, its impact spans across various age groups and can be aggravated by a range of 

intrinsic and extrinsic risk factors. 

History and Physical Examination 

The diagnosis of patellofemoral syndrome (PFS) primarily depends on a comprehensive and precise history, 

along with a thorough physical examination. Symptoms of PFS can occur in one knee (unilateral) or both 

knees (bilateral) and may develop gradually or present suddenly. Patients typically report an aggravation 

of pain during activities such as squatting, running, prolonged sitting, or climbing stairs [14]. The pain is 

often poorly localized, with individuals describing it as being behind or around the patella. The sensation 

is usually described as achy, though it can also be sharp at times. PFS is categorized as a diagnosis of 

exclusion, meaning it is essential to rule out other conditions that might present with similar symptoms. In 

some cases, patients may also mention feelings of the knee "giving way" or experiencing a catching 

sensation, which could signal underlying ligamentous or intraarticular issues. As part of the patient history, 

it is crucial to inquire about any previous knee trauma, surgeries, or activities that might involve overuse, 

as these factors can contribute to the development of PFS. 

During the physical examination, the clinician should begin with a general assessment and observation of 

the patient and the affected knee joint. Important factors to consider include the patient's body mass index 

(BMI), age, and whether there are any visible muscular abnormalities such as atrophy of the vastus medialis. 

Additionally, the presence of erythema around the joint may indicate infection, which should be ruled out. 

Palpation of the knee is essential to assess tenderness in the quadriceps or patellar tendons and to check 

for signs of effusion (fluid accumulation) or warmth, which could suggest inflammation. Basic muscle 

strength testing can help identify weaknesses, particularly in the hip abductors or quadriceps. It is 

important to compare the affected knee with the unaffected side, as PFS often leads to muscle weakness. 

Range of motion should also be assessed in the affected knee, as stiffness or limited motion may be present. 

Additionally, it is critical to evaluate the ipsilateral hip, as the pain could be referred from this area. 

Various special tests may be performed during the examination, though many are not highly specific for 

PFS. One study that analyzed the diagnostic accuracy of clinical features found that the sensitivity of tests 

such as the patellar tilt, active instability, patella alta, and apprehension tests was relatively low (around 

50%), though the specificity ranged from 72% to 100% [15]. In the same study, several indicators of 

patellofemoral pain syndrome were noted, including an increased quadriceps angle, lateral and medial 
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retinacular tenderness, patellofemoral crepitation (a grinding or popping sensation), squinting patella (an 

abnormal alignment of the patella), and limited patellar mobility. Another important measurement in the 

diagnosis of PFS is the popliteal angle, which assesses hamstring flexibility. Tight hamstrings, as indicated 

by reduced popliteal angles, can increase compressive forces across the patellofemoral joint, thereby 

heightening the risk of developing PFS [16]. This highlights the importance of evaluating not only the knee 

joint itself but also the surrounding structures that contribute to its function and health. 

Evaluation 

The diagnosis of patellofemoral pain syndrome (PFS) is primarily clinical, relying on patient history and 

physical examination. Imaging studies, such as plain radiographs, are typically not ordered unless 

symptoms persist despite one to two months of conservative management. Radiographs are often of limited 

diagnostic value in PFS, as they typically do not provide a clear correlation with the patient's symptoms. In 

many cases, differentiating between the affected knee and the unaffected knee using radiographs is 

challenging [15]. If the patient does not respond to conservative treatment, imaging becomes more useful 

to rule out other conditions that may present with similar symptoms. This includes evaluating for possible 

underlying causes such as bipartite patella (a congenital condition where the patella has two distinct parts), 

osteoarthritis, loose bodies within the joint, or occult fractures that might mimic PFS symptoms. In such 

cases, radiographs can help in visualizing bone-related issues, though they are often not conclusive for soft 

tissue conditions. Advanced imaging techniques, such as magnetic resonance imaging (MRI), 

musculoskeletal ultrasound (US), and computed tomography (CT), are typically not warranted in the initial 

assessment of PFS unless there is a suspicion of other concurrent pathology. MRI, for instance, can offer 

detailed views of the soft tissues and may help identify other causes of knee pain, such as cartilage damage 

or ligament injuries. Musculoskeletal ultrasound can be used to evaluate soft tissue abnormalities, while CT 

is generally reserved for complex fractures or bony malalignments that are not visible on radiographs. 

