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Abstract 

Background and Objective: Patellar Kinesio-Taping (KT) and McConnell taping (MT) both 

techniques have been individually advocated for reducing the pain and support to the knee joint as well 

as improved ‘Hop’ function activity in anterior knee pain or patello-femoral pain syndrome (PFPS) but 

comparison of both these techniques have not been explored in studies. The purpose of the study was to 

find immediate effect of Patellar Kinesio-Taping vs McConnell Taping on pain and ‘Hop’ function in 

subjects with patella-femoral pain syndrome. 

Material and Method: A pre and post comparative study was done on 40 subjects mean age group of 

16-30 years were included in the study. KT and MT both groups received Patellar Kinesio-taping and 

Patellar McConnell taping for single time respectively. VAS scale and Hop test (s ingle leg triple jump) 

were taken before and after intervention. The intervention was given once in a day, in one week and 

each session lasts for 15-30 minutes. Data was analyzed by Paired and Unpaired t test, Pearson Chi-

Square test, Wilcoxon signed rank test and Mann Whitney U test. 

Results: There was very statistical significant difference (P<0.0001) within the groups and no 

statistical significant difference between the groups in VAS score (during rest, step up, squatting, step 

down) and hop test (single leg triple jump test) after intervention. 

Conclusion: The present study concludes that both kinesio taping and McConnell taping techniques are 

effective on reducing pain in functional activity step up, step down, squatting and also improving hop 

function activity in patellofemoral pain syndrome. 

 
Keywords: Kinesio tape, McConnell tape, hop test (single leg triple jump test), VAS score, patello-

femoral pain syndrome (PFPS) 

 

Introduction 
Patellofemoral joint pain well defined as retro- patellar, peri-patellar or patellofemoral pain 

syndrome (PFPS) causing from physical and biochemical changes [1]. Usually, patients 

complaint pain at anterior aspect of knee joint or behind the patella (retro-patellar pain) [2]. 

The incidence in the general population is 25% in adolescents and adults [3]. In highly active 

population and general practice incidence rate varies from 22 and 5 to 6 new cases per 

1000/year respectively [3]. 

 Females due to their increased “Q” angle are more prominent as compared to males [1, 4, 5]. 

This predisposes females more to patella maltraking. Pain commonly occurs during 

squatting, running, prolonged sitting, stair climbing and kneeling. In the patellofemoral joint, 

the patella serves as a link to converge the fibers of the quadriceps femoris muscle group to 

increase its lever arm and maximize its mechanical advantage. To ensure this functional 

efficacy, maintaining the patellar alignment in the trochlear groove of the femur is necessary. 

Malalignment of the patella, or altered patellar tracking, may be a predisposing factor for 

patellofemoral pain, chondromalacia, and articular cartilage degeneration [2]. Those patients 

typically complain of pain in the anterior region of the knee referred to as “runner’s knee” or 

patellofemoral pain syndrome. A trigger of increased pain is normally due to increased 

activity or prolonged sitting subject who have patellofemoral pain syndrome often 

experience pain while descending stairs or steep declines. In acute condition it is normally 

resolves in 6-8 weeks if given sufficient rest from prolonged running, walking, jumping, and  
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other aggravating activities [7] but chronic pain (cases in 

which athletes continue to push through the pain with 

symptoms lasting longer than 6-8 weeks) can take 6 months 

or longer to heal [6]. 

It is a problem commonly faced by physicians who provides 

medical care for competitive or recreational athletes. Other 

names for this entity are retro-patellar pain syndrome, 

patellofemoral arthralgia, extensor mechanism disorder, 

lateral patellar compression syndrome, patellalgia and 

patellofemoral dysfunction. Chondromalacia patella, which 

involves degeneration of the cartilage on the articular 

surface of the patella, has been inappropriately included 

with the patellofemoral disorders. Mostly there is no 

damage occurs in articular cartilage of all patellofemoral 

disorders. Furthermore, there is little epidemiologic 

evidence that patellofemoral pain syndrome, if untreated, 

leads to chondromalacia [7]. This problem may develop if 

mild malalignment of the extensor mechanism is present or 

through overuse when anatomy and alignment are normal. 

 

Functional Anatomy  

The patellofemoral joint is a most incongruent diarthrodial 

plane synovial joint includes the trochlear surface of the 

distal anterior femur and the posterior surface of the patella. 

The patella is a largest sesamoid bone in the body. 

