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Iliotibial Band Syndrome (ITBS) is one of the most prevalent overuse injuries in sport. It affects the lateral aspect of the knee, particularly among runners and athletes involved in repetitive lower limb activities. The condition arises due to friction between the iliotibial band and the lateral femoral epicondyle, often exacerbated by biomechanical imbalances, training errors, or muscular weaknesses (Marais et al. 2024). 
ITBS not only impacts athletic performance but can also hinder daily function if left untreated. Accurate diagnosis is essential, as ITBS shares symptoms with several other pathologies such as patellofemoral syndrome, and Greater trochanteric pain syndrome (Lavine, 2010) making differential diagnosis a critical skill for sports therapists.
This essay explores the common, less common, and not-to-be-missed presentations of ITBS through subjective and objective signposts and evaluates the importance of appropriate referral and imaging within evidence-based practice. It also highlights the role of clinical reasoning in identifying associated conditions and ensuring safe, effective management.
Unlike acute injuries resulting from a single traumatic event, ITBS develops gradually due to repetitive knee flexion and extension, which places frictional and compressive stress on the iliotibial band and the adjacent lateral femoral epicondyle. This continual microtrauma can lead to inflammation, irritation, and pain in the surrounding soft tissue structures, often impairing athletic performance and daily function (Worp et al. 2012). 
Risk factors such as biomechanical abnormalities, training errors, and muscular imbalances can further exacerbate the condition, making early recognition and management critical to prevent chronic symptoms and secondary injuries. Epidemiological studies indicate that approximately one fifth of all lower limb running injuries can be attributed to ITBS (Beals and Flanigan, 2013).
ITBS occurs due to repetitive compression of the iliotibial band against the lateral femoral condyle during activities involving frequent knee flexion and extension, such as running or cycling. This compression irritates the underlying fat pad and surrounding tissues, leading to inflammation and pain on the outside of the knee. The injury is typically caused by overuse, biomechanical imbalances like weak hip muscles or poor foot alignment, and training errors such as sudden increases in activity intensity or volume (Grzelak, 2024).
The initial pain is typically described as sharp, burning, or aching localised over the lateral femoral epicondyle approximately 2-3cm above the lateral joint line of the knee. It may start as a dull discomfort and intensify with continued activity. Grzelak (2024) adds there is a gradual onset and pain intensifies with continued knee flexion, particularly when running downhill. Less commonly, pain may be felt along the lateral thigh or into Gerdy’s tubercle. A not-to-be-missed presentation would include deep joint line pain, locking or giving way, features more consistent with meniscal injuries rather than ITBS (Pegrum et al. 2019).
Aggravating factors include running, cycling with high cadence, prolonged sitting and repeated knee flexion and extension. The typical pain point is around 30° knee flexion during stance phase (as indicated by a positive Renne test). Easing factors may include rest, ice, and Non-Steroidal Anti-inflammatory drugs (NSAIDs) (Fredericson and Wolf, 2005). 
In the early stages, pain may only occur during activity and resolves with rest. As the condition advances, the athlete may experience pain post-activity, with possible ache at rest and occasional sleep disturbance if the athlete lies on the affected side or experiences inflammatory flare. Sleep disturbance is not typical of uncomplicated ITBS; significant night pain, systemic symptoms (e.g. fever, weight loss) would be indications of alternative pathology (Beals and Flanigan, 2013).
Nguyen et al. (2023) identify a significant gap in the literature concerning conservative management approaches for ITBS. To enhance evidence-based practice and advance clinical understanding, rigorous, high-quality research is essential to determine and establish the most effective conservative interventions for ITBS. Furthermore, several meta-analyses, including a recent narrative review by Opara and Kozinc (2023), have highlighted the inconclusive evidence regarding the effectiveness of stretching. While their review suggested that iliotibial band stretching may contribute to pain reduction, the included studies were unable to isolate the effects of stretching from those of concurrent strength training, making it unclear which intervention was primarily responsible for the observed improvements. Foam rolling has also been proposed as a potential method for alleviating ITB related pain; however, its underlying rationale remains questionable. Given that foam rolling applies compressive forces and ITBS is widely regarded as a compressive syndrome (Friede et al. 2022), there is limited biological or mechanical justification for how this technique would effectively reduce pain (Hutchinson et al. 2022). Consequently, perceived improvements in range of movement following interventions such as foam rolling are likely attributed to neural adaptations and increased tolerance rather than structural lengthening (Geisler, 2020).