Ultimately, advanced imaging is primarily employed when there is a lack of improvement or when there is 

uncertainty regarding the underlying cause of the pain, and it is used more to exclude other potential 

diagnoses rather than to confirm PFS. 

Treatment / Management 

The management of patellofemoral syndrome (PFS) generally involves conservative strategies focused on 

reducing pain, improving patellar tracking, and facilitating the return to previous activity levels. Treatment 

is typically divided into two phases: the acute phase and the recovery phase. 

Acute Phase 

During the acute phase of PFS, the primary goal is pain relief and minimizing inflammation. Activity 

modification is crucial, with recommendations to avoid high-impact activities such as running, squatting, 

or climbing stairs, which exacerbate symptoms. Nonsteroidal anti-inflammatory drugs (NSAIDs), such as 

naproxen, are commonly used to reduce pain and inflammation. Research has demonstrated that naproxen 

is more effective than aspirin and placebo in alleviating pain [17]. However, NSAIDs are generally not 

recommended for long-term use due to potential adverse effects, such as gastrointestinal issues or kidney 

problems. In addition to NSAIDs, other conservative modalities, such as the application of ice, can be 

employed to reduce swelling and discomfort. Therapeutic ultrasound (US) and electrical stimulation have 

been explored as potential treatments but have not shown consistent evidence of improving symptoms 

[18][19]. 

Recovery Phase 

Once the acute symptoms subside, the focus shifts to addressing the underlying causes that contributed to 

the development of PFS. The recovery phase involves a combination of knee and hip exercises designed to 

strengthen the lower extremities, improve mobility, and restore functional capacity. Strengthening the 

quadriceps and hip abductors, along with improving flexibility in the hamstrings and calves, is critical in 

improving patellar alignment and reducing stress on the joint. These exercises can be tailored to the 

patient’s individual needs and should be progressed gradually as tolerated. When pain persists during these 
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exercises, adjunctive therapies may be used to help alleviate discomfort. One such modality is patellar 

taping, which has been shown to reduce pain when used in combination with physical therapy. Studies 

suggest that patellar taping can provide significant pain relief compared to physical therapy alone [21]. 

However, the effectiveness of taping may be diminished in patients with a higher body mass index (BMI), 

indicating that the technique may be less beneficial for individuals with significant weight-related factors 

[22]. A comprehensive therapy approach should be patient-specific and tailored to address the dysfunction 

present in each individual case. Exercises aimed at strengthening both the quadriceps and hip muscles, 

along with improving patellar tracking, should be the cornerstone of rehabilitation. Additionally, correcting 

lower limb alignment and addressing any biomechanical abnormalities should be prioritized. In most cases, 

referral to orthopedic surgery is not necessary and should be reserved as a last resort. Non-surgical 

interventions should be pursued for at least 24 months before considering operative procedures [23][24]. 

These may include arthroscopy or realignment surgeries if conservative treatment proves unsuccessful. 

Overall, the majority of individuals with PFS can achieve significant improvement with conservative 

management, which should focus on individualized rehabilitation plans and gradual return to activity. 

Differential Diagnosis 

The differential diagnosis for patellofemoral syndrome (PFS) is extensive and involves several anatomical 

areas, as previously discussed. These include conditions such as patellofemoral osteoarthritis (OA), 

Osgood-Schlatter disease, plica syndrome, bursitis (prepatellar or Hoffa’s), saphenous neuritis, quadriceps 

tendinopathy, patellar tendinopathy, and referred pain from the hip or lower back. Each of these conditions 

presents with symptoms that may overlap with those of PFS, making the diagnostic process challenging. 