Geometrically, the patella is shaped like an upside down 

triangle with inferior surface is stated to as the apex and the 

superior patella is the base [8, 9]. It composed of a trabecular 

core with a thin cortical shell. The anterior surface of patella 

is convex in medio-latral and antero-posterior planes and the 

posterior surface is divided into a variety of facets. The 

posterior surface is covered by a thick articular cartilage and 

divided by centrally situated vertical ridge in two half 

medial and lateral half. The two halves can be further 

divided into seven convex facets, three horizontal pairs; 

proximal, middle and distally and an odd facet that is 

located on the far medial, posterior aspect of the patella [10, 

11]. The distal femur forms into an inverted U-shaped 

intercondylar (trochlear sulcus) with concave lateral and 

medial facets covered by a thin layer of articular cartilage. 

As with the patella, the lateral facet of the femur is extends 

more proximally.10 Stability of the patellofemoral joint is 

depends on static and dynamic soft tissue structure [9]. 

patellar tendon, joint capsule and ligaments provides static 

stability. The medial structures, medial patellofemoral 

ligament (MPFL) and medial mensico-patellar ligament 

both are acts as a primary and secondary restraint to 

minimize lateral translation [9, 12]. lateral side of the 

patellofemoral joint following structures provide stability: 

lateral patellofemoral ligament, joint capsule, iliotibial band 

(ITB) and lateral retinaculum [13]. Contractile structure of the 

quadriceps, pes anserine muscle group, and biceps femoris 

muscle help to maintain patellar alignment in dynamic 

conditions [13, 14]. The more oblique alignment (as compared 

to the vastus medialis longus) and attachment of VMO to 

the mid-portion of patella, the MPFL and adductor magnus 

tendon provides mechanical advantage to promote medial 

stabilizing force to the patella [15, 16]. The rectus femoris 

inserts on the anterior portion of superior aspect of patella 

and the vastus intermedius inserts posteriorly at the base of 

patella [16] and the vastus lateralis provides lateral dynamic 

reinforcement in conjunction with the ITB and the 

superficial oblique retinaculum [17]. Inferiorly, the patella is 

secured via the patellar tendon and its attachment to the 

tibial tubercle tightness in the ITB can cause the patella to 

glide and/or tilt laterally [18].  

 

Pathomechanics 
Patella serve as a mechanical pulley throughout knee range 

of motion during contraction of quadriceps muscle [19]. At 

full knee extension and between 90 and 120 degrees of 

flexion the patella provides 31% and 13% of total knee 

extension torque respectively. Due to its interposed position 

between the quadriceps tendon and femur it prevents 

excessive friction between the quadriceps tendon and the 

femoral condyles [20, 21]. Patellofemoral joint stability is 

based on the interplay among bony geometry, ligamentous 

retinacular restraints and muscles [21]. The static alignment 

of patella depends on the height of the lateral femoral 

condyle wall, depth of the femoral sulcus and the shape of 

patella [18]. In the frontal plane with full extension of the 

knee patella typically sits midway between the two condyles 

or a slight laterally deviated [22]. The patella is most mobile 

because its position superior to the trochlea and minimal 

contact exists between the patella and femur. The Q-angle 

commonly used clinically to identify the angle of quadriceps 

muscle pull. Normally, it is 10-13 and 15-17 degrees for 

male and females respectively. An increased Q-angle is 

thought to create excessive lateral forces on the patella 

through a bowstring effect [23]. Recently, studies have shown 

no association between the static Q-angle and 

patellofemoral kinematics or pain [24, 25]. Knee in slight 

flexion in sagittal plane, the apex of the patella rest just at or 

slightly proximal to the joint line. The length of the patellar 

tendon and the length of the patella approximately in 1:1 

ratio is referred to as the Insall Salvati index. It is commonly 

used to measure patellar position in sagittal plane [26, 27]. A 

ratio of around 1.0 is considered normal. A ratio less than 

0.80 and greater than 1.2 is suggestive of an inferior patella 

or “patellar baja” that may be due to a shortened patellar 

tendon and “patella alta” respectively [27]. If any deviation 

from normal of any surface of the patella either anterior or 

posterior is present, this is termed “tilt”. In the sagittal 

plane, location of the inferior pole of the patella in either a 

depressed (inferior tilt) or elevated (superior tilt) position. 

