
 

 

 

 

Osgood-Schlatter disease is common in active adolescents. Repeated traction of the 

quadriceps muscles on the tibial tuberosity and abnormal quadriceps tightness can lead to 

repetitive microtrauma or a traction apophysitis of the proximal tibial tuberosity (1)(2). This 

may lead to an enlargement of the tibial tubercle with repetitive stress on the bone. Onset 

may be caused by the relative imbalance of strengthening quadriceps muscles compared with 

the growing bone (3). The disease is associated with growth spurts and can occur bilaterally 

in approximately 30% of cases (1). Local pain, tenderness, and swelling around the tibial 

tuberosity and the site of patellar tendon insertion are the main symptoms that a patient 

presents with (2). Knee pain generally stops at the end of the growth. 

 

Conservative treatment involves stretching exercises to relieve muscle tightness and training 

to reduce the load on the dominant leg (2). Baltaci et al (2004) devised a rehabilitation 

program post avulsion fracture of the tibial tuberosity for a young athlete with a history of 

Osgood Shlatters Disease (5). Primary goal of the first week was to reduce pain and muscle 

re-education with RICE, sub-maximal quadriceps and hamstring isometrics and scar tissue 

mobilisation. Week 2- 4 involved restoring normal gait pattern, knee ROM and increasing 

knee strength. Restoring co-ordination, increasing CV fitness and knee strength were the aim 

of exercises during week 5-8 with a gradual return to sport in weeks 9-12 (4). 

 

Treatment of Osgood Shlatters without an avulsion fracture is similar and most patients react 

well to conservative treatment consisting of rest from painful activities, icing, and NSAIDs as 

needed for pain (5). Due to the potential complications such as subcutaneous atrophy, 

corticosteroid injections of the tibial tubercle are not recommended (5). On return to sport, or 

normal activity levels, patients may find that the use of infrapatellar strapping  provides some 

relief from symptoms (5). 

 

Long term, a patient may have some residual pain with activities such as with kneeling or 

they may have a residual bony deformity (5). It has also been shown that men in their early 

twenties who have a history of Osgood Schlatters Diease experience higher levels of 

disability in ADLs and sports related activity compared to a control group (6). 
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