Patellofemoral osteoarthritis (OA) may present with similar anterior knee pain, particularly in older 

patients or those with a history of joint degeneration. Osgood-Schlatter disease, commonly seen in 

adolescents, involves pain and swelling at the tibial tuberosity, often mistaken for PFS. Plica syndrome 

occurs when a fold of synovial tissue in the knee becomes irritated, leading to pain similar to PFS. Bursitis, 

such as prepatellar or Hoffa's bursitis, may cause localized knee pain with swelling and tenderness, which 

can mimic PFS symptoms. Saphenous neuritis can cause medial knee pain, often radiating from the hip or 

thigh, while quadriceps and patellar tendinopathy typically present with pain in the tendons of the knee, 

exacerbated by activity. Referred pain from the hip or lower back may also cause symptoms resembling PFS, 

especially in cases of lumbar radiculopathy. Due to the wide array of potential diagnoses, clinicians must 

conduct a comprehensive history and physical examination to distinguish PFS from other conditions. 

Identifying specific risk factors and understanding the patient’s activity history, along with physical findings 

such as joint stability, tenderness, and muscle strength, are crucial for an accurate diagnosis. This thorough 

assessment ensures that patients receive the most appropriate treatment for their condition. 

Prognosis 

The prognosis for individuals diagnosed with patellofemoral syndrome (PFS) is generally favorable, though 

approximately 40% of patients continue to experience symptoms a year after standard treatment 

interventions [25]. However, research indicates that after 7 years, almost 85% of patients who adhered to 

a home exercise regimen reported positive outcomes and symptom relief. Key factors that predict a less 

favorable long-term outcome include the presence of a hypermobile patella, older age, and bilateral 

involvement. These factors suggest that individuals with such characteristics may require more intensive 

or prolonged interventions to achieve full recovery. Although PFS can be self-limiting in many cases, some 

patients may experience persistent discomfort, necessitating ongoing management strategies. 

Complications 

Patellofemoral syndrome can lead to a number of complications if not adequately addressed. One of the 

primary complications is the development of patellofemoral osteoarthritis, which arises due to improper 

patellar tracking. This misalignment can result in increased wear and tear on the joint, ultimately 

contributing to chronic pain and functional impairment. Another significant complication involves the 

inability of some patients to engage in previously enjoyed activities due to the pain provoked by those 

movements. The limitation in activity levels can have a profound impact on the individual’s quality of life, 
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particularly if their daily activities or professional requirements involve strenuous physical exertion. Early 

intervention and appropriate management strategies can help mitigate these potential complications, 

improving long-term outcomes [26]. 

Deterrence and Patient Education 

Effective patient education is crucial in managing patellofemoral syndrome. Patients should be thoroughly 

informed about their diagnosis, the underlying causes, and the available treatment options. It is essential 

that they are provided with a personalized exercise regimen, either through home exercises or physical 

therapy, to ensure they are performing the correct movements. Initial management involves rest, the use of 

NSAIDs for pain relief, and ice application for the first two to three weeks following the onset of symptoms. 

Additionally, educating patients on activity modifications and self-care techniques can aid in minimizing 

symptom flare-ups and promoting recovery. Proper guidance on lifestyle changes and exercise routines can 

significantly improve outcomes and reduce the risk of future exacerbations [27]. 

Enhancing Healthcare Team Outcomes 

Patellofemoral syndrome (PFS) is a prevalent condition that, despite having a generally favorable prognosis, 

can significantly impair a patient's ability to engage in daily activities due to persistent anterior knee pain. 

Proper management of this condition hinges on a thorough understanding of the patient's history, accurate 

diagnosis, and a structured treatment plan. The first crucial step is obtaining a detailed history of the 

present illness. In patients presenting with anterior knee pain, it is essential for the healthcare provider to 

conduct an exhaustive assessment to confirm PFS and rule out other potential causes of knee discomfort. 

The provider should gather information about the patient’s symptoms, activity level, and any previous knee 

trauma, which are pivotal in reaching a correct diagnosis. Once PFS is diagnosed, the next step involves 

educating the patient about the nature of the condition, explaining the importance of rest, and setting 

realistic expectations regarding the treatment timeline. A multidisciplinary approach is essential for 

optimizing patient outcomes in the management of PFS. Physical therapy plays a central role in the recovery 

phase, and its timely initiation is crucial for the patient’s rehabilitation. A physical therapist should be 

involved as soon as the patient’s pain levels allow them to begin therapeutic exercises. The therapist’s input 

is invaluable in determining the appropriate exercises and progressions to restore strength, flexibility, and 

mobility to the affected knee. Close coordination between the healthcare provider and physical therapist 

ensures that the treatment plan is tailored to the patient’s specific needs and progress, ultimately enhancing 

the efficacy of rehabilitation. 