Pinch or irritate the patellar fat pad that lay underneath the 

patellar due to inferiorly tilted patella.18 The patella should 

be lie horizontally in transverse plane such that the medial 

and lateral borders are equidistant from the femur. A lateral 

tilt, when the medial border is higher than the lateral border, 

can lead to lateral patellofemoral compression syndrome [28]. 

Rotation (medial/lateral) of the patella about an 

anteroposterior axis is referenced by the movements of the 

distal apex of the patella [29]. 

The dynamic movements patella tilts, patella shifts and 

rotation and accessory movements slide, spine and roll 

occurs in multiple axis and plan [29, 18]. During the OCC and 

CCC (Open and close kinematic Chain) movements, contact 

point between two surfaces and joint reaction forces changes 

with the flexion and extension. The stability of the 

patellofemoral joint depends on the three main elements 

bony geometry, ligamentous-retinacula restraints and 

muscles [30]. To optimal functions of the PFJ must able to 

control forces in sagittal and frontal planes. Hip and foot 

must control transverse plane forces through the PFJ. The 

quadriceps force of contraction, the sagittal plane angle of 

knee and the contact area between the patella and femur 

these three factors play important role in the sagittal plane 
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mechanics. The interaction between the force of the 

quadriceps muscle contraction and knee angle determines 

the compressive force between the patella and femur. It is 

known as patellofemoral joint reaction force [30, 31] increasing 

the quadriceps force of contraction and knee joint angle 

increases the PFJR force [30, 32]. The frontal plane forces that 

must be balanced by the extensor mechanism also originate 

from forces developed by the quadriceps muscle. During 

contraction of the quadriceps patella has the tendency to 

shift laterally. This lateralization is maintained by the 

(VMO) vastus medialis oblique muscle and static restraints 

of the medial portion of the extensor retinaculum [33-35]. The 

mechanism of PFPS is complex and varies on individual to 

individual. Several predisposing factors anatomic anomalies 

(e.g. hypoplasia of the medial patellar facet, patella alta), 

malalignment (hip abnormality, Q angle, pes planus, or 

subtalar pronation, ankle dorsiflexion, genu varum, and 

forefoot varus), muscle dysfunction (e.g. weakness in 

quadriceps or improper firing pattern), hypermobility of 

patellar, due to poor quadriceps, hamstring or iliotibial band 

flexibility, previous surgery, tight lateral structures (i.e. 

iliotibial band or lateral retinaculum), training errors or 

overuse, trauma and appear to development PFPS via 

alterations (biomechanics of the lower extremity static or 

dynamic), patellar tracking, increased patellofemoral joint 

forces, or combinations of these biomechanical features 

neurophysiological sources of pain in patients with PFP 

Psychological factors [36-38]. Causes of the PFPS with or 

without instability are idiopathic, congenital abnormality, 

inflammatory, neoplastic, degenerative, tight structure, 

overuse, traumatic, soft tissue dysfunction [39]. 

 

Sign and symptoms 

The Patients with PFPS typically describe gradual onset, 

“achy,” but it can be sharp at times pain “behind,” 

“underneath,” or “around” the patella. Stiffness and pain 

both are the common symptoms on prolong siting with knee 

flexed referred as “theater sign” and pain also present with 

activities that load the patellofemoral joint, such as 

squatting, descending stairs, climbing or running. A 

“popping” or “catching” sensation may be described. 

Locking of the joint and swelling are not a symptoms it 

suggest other pathology of PFPS, although patients may 

report a sensation of stiffness, while knee is flexed [40]. 

Clinical methods of evaluation of PFPS are primarily based 

on symptom assessment, physical examination with 

functional tests, and then investigations like radiographs, 

arthroscopy, MRI etc. A primary goal of diagnosis is to 

match the patient's clinical presentation and determination 

of appropriate physical therapy management [39, 40]. The 

examiner in clinical evaluation of the presenting condition 

has to suspect that involvement of psychological, 

neurological factor, biomechanical dysfunction, 

compression issues, muscular dysfunction, overuse injury, 

trauma, soft tissue injury, malalignments syndrome, hip and 

foot disorder. Medical history is cornerstone of any 

examination and the knowledge about the mechanism of 

injury, symptoms’ onset, location, character or description, 

severity under different conditions, and any aggravating or 

alleviating factors will help with the diagnosis. To perfect 

diagnosis of PFPS, the examiner should need to proper 

clinical observation, examination includes inspection, 

palpation and special test of the normal and affected knee 

joint. The radiological examination consider the test for 

conformation of suspected information [41, 42].  

