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Hi Adele,
Just a quickie re: ITB stretch 
in the April/May issue p56: I 
don’t think that in all my years 
as a physio, I’ve seen anyone 
who thinks they have benefited 
from the stretch in standing 
as the author demonstrated. 
All stretching of the TFL/ITB 
must be in non-weightbearing 
positions. I have attached an 
explanation and two stretching 
options for you…
Tanya Bell-Jenje

Thanks for this Tanya! After 
enduring knee pain, eased by 
frequent repetitions of a terribly 
painful ITB stretch on a foam 
roll, I thought this one might 
be too good to be true! The 
best possible result is obviously 
to have a professional tell the 
professional who wrote the 
story (and the rest of us) why 
this approach is no good, and 
what would be more effective.
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‘ITBS’ or Iliotibial Band Syndrome is described as a severe sharp 
or stabbing pain on the outside of the knee; worst at about 30 
degrees of knee flexion. 

It was first thought that ITB syndrome was aggravated in 
sportsmen by the flexion and extension of the knee during downhill 
running, or in cycling, especially when the saddle was too high. 
It was proposed that this repetitive bending of the knee caused 
excessive friction between the iliotibial tract and the lateral femoral 
epicondyle on the outside of the knee, inflaming the tract. Cycling 
is very repetitive; during 1 hour of cycling, a rider may average up 
to 7,200 pedal revolutions. The smallest amount of misalignment, 
whether anatomic or equipment related, can lead to dysfunction, 
impaired performance, and pain.

More recent information, challenging and expanding these views, 
has come to light regarding the causes of ITB syndrome.

The Anatomy
The Tensor Fascia Lata (TFL) is a fascial sheath on the outside 
thigh. It gathers most of the Gluteus Maximus muscle at its origin 
and terminates at the knee on the lateral (outside) aspect. It flexes, 
abducts and medially rotates the hip, assisting the very important 
pelvic stability muscles of Gluteus Medius and Maximus. A weakness 
or imbalance in these muscles can overload the TFL/ITB leading to 
pain and dysfunction.

The Biomechanics
Biomechanical causes of ITB, have been found to be not friction 
over the Iliotibial band during knee flexion & extension, but the 
combination of two biomechanical faults at the hip. Hip adduction, 
causes tensile loading, and peak knee internal rotation causes torsional 
loading at the knee. Due to its insertion on the tibia, increased knee 
rotation escalates torsional loads to tissues of the knee joint, including 
the ITB (Fairclough et al, 2006, Ferber et al, 2010).

In runners we will see this dysfunction when the knee falls inwards 
to the foot when running, causing the hip to adduct & medially 
rotate. This biomechanical fault results in ITBS in some, or groin 
pain, or anterior knee pain, or foot injuries in others.

The same biomechanical fault is also a common source of ITBS, 
pain and dysfunction in cyclists. Here the sustained adducted and 
internally rotated position of the leg (femur and tibia), due to the 
cleated in position of the foot being more narrow than the hips, 
encourages tightness of this fascial band, causing it to compress 
against the lateral femoral condyle. Incorrect cleat position can also 
force the tibia to rotate inwards, resulting in weakness of the Gluteal 
muscles so essential to power and explosiveness when standing on 
the bike. The fascial tightness not only causes ITBS, but as the fascia 
pulls the patella, or kneecap, laterally the cyclist can present with 
patella-femoral pain syndrome (PFPS) – pain below or underneath 
the knee cap.

The Iliotibial Band Syndrome Debate:
What it is and how to fix it
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Cycling is very repetitive… 
the smallest amount of misalignment, 
whether anatomic or equipment related, 
can lead to dysfunction, impaired 
performance, and pain
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Strengthening of the hip abductors has been shown in studies 
to reduce symptoms of ITB and improve the hip biomechanics 
(Fredericcson, 2000). The ‘Figure 4’ stretch has been found to be one 
of the most effective exercises to strengthen the Hip Abductors and 
Lateral rotators.
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Aim for approximately 60 reps each side. Break the reps down to as 
many sets as needed (e.g. 10 sets of 6 reps, progressing to 3 sets of 
20 reps), ensuring no trick movements, such as pushing through your 
arm, or rotating your trunk. Perform the exercise slowly, including a 
slow return movement to work on eccentric control.
Strengthening of the hip abductors can be progressed to more 
loading positions once you can comfortably perform the ‘Figure 4’ 
stretch as described.   

To conclude, the current view is that ITB syndrome is related 
more to impaired function of the hip musculature than a frictioning 
motion at the knee and that its resolution can only be properly 
achieved when the biomechanics of hip muscle function are properly 
addressed.

How to treat it
Stretching the TFL/ITB is a struggle. Not only does it have the tensile 
strength of soft steel, it also has few stretch receptors, so the person 
stretching battles to feel the stretch.

Most important though, the TFL contracts in weightbearing. 
This means that you cannot stretch this muscle in a weightbearing 
position, rendering any attempts to stretch it while standing up 
totally ineffective. All stretching of the TFL/ITB must be in non-
weightbearing positions.

The two most effective options are ’90-45’ stretch and the ‘TFL 
stretch’ done particularly effectively with the Groovi-Grippa while 
lying down (www.groovi-products.co.za)
Start with bent knee
Pull foot up & inwards with Groovi-Grippa
Keeping pelvis on floor, bring leg across body & straighten knee
You will feel the pull & burn on the outside thigh

Stretch the hip adductors too, to counteract the sustained adduction 
position of the hip when cycling.

Sustain all stretches for 30-40 seconds. Repeat three times, 
stretching four times a day. Stretch six days a week to improve 
flexibility. It can take six weeks to improve flexibility to normal 
ranges. Once you have achieved that, then stretch three or four 
times a week to maintain flexibility.
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change to www.groovi-movements.co.za  
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Replacement Text
One of the most effective stretches that can be done without the assistance of a therapist is the 'TFL in lying', aided by the Groovi-Grippa (www.groovi-movements.co.za) 

Tanya
Sticky Note
Open (abduct) straight legs as wide as possible. Ankles dorsiflexed upwards & toes to ceiling. Grip the outside shins, & flex forwards. Try & tilt your pelvis forwards or headlights up'! AVOID rounding the back.

Tanya
Sticky Note
The 'Figure 4'. To strengthen Hip Abductors and Lateral rotatorsFoot stays hooked. Lift knee only. Glute muscle must‘fire’ first. Do not push ‘through’ hands for leverage, orrotate ‘through’ back. STABILISE to improve technique& control.
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in Melville and Wilgeheuwel hospital, Johannesburg, 