One of the key components of the treatment plan is clear communication between the patient’s healthcare 

team. Maintaining an open dialogue ensures that all parties are aware of the patient’s progress, challenges, 

and any adjustments needed in their care. The healthcare provider and physical therapist must work 

collaboratively to ensure that the patient’s recovery is on track and that the timeline for returning to normal 

activities, including sports and exercise, is realistic and safe. The physical therapist’s role in determining 

when the patient can safely return to such activities is crucial, as premature resumption of high-impact 

exercise could exacerbate symptoms and hinder recovery. Additionally, it is important to incorporate the 

perspectives of other members of the healthcare team, such as orthopedic specialists, pain management 

providers, and dietitians, if necessary. These specialists can provide additional insights on managing 

comorbidities, improving patient comfort, and supporting the patient’s overall health during their recovery 

process. For example, addressing weight management in overweight patients may help reduce stress on the 

knee joint, complementing the effects of physical therapy. Ultimately, successful management of PFS relies 

on a coordinated, multidisciplinary approach, clear communication, and continuous patient education. By 

ensuring that all healthcare team members are working towards a common goal and sharing their expertise, 

patient outcomes can be greatly improved. This holistic approach, combined with an individualized 

treatment plan, offers the best chance for patients to recover fully and return to their normal activities with 

minimal long-term complications. This research was supported (in whole or part) by HCA Healthcare 

and/or an HCA Healthcare-affiliated entity. However, the views expressed in this publication represent 
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Nursing Intervention Protocols: 

Patellofemoral syndrome (PFS) is a common cause of anterior knee pain, particularly among active 

individuals. Nursing interventions play a crucial role in both the prevention and management of PFS, aiming 

to alleviate symptoms, promote recovery, and prevent complications. The role of nurses in PFS management 

is comprehensive, involving patient education, support in symptom management, collaboration with other 

healthcare providers, and advocacy for the patient’s needs. A structured approach to nursing care is 

essential to ensure optimal outcomes for patients with this condition. 

1. Assessment and Diagnosis 

The initial nursing intervention for PFS involves a thorough assessment to gather information about the 

patient’s symptoms, medical history, and lifestyle. Nurses should perform an assessment of the knee, noting 

the presence of tenderness, swelling, or changes in the range of motion. It is also important to assess the 

patient's functional limitations, particularly in activities such as walking, running, and climbing stairs. 

Key components of the assessment should include: 

• Pain assessment: Determining the onset, duration, and intensity of pain is critical to developing a 

treatment plan. Using pain scales like the Visual Analog Scale (VAS) or the Numeric Rating Scale (NRS) 

can help in evaluating pain levels over time. 

• Patient history: Nurses should gather detailed information regarding any history of knee injuries, 

overuse activities, previous surgeries, or sports participation. Understanding these factors can help 

identify potential contributing factors to PFS development. 

• Physical examination: This includes palpating the knee to assess for tenderness around the patella and 

assessing the range of motion. Nurses should also check for any muscle imbalances, weakness, or 

atrophy, particularly in the quadriceps and hip muscles, which may contribute to abnormal patellar 

tracking. 

2. Education and Self-Management Support 

One of the most significant nursing interventions in PFS is patient education. Nurses must educate patients 

about the nature of PFS, its causes, and its treatment options. Patients should understand the importance 

of adhering to the prescribed exercise regimen, avoiding aggravating activities, and implementing strategies 

for pain relief. 

Key education points for nurses include: 

• Activity modification: Nurses should guide patients on modifying activities that exacerbate symptoms, 

such as running, squatting, or prolonged sitting. They should encourage patients to substitute high-

impact activities with low-impact alternatives like swimming or cycling, which put less stress on the 

knee joint. 

• Rest and ice application: Nurses should advise patients on the importance of resting the affected knee 

and applying ice to reduce inflammation. Ice should be applied for 20-30 minutes every 2-3 hours during 

the acute phase of PFS. The nurse should also educate patients on how to safely apply ice and avoid skin 

damage. 