 

Management 
The management of PFPS is includes conservative, surgical 

and physiotherapy rehabilitation program depends on 

pathology and diagnosis of the PFPS. Reduction of load to 

Patellofemoral joint, cessation of specific strengthening 

exercises (squat, lunge) those produce repetitive injury 

should be avoided through the treatment. Application of the 

ice and other cold method may further reduce the symptoms 

but heat is generally not recommended [42]. Although 

commonly prescribed medicine are nonsteroidal anti-

inflammatory drugs (NSAIDs) for patients with PFPS but 

evidence supporting their effectiveness is very less [43, 44]. It 

have been treated by various variety of sleeves, braces and 

straps. Although bracing alone may provide some 

symptomatic relief, three prospective randomized studies 

found no significant benefit when bracing was used in 

addition to physical therapy [45, 46]. To treat PFPS with 

improving alignment and quadriceps function patellar taping 

has been suggested as a best method. Although the results of 

some randomized clinical trials studies have not been 

consistent found no improvement when patellar taping was 

used as a program of physical therapy [47, 48]. 

Several studies have shown physical therapy effective to 

treating the PFPS [49]. The rehabilitation program is focus to 

correct the patella maltraking either the abnormality of 

tightness of soft tissues structure or quadriceps weakness 

with proper flexibility or strengthening program respectively 
[49, 50]. Some studies found that foot orthosis is also helpful 

for PFPS in malalignments and lower injury athletes [51]. 

Surgery is rarely indicated in PFPS to correct the 

malalignment. The following procedure performed 

arthroscopically: resection of the medial plicae, debridement 

of chondral lesions, partial synovectomy, and lateral release 
[52]. 

Taping is a frequently used treatment method for athletes 

with PFPS [53, 54]. Two taping techniques commonly used for 

anterior knee pain in the clinical setting include McConnell 

Taping (MT) and Kinsio-taping (KT) [55]. McConnell taping 

is a taping technique designed by an Australian PT by the 

name of Jenny McConnell in 1984 [56]. Utilized two types of 

tape. It correct the abnormal tilt and position of the patella. 

Laterally tracking patella are assisted to shift medially. 

McConnell Taping decreases pain during physical activity, 

correct patella alignment, improve activation of VMO 

(Vastus Medialis Oblique) and allow earlier return to 

activity [55, 56]. The MT is structurally supportive and uses a 

tape that is rigid, highly adhesive, and can be worn for up to 

18 hours. It has been described in some studies to regulate 

the mediolateral pulling force of the patella, reduce anterior 

knee pain, improve joint alignment and facilitate the vastus 

medialis oblique (VMO) activity relative to vastus lateralis. 

These results indicates taping techniques biomechanical 

effects and neuromotor effects [57]. Although it has been 

reported to reduce pain and improve function in people with 

patellofemoral pain syndrome during activities of daily 

living [55]. 

Kinesio-tape (KT), created by Kenzo Kase in 1996, is thin, 

cotton, porous fabric with acrylic adhesive that is non-

mediated and latex-free. The method incorporates special 

tape product plus different techniques for various 

conditions. The elastic tape KT is unique in that it can 
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stretch to 130-140% of its static length; theoretically 

allowing full range of motion while the muscle is placed on 

gentle functional stretch during the application. It can be 

applied for 3-5 days [55].  

Systemic review and Meta-analysis has shown Kinesio 

taping increases muscle flexibility, improves motor 

function, moderate effect on muscle activity and a small 

effect on pain reduction [53, 58]. It gathers fascia to align 

tissue in the desired position, activation of the circulation 

(blood / lymph) by lifting the skin over areas of 

inflammation, pain and edema, deactivation of the pain 

system by stimulating cutaneous mechano receptors, 

supporting the function of the joints by stimulating 

proprioceptors, connecting the direction of movement and 

increasing stability and segmental influences [59]. 

