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Disclaimer 
 
This is not medical advice. If you are experiencing pain, use your best judgment and seek out a 
physical therapist by visiting www.moveforwardpt.com.  
 
Background 
 
Iliotibial Band syndrome (ITBS) is an overuse injury that causes pain on the outer knee. ITBS is 
traditionally a runner’s injury, and therefore is the most studied population. That being said, a 
study by Holmes et al showed that out of 254 cyclists with knee pain, 24% presented with ITBS, 
making it a highly relevant topic for us. Signs and symptoms include pain 2-3cm above the joint 
line, pain going down stairs, pain with longer strides, and potentially mild swelling in the area. 
The pain will start first during activity, progress to after, and then persist with activities of daily 
living. 
 
ITBS in the literature has been, and continues to be, a controversial topic. Recent studies have 
disclaimed previous biomechanical theories, and new anatomical reasoning has been brought 
to light. Going along with the most up to date literature, the iliotibial band (ITB) is a thick band of 
fascia that runs on the outside of your thigh. It originates on the iliac crest via the tensor fascia 
lata and gluteus maximus muscles, and has a complex insertion on the lateral knee. It has 
associations with the patella (via retinaculum), pes anserine, lateral femoral epicondyle, lateral 
femoral condyle, gredy’s tubercle, and fibular head. 
 

 

http://www.moveforwardpt.com/
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Previous thought was that the ITB glides over the lateral femoral epicondyle (bony bump on 
outside of the knee) during flexion and extension, causing wear and tear of the fascial tissue. 
This gave name to the Iliotibial Band Friction Syndrome. Recent studies, however, have 
suggested that the ITB doesn’t actually move due to being anchored on multiple structures at its 
insertion. Instead, tensioning of its anterior and posterior tissues creates the illusion of 
movement. Conversely, it has been suggested that pathology is a result of impinging highly 
innervated and vascularized fat pads that lie between the ITB and femoral condyle. The 
involvement of fat pads in current models of tendonopathy is increasingly being investigated. 
 
Pathology arises from increased impingement and strain on these fat pads, inducing an 
inflammatory and neurological response from these protective tissues. There is little evidence to 
support the claim that a tight ITB is the root of the problem. Instead, it has been proposed that 
increased internal tibial rotation and knee valgus (collapse inward) during weight acceptance 
results in increased momentary strain on the ITB and underlying fat pad. These mechanical 
faults could be a result of decreased muscular strength in hip abductors and external rotators, 
but the evidence is equivocal. It has been suggested that these forces are maximized at 0-30 
degrees of knee flexion and has been coined the “impingement zone”. This zone will become 
important when considering bike fit. 
 
As mentioned before, runners are by far the most studied population. Runners accept higher 
weight bearing loads than cyclists (we get to sit down) and therefore experience higher strain 
during their activity. Cycling, however, still has a weight bearing component. Without proper 
biomechanics and hip strength, internal tibial rotation and knee valgus can occur. At a cadence 
of 80rpm, over an hour a cyclist would have gone through an improper sequence 4800 times. 
That is the definition of a repetitive and overuse injury.  
 
Risk factors for cyclists include tibial internal rotation, increased hip adduction, inward pointing 
of toes, high saddle position, and rapid increase in mileage [Johnston]. 
 
If you’re a clinician, I highly recommend reading through Geisler and Lazenby’s clinical 
commentary on ITBS. 
 
Fit 
 
Now that you have a good idea of what iliotibial band syndrome is, what are the first steps to 
getting rid of it? With cycling injuries, evaluating your position on the bike is often that. In the 
previous section I mentioned the “impingement zone”, or the range of motion with the most 
strain on the ITB and underlying fat pad. This was 0-30 degrees of flexion, or fully straight to 30 
degrees of bend. 
 
Unlike most knee injuries, for ITBS you lower the seat. This creates more flexion in the knee, 
preventing it from extending into the impingement zone and decreasing the resulting strain. It’s 
important to lower your seat incrementally as lowering it too much could create a whole other 
host of problems. Start by lowering 4-6 millimeters and continue making minor adjustments 
according to your body’s response, ie less pain is good. 



Cycling MVMT         Iliotibial Band Syndrome 

 
Secondly, Andy Pruitt suggests widening your pedaling stance in order to abduct the femur and 
decrease tension on the ITB. This concept is rationalized via dated explanations of injury (ie. 
friction theory), but anecdotally has shown success in Pruitt’s practice. To do this, move your 
cleats all the way in or put a washer on the pedal axle. 
 
Thirdly, find pedals that allow float, enabling you to choose a more bearable foot position. If the 
pedals don’t allow float, angle the cleat so that your heel is closer to the crank and your toes are 
pointing slightly out. 
 

    
 
These are recommendations adapted from Andy Pruitt’s “Complete Medical Guide for Cyclists”. 
It is NOT EVIDENCE BASED, as are most fitting protocols. 
 
Rehab 
 
With the emergence of new evidence, the way we treat iliotibial band syndrome (ITBS) must 
change accordingly. Current treatment often involves steroidal injections, deep tissue/friction 
massage, various therapeutic modalities, ITB stretching, strengthening, activity modifications 
and surgery [Geisler]. 
 
There are limited randomized controlled trials regarding treatment of ITBS, and therefore 
treatment rational primarily comes from weaker studies and mechanistic reasoning.  
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Results from Randomized Clinical trials 
 
Steroidal injections have been shown to decrease pain in the first two weeks [Gunter].  
 
In a study by Loew et al, there was no significant difference between deep transverse friction 
massage and standard exercises versus exercises alone [Loew].  
 
A study by Weckstram et al concluded that there is no significant difference between radial 
extracorporeal shockwave therapy (therapeutic modality) and manual therapy (massage, deep 
transverse friction massage, and trigger point therapy) [Weckstram]. 
 

-  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - 
 
Studies have proposed stretching the ITB as a treatment option, but recent evidence contends 
that the ITB can’t be stretched, deeming it as an unnecessary intervention. This is a result of its 
fibrous attachment at the knee distally and fascia lata proximally [Falvey]. 
 
Rolling out has been the proposed alternative to decrease tension on the ITB. There is no 
strong evidence that shows its effectiveness, however, if you feel it helps, there’s not much 
harm in doing it. That being said, if you do choose to roll out, focus on your gluteal muscles as 
opposed to the ITB itself. 
 
Likewise, there have been equivocal results on what muscles to target in strengthening. Grau et 
al suggested hip abductor weakness is not the cause for Iliotibial Band Syndrome despite 
popular belief [Grau]. Conversely, a study found decreased hip external rotation strength in men 
with ITBS [Noehren]. Mechanistically, strengthening the hip would decrease the internal tibial 
rotation and knee valgus that has been suggested as the source of strain on the ITB and 
underlying fat pad.  
 
In conclusion, we don’t know exactly what helps. In a recent clinical commentary by two athletic 
trainers, Paul Geisler and Todd Lazenby, it was suggested that clinicians focus on activity 
limitations (bike fit and altering mileage), hip strengthening, and neuromuscular training.  
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