Accurate diagnosis of ITBS relies on identifying objective clinical indicators through physical examination and patient history. One of the most consistent findings is localised tenderness over the lateral femoral epicondyle, typically 2–3 cm above the knee joint line, which is often accompanied by pain during palpation (Fairclough et al., 2007). This tenderness is frequently exacerbated during activities involving repetitive knee flexion and extension, such as running or cycling, and is considered a hallmark feature of ITBS. Symptoms commonly occur at approximately 30° of knee flexion, referred to as the ‘impingement zone’, where friction or compression between the iliotibial band and underlying structures is greatest (Lavine, 2010). This biomechanical relationship explains why ITBS is prevalent among endurance athletes and individuals engaging in repetitive lower-limb movements.
Special tests are widely employed to confirm diagnosis. Noble’s Compression Test, which elicits pain when pressure is applied to the lateral femoral epicondyle during knee extension from 30° flexion, is considered a reliable indicator of ITBS (Orchard et al., 1996). Similarly, Ober’s Test assesses iliotibial band tightness by evaluating hip adduction in a side-laying position. Restricted movement suggests increased tension within the band (Orchard et al., 1996). In addition to these tests, patients typically report sharp or burning lateral knee pain during repetitive activities, which subsides with rest. While intra-articular signs such as joint effusion, locking, or instability is absent. This absence of intra-articular involvement helps differentiate ITBS from other knee pathologies, including meniscal tears and ligament injuries (Lavine, 2010).
Lavine (2010) further notes whilst these objective markers provide clinicians with reliable diagnostic criteria, the accuracy can be influenced by overlapping symptoms with other lateral knee conditions, such as lateral meniscus tear or patellofemoral pain syndrome. Consequently, standardised assessment protocols and further research into diagnostic reliability are necessary to improve clinical precision. Imaging modalities, such as ultrasound and MRI, may assist in ruling out alternative diagnoses, but they are generally reserved for cases where clinical findings are inconclusive (Fairclough et al., 2007). Overall, a combination of physical examination, activity history, and targeted provocative tests remains the cornerstone of ITBS diagnosis, forming the basis for subsequent management strategies.
Several manual muscle tests are commonly used to assess muscular imbalances associated with iliotibial band syndrome (ITBS). The Hip Abductor Strength Test evaluates the strength of the gluteus medius and minimus, which are critical for pelvic stability during gait. This test is performed with the patient in a side-laying position while the clinician applies resistance to the lateral thigh as the patient abducts the hip. Weakness in these muscles is strongly linked to ITBS due to increased hip adduction and internal rotation during running (Noehren et al., 2014). Similarly, the Hip External Rotator Strength Test assesses the strength of muscles controlling transverse plane motion, including the gluteus maximus. In this test, the patient sits with knees flexed at 90°, and the clinician applies resistance against external rotation. Reduced strength in these muscles has been observed in ITBS patients, contributing to altered lower limb kinematics (Noehren et al., 2014). The Tensor Fasciae Latae (TFL) Activation Test evaluates the involvement of the TFL, as overactivity can increase tension in the iliotibial band. This is assessed by having the patient perform hip flexion, abduction, and internal rotation against resistance, with excessive activation relative to the gluteus medius considered a risk factor for ITBS (Fredericson et al., 2000). Finally, the Trendelenburg Test is a functional assessment of dynamic hip abductor strength during single-leg stance. A pelvic drop on the contralateral side indicates gluteus medius weakness, which is commonly observed in runners with ITBS and can lead to increased lateral knee stress (Fredericson et al., 2000). 