Hop test (Single leg Triple Jump)- Hop function test is 

consists of single leg triple jump test, single leg 6m timed 

hop, triple hop for distance, cross over hop for distance. It is 

a valid and reliable tool [60] commonly used clinically as a 

functional test to determine an individual’s readiness to 

return to play after injury, illness or postoperative knee 

patients [61, 62] It require minimal equipment, time and allow 

one to use the contra lateral limb as a references for 

comparison in sport rehabilitation to predict the lower 

extremity functional performance strength, power, balance 

and coordination of the injured athletes [62-64]. In healthy 

populations, functional tests can be used to detect abnormal 

limb symmetry or weakness [65]. In this test standard cloth 

tape measure to the ground, perpendicular to a starting line 

participants stand on the designated testing leg, with the 

great toe on the starting line then perform three consecutive 

hops forward on the same limb with arm swing allow. Then 

measure the distance hop from the starting line to the point 

where the heel struck the ground upon completing the third 

hop. The athlete’s should be warm properly and athlete’s 

practice for three trial before the hop test. If the athlete’s 

unable to complete a triple hop without losing balance and 

contacting the ground with the opposite leg the trial is 

repeats. After third trial maximum distance measure in 

centimeter and used for analysis [66].  

VAS scale (Visual analog scale )-It is more reliable, valid, 

responsive and commonly used to measure intensity of pain 

in clinical practice compare to other score numerical rating 

scale, verbal rating scale [67]. It includes a bidirectional 10 

cm straight line with two labels, that is, “no pain” and 

“worst possible pain”, located at either end of the line. 

According to patients vertical mark on the line indicating 

decides the intensity of the pain [68].  

Although taping techniques are used in clinical practice, 

there is limited scientific evidence evaluating the 

effectiveness of the KT and MT in pain and hop function 

activity in patellofemoral pain syndrome subjects. Therefore 

the purpose of this study is compare the Immediate effect of 

patellar Kinesio taping versus McConnell taping on pain and 

hop function activity in subject with patellofemoral pain 

syndrome. 

 

Methods 
A pre and post comparative study of 40 subjects (both male 

and female) using convenient sampling and allocation with 

chit method was done. Subjects which were suffered from 

patella femoral pain syndrome aged between 16-30 years 

included according to inclusion and exclusion criteria. The 

intervention both Kinesio taping and McConnell taping 

were implemented once. Pain status was checked with VAS 

score in subjects before and immediately after intervention 

at rest and along with three functional activity (step up, 

squatting, step down), associated with PFPS and functional 

performance measured with Hop test (single leg triple jump 

test). The inclusion criteria for this study were both male 

and female suffered from patellofemoral pain syndrome age 

between 16-30 years and BMI<30, who those willing to 

participate in this study, anterior knee pain in one or both 

knees lasting past greater than 4 weeks, additional inclusion 

requirement included 2 or more of the following pain 

complaints; (Ascending/Descending stairs, squatting, sitting 

with knee bent greater than 15 minute, running, jumping or 

hopping), [69] subjects not undergone any other form of 

physical therapy or on analgesics in past 2 weeks [55]. and 

exclusion criteria for this study who were previous patellar 

subluxation or dislocation, patellar fracture, knee surgery 

within the past 2 years, systemic disease, adhesive allergies, 

diagnosed soft tissue disorder, pregnancy, neurological 

impairment that impede physical activity, patellar tendonitis. 

Epiphyseal stress syndrome of knee, internal derangement 

or ligamentous injury of knee and any infection. 

 

Outcome Measures 

VAS-Visual analog scale (universal pain rating scale, 10 

point) used to measure pain because of its sensitivity and 

specificity [67, 68].  

Hop function test (Single leg triple jump test)-It is a reliable 

tool commonly used in sport rehabilitation to measure the 

performance of the athlete’s [60]. As the study includes 

human subjects ethical clearance is received from 

Institutional Ethical Committee of K.T.G. College of 

physiotherapy and K.T.G. Hospital Bangalore. As per the 

ethical guidelines for Bio-medical research on human 

subjects, 2000 ICMR, New Delhi.  
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Fig 1: Flow chart representing the procedure of selection of patients 

 

Results  

Data was analyzed by Paired and Unpaired t test. Pearson 

Chi-Square test, Wilcoxon signed rank test, Mann Whitney 

U test. All statistical analysis was done with utilizing SPSS-

18.20 software, excel sheet and p<0.05 is considered as 

level of significance. VAS during rest: The mean difference 

in KT-group and MT-group after intervention was 4.81±0.9 

4.79±1.161 respectively. VAS After step up: The mean 

difference in KT-group and MT-group after intervention 

was 4.88±0.84 and 4.82±1.109 respectively. VAS After step 

down: The mean difference in KT-group and MT-group 

after intervention was 4.11±0.69 and 5.19±1.147 

respectively. VAS After squatting: The mean difference in 

KT-group and MT-group after intervention was 6.31±0.89 

and 5.91±0.924 respectively. Hop Test: The mean difference 

in KT-group and MT-group after intervention was 

1.96±18.9 and 1.88±24.05 respectively. 

