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Don’t forget the jumper’s knee
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SUMMARY
Patellar tendinopathy, or Jumper’s knee, is a painful knee condition caused by inflammation of the patella ten-
don. This condition is most frequently observed in subjects who play sports that require repetitive regular jump-
ing. Jumper’s knee is frequently misdiagnosed as a minor injury and many athletes, like our patient, keep on
training and competing and either tend to ignore the injury or attempt to treat it themselves. However, jumper’s
knee is a serious condition that requires a correct and timely diagnosis, which often necessitates ultrasound
investigation in order to start the most appropriate treatment.
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30-year-old man consulted our rheu-

matology division in June 2018 for
pain in both knees. The pain, which was
unresponsive to analgesic drugs, had start-
ed in about 2010, after 24 months of pro-
fessional volleyball playing. Although he
had suspended his competitive activity, he
decided to play amateur volleyball in 2015,
but was forced to stop again due to the re-
appearance of knee pain. The patient made
several rheumatology consultations over
an §-year period. The presence of con-
comitant diarrhea and recurrent oral ulcers
led to a preliminary diagnosis of arthritis,
linked to an inflammatory bowel disease.
Azathioprine was prescribed without ben-
eficial effects and he suspended the drug
himself after only 2 months.
A diagnosis of reactive arthritis was then
made at another consultation, due to a posi-
tive urine culture for Ureaplasma parvum
and oral therapy with doxycycline, pred-
nisone and cyclosporine was started. How-
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ever, as this treatment was also ineffective,
once again the patient stopped the therapy.
In 2017, he consulted an orthopedic special-
ist complaining of shoulder pain and was
treated by intraarticular infiltrations with
hyaluronic acid, followed by physiotherapy.
Although the pain intensified after practic-
ing sports, it was sometimes present also at
rest, especially in the morning and at night.
The patient’s clinical history was silent due
to the presence of patella misalignment or
Osgood-Schlatter Disease as also observed
in his previous radiographs. At physical
examination, both active and passive mo-
bilization of the knees and digital-pressure
of the lower pole of both patella was pain-
ful. There was no swelling or warmth on
palpation and the clinical examination of
the other areas was unremarkable. The pa-
tient weighed 73 kg and was 180 cm tall.
Laboratory tests for inflammation indices,
rheumatoid factor, antinuclear antibod-
ies and serological markers for celiac dis-
ease were within the normal range, as in
the past. Longitudinal and transverse grey
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scale scans of the anterior aspect of the
knees were performed using a linear 18-4
MHz transducer (Philips Healthcare Epiq
7). The US evaluation evidenced swollen,
inhomogeneous and hypoechoic patellar
tendons at the level of the insertion on the
rotula. These changes were more evident
in the left knee (Figure 1A and B, right
and left knee, respectively). Color Doppler
evaluation evidenced marked signs of neo-
vascularization (Figure 2A and B, right and
left knee, respectively).

On the basis of the patient’s history, clini-
cal examination and US, a diagnosis of pa-
tellar tendinopathy (i.e. Jumper’s knee) in
a subacute-chronic phase was made as the
US evidenced an increased Doppler flow
associated with tendinopathy (1-4).

At time of writing, our patient has been on
pharmacological treatment with naproxen
for some days to reduce the inflammation
and pain at the tendon level, in line with
literature and in agreement with the physia-
trist, physio-kinesiotherapy, combined laser
and Tecar therapy with some isometric ex-
ercises have been started (5-8). All his other
physical-activities have been suspended.
The patient’s condition has progressively
improved and is, to date, stable. The phar-
macological treatment has reduced his
symptoms and the patient’s clinical sched-
ule allowed for a re-evaluation after two
weeks to decide how to continue. As re-
ported by several authors, the next rehabili-
tation steps will include exercises to gradu-
ally improve strength, as well as the power
and speed of muscle contraction (7-9). The
patient has also been advised to do sport-
specific training and to learn how to man-
age his symptoms to prevent flare (7-9).

H DISCUSSION
AND CONCLUSIONS

Several studies have reported various non-
traumatic underlying causes of anterior knee
pain (10-12). In our personal experience, in
agreement with the literature, they include
rheumatoid arthritis, reactive arthritis, pso-
riatic arthritis, quadriceps tendinitis, patella
chondromalacia and patellar subluxation/
dislocation, Osgood-Schlatter disease, Sind-
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Figure 1 - A and B) Longitudinal image of the anterior aspect of the
knee showing the patellar tendon and the patellar profile. The inser-
tional portion of the tendons is swollen and hypoechoic (PT, patellar

tendon; PB, patellar bone; HFP, hoffa fat pad).

Figure 2 - A and B) Color Doppler detects signs of neovascularization

in the affected area.

ing-Larsen-Johansson syndrome and patel-
lar tendinopathy (i.e. Jumper’s knee) (10-
12). Although both the history and physical
examination are pivotal to excluding other
causes of knee pain, ultrasound facilitates
the differential diagnosis and whenever the
US is unable to help in establishing the cor-
rect lesion site, the use of a second level
investigation, such as magnetic resonance
imaging (MRI), is recommended (2, 4, 12).
An ultrasound evaluation, characterized
by hypertrophied and hypervascular syn-
ovium in the articular knee recesses or,
less frequently, within the suprapatellar
and infrapatellar bursa and bone erosions,
suggest a diagnosis of rheumatoid arthri-
tis. Enthesopathy is a distinctive feature of
spondyloarthropathies (2-4).

Sonographic evaluation with high-resolu-
tion transducers has evidenced enthesopathy
as having a heterogeneous, hypoechogenic
texture, with thickening of the entheses, in-
tratendinous calcific deposits and an altera-
tion of the bone profile (2-4, 13). US is able
to identify the involved area in the presence
of quadriceps tendinitis, whilst X-rays, MRI
and arthroscopy are the best methods to
identify chondromalacia of the patella, pa-
tellar subluxation or dislocation and Osgood
Schlatter Disease and/or Sinding-Larsen-
Johansson syndrome (10, 11, 14).
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As reported in our case, the ultrasound ex-
amination is a reliable diagnostic tool for
patellar tendinopathy, as it is very sensitive
in detecting subtle changes in the presence
of a superficial fibrillary tendon, parallel to
the skin (7, 10, 11, 14).

The sonographic findings differ according
to the tendinopathy phase. In fact, although
the tendon is thickened with a normal echo
structure in acute tendinosis, the fibrillary
pattern is lost with disease progression and
the tendon becomes hypoechoic, with further
swelling (2-4, 14). Increased Doppler flow
can be an indication of hyperemia that may
be associated with tendinopathy, especially in
the subacute-chronic phase, when the intra-
tendinous neovascularization starts. Some
authors have reported that the process of neo-
vascularization is associated with the onset of
painful episodes (2-4, 14).

The primary aim of reporting our case is that
of emphasizing the importance of taking pa-
tellar tendinopathy into consideration when
making a differential diagnosis in the pres-
ence of bilateral knee pain. It also aims to
emphasize that jumper’s knee should not be
underestimated as a minor injury since itis a
serious condition requiring timely attention
to avoid irreparable damage and/or the need
for surgical repair. Although patellar tendi-
nopathy (Jumper’s knee) is a frequent, disa-
bling condition affecting mostly athletes, it
is also frequently observed in the non-athlet-
ic population (10, 11, 14, 15).

Moreover, this case shows how ultrasound
examination of the muscle and tendon can
help make a correct clinical diagnosis, as it
can identify the structures involved in the
pathological process should the physical
exam be inconclusive.
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