• Use of NSAIDs: Nurses should educate patients on the appropriate use of nonsteroidal anti-

inflammatory drugs (NSAIDs), such as naproxen or ibuprofen, to manage pain and inflammation. 

However, they should emphasize that NSAIDs are a short-term solution and not suitable for long-term 

use due to potential side effects. 
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3. Collaboration with Physical Therapists 

Nurses play an essential role in collaborating with physical therapists to ensure that patients with PFS 

receive appropriate rehabilitation. A physical therapy program designed to strengthen the muscles around 

the knee, improve flexibility, and correct patellar alignment is a cornerstone of PFS management. Nurses 

should assist patients by reinforcing the importance of adhering to their physical therapy schedule and 

participating actively in their exercise programs. 

• Strengthening exercises: Nurses should encourage patients to engage in exercises that target the 

quadriceps, hip abductors, and calf muscles, as these are key to supporting the knee joint and improving 

patellar tracking. Nurses should also help patients to understand how to perform exercises properly to 

avoid further injury. 

• Flexibility exercises: Stretching exercises for the hamstrings, quadriceps, and calf muscles help to 

reduce tightness and improve mobility, which can alleviate some of the stress on the patellofemoral 

joint. Nurses can assist patients in performing these exercises and ensure that they do not overexert 

themselves. 

• Patellar taping and bracing: Some patients may benefit from patellar taping or using knee braces to 

provide additional support and reduce pain. Nurses should teach patients how to apply the tape 

correctly and explain its role in stabilizing the patella. 

4. Monitoring and Evaluation of Progress 

Continuous monitoring is essential to assess the effectiveness of the nursing interventions and to make any 

necessary adjustments to the treatment plan. Nurses should regularly evaluate the patient’s pain levels, 

range of motion, strength, and functional abilities. 

• Pain management: Nurses should assess pain levels frequently and collaborate with the healthcare 

team to adjust pain management strategies. If NSAIDs are ineffective, nurses may need to communicate 

with the healthcare provider about alternative pain management options, such as physical therapy 

modalities (e.g., ultrasound, electrical stimulation). 

• Monitoring progress with physical therapy: Nurses should assess the patient’s adherence to the 

exercise program and their tolerance for physical activity. They should monitor for signs of overexertion, 

such as increased pain or swelling, and report these to the healthcare provider. 

• Evaluating outcomes: Nurses should assess whether the patient is able to return to previous activities 

and whether the functional limitations have decreased. Regular follow-up appointments will help 

determine if additional interventions, such as a referral to an orthopedic specialist, are needed. 

5. Complication Prevention and Long-Term Management 

Nurses should be proactive in preventing complications related to PFS, including patellofemoral 

osteoarthritis, which can develop due to abnormal patellar tracking. Nurses should continue to educate 

patients on the importance of maintaining a healthy weight to reduce stress on the knee joint. Additionally, 

they should monitor for signs of chronic pain or functional limitations, which could indicate the need for 

further intervention. The nursing interventions in the management of patellofemoral syndrome are crucial 

to alleviating pain, promoting recovery, and preventing further complications. Nurses play an integral role 

in educating patients, monitoring their progress, collaborating with the healthcare team, and ensuring that 

the patient follows through with recommended treatments. With the right interventions, many patients 

with PFS can experience significant relief and return to their normal activities. 

Conclusion: 

Patellofemoral syndrome (PFS) is a common cause of anterior knee pain, particularly in active individuals, 

and is primarily influenced by biomechanical abnormalities, muscle imbalances, overuse, and trauma. The 

condition is diagnosed through a comprehensive clinical assessment, with the exclusion of other knee 
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pathologies. Patients often present with diffuse knee pain that is exacerbated by activities that involve knee 

flexion, such as running, squatting, or stair climbing. While conservative treatment methods, including 

physical therapy, activity modification, and pain management, are successful in most cases, some 

individuals experience chronic symptoms requiring more targeted interventions. The etiology of PFS is 

multifactorial, and its management must be personalized. Factors such as malalignment, muscle weakness, 

and excessive joint load contribute to the development and persistence of PFS symptoms. Early recognition 

of these risk factors and appropriate interventions can help prevent long-term complications. In the acute 