 

Table 1: Mean difference comparison of VAS score during rest, after step up, after step down, squatting and hop test (single leg triple jump 

test) in both groups. 
 

Outcome Measure Groups Pre Post MD (Mean Difference) Z value and p-value t-value 

VAS During Rest 
KT Group 4.81±0.9 3.81±0.83 4.81±0.9 -3.938 P <0.000 22.049 

MT Group 4.79±1.161 3.82±1.19 4.79±1.161 -3.938 P <0.000 18.524 

VAS After step up 
KT Group 4.88±0.84 3.79±0.82 4.88±0.84 -3.938 P <0.000 15.759 

MT Group 4.82±1.109 3.60±1.29 4.82±1.109 -3.938 P <0.000 5.635 

VAS After step 

down 

KT Group 4.11±0.69 3.78±0.80 4.11±0.69 -3.938 P <0.000 4.173 

MT Group 5.19±1.147 3.91±1.21 5.19±1.147 -3.938 P <0.000 14.308 

VAS After 

Squatting 

KT Group 6.215±0.89 4.430±0.668 6.31±0.89 -3.938 P <0.000 10.615 

MT Group 5.91±.924 4.31±1.18 5.91±.924 -3.938 P <0.000 12.691 

Hop test (SLTJ) 
KT Group 1.95±18.88 2.11±15.27 1.96±18.9 -3.938 P <0.000 -8.501 

MT Group 1.879±24.05 2.092±22.035 1.88±24.05 -3.938 P <0.000 -14.547 

 

 
 

Graph 1: Mean difference comparison of VAS score between the groups. 
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Graph 1: Mean difference comparison of hop test (SLTJ test) between the groups. 

 

Discussion 

The results of this study indicates that, there was no 

statistically significant difference between KT group and 

MT group after intervention to reducing pain and increasing 

hop function activity in patellofemoral pain syndrome 

(PFPS). However there was a significant difference to 

reduce the pain within the group. VAS during rest: Values 

in KT-group mean difference after intervention was 

4.81±0.9 and MT-group mean difference after intervention 

was 4.79±1.161. VAS After step up: Values in KT-group 

mean difference after intervention was 4.88±0.84 and MT-

group mean difference after intervention was 4.82±1.109. 

VAS After step down: Values in KT-group mean difference 

after intervention was 4.11±0.69 and MT-group mean 

difference after intervention was 5.19±1.147. VAS After 

squatting: Values in KT-group mean difference after 

intervention was 6.31±0.89 and MT-group mean difference 

after intervention was 5.91±0.924. Hop test (SLTJ test): 

Values in KT-group mean difference after intervention was 

1.952±18.9 and MT-group mean difference after 

intervention was 1.879±24.05. Marc Campolo et al. 

compared the effects of KT and McConnell taping in 

squatting, stair ascent, descent and found that both may be 

effective in reducing pain during stair climbing activities. A 

study have been found that decreased pain from pre-

treatment measures during most functional activities for 

both KT and placebo effect, which showed useful in 

reducing knee pain. Lee. et al., found the KT application in 

physically active PFPS patients useful in decreasing pain 

and increasing knee extensor strength and endurance in the 

short term during the execution of functional performance 

tasks [55, 70]. 

In kinesio taping group, the immediate effects of KT tape 

can be due to needed mechanical support to the medial 

ligaments of the patellofemoral joint. It lifts the skin and 

increase the space between the skin and muscle, due to 

reduce the pressure under KT strip promotes circulation and 

lymphatic drainage. 

As a result, it reduces pain, swelling and muscle spasm. It 

also reduces pain through neurological suppression. Pain 

modulation via the gate control is one of the proposed 

theories as it stimulates neuromuscular pathways via 

increased afferent feedback. It provides immediate 

sensorimotor feedback, and patients often report symptom 

relief, improved comfort level or stability of the involved 

joint. Thus, It has been theorized to be an effective treatment 

to restore muscle function and decrease pain in PFPS 

subjects [70]. 