Imaging modalities such as magnetic resonance imaging (MRI) and ultrasound are not routinely required for diagnosing ITBS, as the condition is primarily identified through clinical assessment. However, they can provide valuable information and assist in ruling out differential diagnoses. MRI findings typically include a hyperintense signal on T2-weighted images, indicating oedema or inflammation adjacent to the lateral femoral epicondyle, along with thickening of the distal iliotibial band and soft tissue swelling between the band and the lateral femoral condyle (Lavine, 2010). In some cases, fluid accumulation within the bursa underlying the iliotibial band may also be observed, particularly in severe or chronic presentations (Fairclough et al., 2007). Ultrasound imaging offers a dynamic and cost-effective alternative, revealing hypoechoic regions consistent with fluid deep to the IT band and demonstrating band movement over the lateral femoral condyle during knee flexion and extension (Bianchi and Martinoli, 2007). These imaging features, while supportive, are nonspecific and should be interpreted alongside clinical findings. Their primary role lies in excluding other pathologies such as lateral meniscus tears or osteochondral lesions, thereby enhancing diagnostic confidence in complex cases.
ITBS is the most frequent cause of lateral knee pain in runners and cyclists, yet its clinical presentation often overlaps with other musculoskeletal disorders, leading to diagnostic challenges. Common differential diagnoses include lateral meniscus tears, lateral collateral ligament (LCL) injuries, and patellofemoral pain syndrome (PFPS), all of which can present with lateral or peri-patellar pain but differ in associated features such as joint effusion, locking, or instability, symptoms typically absent in ITBS (Orchard et al., 1996). Additionally, greater trochanteric pain syndrome (GTPS) may mimic ITBS when pain radiates along the lateral thigh, although GTPS is characterised by tenderness over the hip rather than the lateral femoral epicondyle (Geisler, 2020). Other conditions occasionally linked with ITBS include bursitis, cyst formation, and early osteoarthritis, which can alter knee biomechanics and increase iliotibial band tension (Bonoan et al., 2024). Failure to distinguish ITBS from these conditions can result in inappropriate interventions and prolonged symptoms, highlighting the need for standardised diagnostic protocols and clinician education (Sanchez-Alvarado et al., 2024).
When assessing lateral knee pain, including suspected ITBS, clinicians must identify red flags that indicate serious pathology requiring urgent referral. These include acute trauma with inability to bear weight, gross instability, and large effusion, which may suggest fracture, ligament rupture, or dislocation (Kim, 2019). Signs of joint infection, such as fever, erythema, warmth, and severe pain with restricted range of movement, warrant immediate investigation for septic arthritis (Bunt et al., 2018). Other red flags include unexplained weight loss, night pain, and persistent pain unresponsive to conservative care, which may indicate malignancy or systemic disease (Storari et al., 2025). Neurovascular compromise following trauma, evidenced by absent distal pulses or sensory changes, is another emergency indicator (Kim, 2019).
In addition to musculoskeletal causes, several non-MSK conditions can mimic ITBS. Deep vein thrombosis (DVT) should be considered in patients presenting with calf swelling, tenderness, and risk factors such as recent immobilisation or surgery, as misdiagnosis can lead to life-threatening complications (Kim, 2019). Systemic inflammatory conditions, including rheumatoid arthritis and spondyloarthropathies, can cause diffuse knee pain accompanied by morning stiffness and fatigue (Bunt et al., 2018). These considerations underscore the importance of a comprehensive history, systems review, and appropriate diagnostic testing to avoid misdiagnosis and ensure timely management.
Referrals play a critical role in ensuring accurate diagnosis and appropriate management of ITBS. Clients should be referred when there are any red flags, symptoms persist or there is diagnostic uncertainty. To refer a client appropriately, clinicians should provide clear documentation of clinical findings, previous interventions, and treatment responses, specify the reason for referral - such as imaging for diagnostic clarification or surgical evaluation for ITBS. Communicate urgency when red flags or systemic signs are present and follow pathways within the healthcare system to ensure continuity of care and effectiveness.
In summary, iliotibial band syndrome is a common yet complex overuse injury that demands careful clinical reasoning to differentiate it from other lateral knee pathologies. Through a combination of thorough subjective assessment, targeted objective testing, and awareness of red flags, clinicians can accurately identify ITBS and recognise when alternative diagnosis or urgent referral pathways are required. Although imaging is rarely needed, its use can support diagnostic clarity in some cases. Current evidence highlights the need for more robust research into conservative management, particularly regarding the effectiveness of stretching and manual interventions. Ultimately, effective management of ITBS relies on a holistic, evidence-based approach that integrates biomechanical assessment, patient education, and appropriate referral to ensure safe, timely, and optimal outcomes for individuals affected by this condition.
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