phase, pain relief and inflammation control are essential, with NSAIDs, ice application, and rest being 

common recommendations. As symptoms subside, the focus shifts to strengthening the quadriceps, hip 

abductors, and improving lower extremity flexibility. The implementation of patellar taping has shown 

promise in alleviating pain, though its effectiveness may be diminished in overweight individuals. Nursing 

interventions are integral to the management of PFS, as they facilitate the patient’s recovery and functional 

restoration. Nurses play a crucial role in educating patients about activity modification, encouraging 

adherence to rehabilitation exercises, and monitoring progress. Additionally, patient-specific strategies, 

such as the correction of biomechanical abnormalities and individualized exercise regimens, are essential 

for long-term success. In cases where conservative treatments fail, referral to orthopedic specialists for 

further evaluation and potential surgical options, such as arthroscopy or realignment surgery, may be 

necessary. However, surgery should be considered only after exhausting non-invasive treatments for at least 

24 months. In summary, the comprehensive management of PFS requires a multifaceted approach, 

combining early diagnosis, conservative therapies, and tailored nursing interventions. Early and accurate 

management of PFS is essential for achieving the best possible outcomes, minimizing long-term disability, 

and enhancing the quality of life for affected individuals. 
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 متلازمة الرضفة الفخذية: نظرة عامة لأخصائي العلاج الطبيعي والتدخلات التمريضية

 :الملخص

عد متلازمة الرضفة الفخذية   الخلفية: 
ُ
 بين الأفراد النشطين. تتميز (PFS) ت

ً
، والمعروفة أيضًا باسم "ركبة العدّاء"، من الأسباب الرئيسية للألم الأمامي في الركبة، خاصة

كانيكية، اختلالات اختلالات بيوميهذه المتلازمة بألم منتشر حول الجزء الأمامي من الركبة، الذي يزداد مع الأنشطة التي تشمل انثناء الركبة. تنشأ الحالة غالبًا بسبب  

عتبر
ُ
تشخيصًا يعتمد على الاستبعاد، وعلى الرغم من أن العلاجات  PFS عضلية، الإفراط في الاستخدام، أو الصدمة، ولكن سببها الدقيق ما زال موضوعًا للنقاش. ت

 .ة تدخلات موجهة بشكل أكثر تحديدًاالمحافظة فعّالة في معظم الحالات، قد تتطلب الأعراض المستمر 
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يضية لتخفيف  يهدف هذا المقال إلى تقديم نظرة عامة عن مسببات ومتطلبات التشخيص والعلاج لمتلازمة الرضفة الفخذية، مع التركيز على التدخلات التمر   الهدف: 

 .الألم، وتحسين الوظيفة، وتعزيز التعافي

بـ  الطرق:  ، مع التركيز على المسببات، علم الأوبئة، الأساليب التشخيصية، واستراتيجيات الإدارة. كما يناقش المقال PFS يستعرض المقال الأدبيات الحالية المتعلقة 

 .السمات السريرية ومعايير التشخيص، بالإضافة إلى دور العلاج الطبيعي والتدخلات التمريضية

ن من أعراض بطريقة محافظة، بما في ذلك العلاج الطبيعي، تعديل النشاطات، وإدارة الألم، هي فعّالة جدًا في معظم الحالات. في المرض ى الذين يعانو  PFS إدارة  النتائج: 

 .لتحقيق أفضل النتائج مستمرة، يُوص ى بتدخلات مثل تثبيت الرضفة بالشريط الطبي، تمارين تقوية، وتصحيح بيوميكانيكي. من المهم اتخاذ نهج مخصص لكل مريض

لـ  الخاتمة:  إدارة فعّالة  التشخيص المبكر، بروتوكولات العلاج الدقيقة، والرعاية الفردية. تلعب التدخلات التمريضية، بما في ذلك إدارة الألم، تعديل  PFS يتطلب 

 .الأنشطة، وتسهيل تمارين التأهيل، دورًا حيويًا في تحسين نتائج المرض ى

 .متلازمة الرضفة الفخذية، ركبة العدّاء، العلاج الطبيعي، التدخلات التمريضية، إدارة الألم، التأهيل، البيوميكانيكا، التشخيص الكلمات المفتاحية: 

 