Although our study does not provide information about the 

mechanism of action or change, it does suggest that patellar 

KT technique can significantly reducing pain in VAS during 

rest, step up, step down, squatting and increase hop function 

activity (single leg triple jump test) in subjects with patella 

femoral pain syndrome. 

MT group showed that there was statistically significant 

negative percentage of changes were found in VAS score 

during rest, step up, step down, squatting and positive 

percent of changes in hop test (single leg triple jump test) 

respectively. There is a clinical significant effect with large 

effect size in squatting and medium effect size in VAS in 

rest, step up, step down, and hop test. 

Immediate post VAS scores improvement in VAS score and 

hop test can be due to medial glide technique that is 

proposed to have three effects: patellar glide, patellar tilt, 

and patellar rotation. In PFPS patients, the femur tends to 

adduct relative to a stable patella during movement. 

Inferiorly shifting the patella within the femoral groove 

decreases the patellofemoral contact area which decreases 

contact stress at the patellofemoral joint by spreading out 

the load over a wider area. Therefore, similar improvements 

from McConnell taping that obtained in the present study, 

also relates to finding of previous studies [70]. 

Bockrath et al. stated that patellar tape may elicit neural 

inhibition by facilitating large afferent fiber input. 

Herrington proposed that patellar taping may lead to altered 

large fiber afferent input to the dorsal horn, decreasing the 

perceived pain that may be contributing to quadriceps 

inhibition. Additionally, cutaneous stimulation from the 

patellar tape may change the order and timing of motor unit 

recruitment. The earlier activation of the VMO allows for a 

http://www.allresearchjournal.com/


 

~ 97 ~ 

International Journal of Applied Research  http://www.allresearchjournal.com  
 

more optimal positioning of the patella into the trochlea 

which may help to improve the timing of force distribution 

and decrease the pressure placed on a particular portion of 

the articular cartilage [70, 71]. 

This study found that the groups showing no significant 

difference between the groups. One reason for no significant 

difference in patellar kinesio taping and patellar McConnell 

taping was both give support to knee joint. KT tape can give 

due to needed mechanical support to the medial ligaments of 

the patellofemoral joint. The tape lifts the skin and increases 

the spaces between the skin and muscle, hence reducing the 

pressure under KT strip and promoting circulation and 

lymphatic drainage. As a result, it reduces pain, swelling 

and muscle spasm. And McConnell taping immediate post 

VAS scores improvement can be due to medial glide 

technique that is proposed to have three effects: patellar 

glide, patellar tilt, and patellar rotation. In PFPS patients, the 

femur tends to adduct relative to a stable patella during 

movement. Inferiorly shifting the patella within the femoral 

groove decreases the patellofemoral contact area which 

decreases contact stress at the patellofemoral joint by 

spreading out the load over a wider area [16, 70]. 

Hence based on the analysis and findings, the present study 

found that patellar Kinesio taping technique and patellar 

McConnell taping technique found statistically no 

significant difference on pain VAS during rest, step up, step 

down, squatting and hop function (single leg triple jump 

test) in subject on patella femoral pain syndrome (PFPF). 

Therefore the study accepts null hypothesis. 

 

Limitations of the study 

 Subjects with 16-30 years of age were considered for 

study thus results cannot be generalized to all age 

group. 

 No follow-up was done after one week of intervention 

that would have helped to find the maintenance of the 

improved outcome measures. 

 It is difficult to determine the long term effect of 

kinesio taping and McConnell taping because only the 

immediate effects were observed. 

 This study not shown mechanics of action or action of 

patella kinesio taping and McConnell taping technique 

perfectly. 

 

Recommendation for future research 

 Further study is recommended to find long term effects 

of patellar Kinesio taping versus McConnell taping on 

pain and hop function activity on subjects with 

patellofemoral pain syndrome.  

 Further study on other techniques needed to find the 

effect for individual with patello femoral pain 

syndrome. 

 Further study on long term effect of both techniques in 

individual with patella femoral pain syndrome. 

 A larger sample size should be used to see the actual 

effects of taping on PFPS. Effects of these techniques 

are need to be find out using objective and functional 

outcome measures. 

 Further study should needed measuring effect on other 

outcome measurements. 

 

Conclusion 

The present study concludes that both kinesio taping and 

McConnell taping techniques are effective on reducing pain 

in functional activity during rest, step up, step down 

squatting and also improving hop function activity in 

patellofemoral pain syndrome. 
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