
 

 

Tendinopathy assessment crib sheet 

 

Key Features of Tendinopathy 

● Localised: Tendon pain is localised and does not spread, regardless of the duration of symptoms, 

however gluteal tendinopathy maybe more widespread. Clients can often use two fingers to either point 

to or pinch the location of the pain.  

● 24hr response: Morning pain and stiffness. It is common for this to last up to 30 minutes and is 

dependent on the previous day’s activity. 

● MOI: Tendon pain is aggravated by high tendon loads, especially energy storage loads.  

● Proportional load pain relationship – Tendon pain occurs instantly with loading and usually ceases 

immediately when load is removed. Pain is rarely experienced at rest.  

● ‘Warm up’ phenomenon: Pain may improve with repeated loading, however there is often increased 

pain the day after energy storage activities. 

 

Patella Tendinopathy 

Diagnostic tests: 

● Palpation- client supine and the knee extended. Palpate gently at the attachment site of the patella 

tendon, over the inferior pole of the patella, along its whole length from proximal to distal.  

 

● London Hospital test: Once local tenderness had been elicited with the tendon palpated in a relaxed 

position with the knee extended. The tender portion of the tendon is then palpated again with the knee 

flexed to 90 degrees. The test is considered positive if the pain was markedly reduced or absent in knee 

flexion. If Greater pain is noted when the knee is in 90 degrees flexion and the tendon is stretched, then 

the likely source of symptoms maybe peritendon or fat pad. 

 

● Hoffa’s test – Highly innervated and inter capsular. Not localised to the inferior pole, but is more diffuse 

over the anterior knee and is more notably felt with EOR extension of the knee. palpation either side of 

the patella tendon with the knee in full extension should be painful. Pain is then reduced when the knee 

is palpated in between 30-60 deg knee flexion 

 

 



Load Tolerance Test: Single leg decline squat 

● Angles between 15 °-30° maximally load the patella tendon 

● Knee flexion angle > 60 ° should be avoided because they maximally load the PFJ 

● If higher tendon load is required, then add an external weight. 

● ? Metronome 60BPM 

 

Load tolerance progressions 

1. DL decline squat (< 60 ° knee flexion angle) 

2. SL decline squat (< 60 ° knee flexion angle) +/- external load 

3. DL vertical jump 

4. SL vertical hop 

5. Maximal forward hop 

 

Achilles Tendinopathy 

Diagnostic tests 

● Palpation: Palpate gently the whole length of the Achilles tendon from proximal to distal, gently 

squeezing the tenon between the thumb and index finger. Pain localised 2-6cm above the calcaneus. 

 

● Arc sign: The clinician placed his thumb and index finger on the either tender or swollen Achilles tendon. 

Subjects were asked to dorsiflex and plantar flex the ankle. The tender area should glide away from the 

clinician's fingers. If the tender area remains then again, the likelihood is that the source of the pain is 

peri tendon. 52% sens & 83% spec. 

 

● Royal London test: Once local tenderness had been elicited when the tendon is palpated in a relaxed 

position with the ankle in neutral. The tender portion of the tendon was then palpated again with the 

ankle in full dorsiflexion. The test is considered positive if the pain was markedly reduced or absent in 

ankle dorsiflexion. 54% sens & 91% spec. If Greater pain is noted when the ankle is in dorsiflexion and 

the tendon is stretched, then the likely source of symptoms maybe peritendon. 

 

Differential Diagnosis 

Peritendon – Pain felt either medial or lateral to the Achilles tendon. There may also be increased crepitus felt on 

palpation when moving the tendon through plantar flexion to dorsiflexion. We can differentially diagnose peri 

tendon pain with the Arc sign 

 



Plantaris tendinopathy: is often seen in younger clients with sudden onset activities that load the tendon into 

dorsiflexion such as running where the tendon is compressed. Clients either develop a tendinopathic presentation 

due to either compression of the plantaris to the medial side of the Achilles tendon or friction between both 

tendons as they glide next to each other. Rear foot eversion, linked with a pronated foot posture can increase the 

compression through the plantaris tendon 

 

Plantaris tendon Usually has a similar warm up effect similar to Achilles tendinopathy. The location of pain is also 

more medial and higher than mid portion Achilles tendinopathy. Usually approx. 6-8cm above the insertion of the 

Achilles tendon in line with the MT junction 

 

Sural nerve: This descends from the common peroneal and lateral sural cutaneous nerve. It descends behind the 

lateral malleoli next to the achilles tendon. Clients may report diffuse aching over the lateral aspect of the Achilles 

tendon. This may be reproduced with neural dynamic testing by dorsiflexing and inverting the foot during a SLR 

test 

 

 

Load Tolerance Test: Heel rise test. 

Use an incline of 10% and a Metronome 60 BPM which is approximately 30 heel rises per minute. 

Encourage you client to continue performing a heel raises until exhaustion. Stop the test if you client can:  

1. no longer lift the stance heel from the incline or repeat a complete heel-rise cycle; 

2. no longer maintain the set pace, knee angle or trunk position;  

3. needed to rely on fingertip support for balance and used the wall to assist performance. 

 

1. DL heel rise (0° KF and/or 45° KF) 

2. SL heel raise (0° KF and/or 45° KF)- add external load 

3. DL vertical jump 

4. SL vertical hop 

5. Max forward hop 

 

 

 

 

 

 

 

 



Proximal Hamstring Tendinopathy 

Diagnostic tests 

● Palpation: The hamstring muscles have a common origin on the lateral aspect of the ischial tuberosity. 

The Semitendinosus and long head of biceps femoris share a conjoined tendon both originated from the 

lateral aspect of the ischial tuberosity.   

● Modified bent knee stretch test: The client lying supine with the legs fully extended; the examiner grasps 

the symptomatic leg behind the heel with one hand and at the knee with the other hand, maximally 

flexes the hip and knee, and then rapidly straightens the knee which is shown in the above pictures 

 

● Active hamstring test @ 30° knee flex - 73% sens & 97% spec. 

● Active hamstring test @ 90° knee flex - 84% sens & 97% spec 

The client should be seated with their hip in 90 degrees hip flexion. The examiner palpated the semimembranosus 

and conjoint tendon lateral to the ischium. The hand position allowed the examiner to palpate the pain locations 

while performing the test. A positive test is when the client is when the client reports pain lateral to the ischium 

and/ or weakness.  

 

Load Tolerance Test: Heel rise test. 

● SL bent knee bridge – low load 

● SL long lever bridge – moderate load 

● SL arabesque – moderate load 

● SL loaded RDL – high load 

● Add speed and then external weight 

 

 

 


