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Introduction
Osgood-Schlatter disease is a common cause of anterior 

knee pain in the adolescent. Paget first described the dis-

ease in 1891.  Osgood and Schlatter in 1903 published 

separate papers in which they differentiated it from avul-

sion fractures of the tibial tubercle (1, 2).  Diagnosis is 

based on the symptoms that include anterior knee pain 

made worse by exercise and relieved by resting the knee.  

Examination usually shows tenderness and edema of the 

tibial tubercle.  X- Rays may show fragmentation of the 

tibial tubercle.

Osgood-Schlatter disease is typically a benign self-lim-

iting condition but may take months to years to resolve 

completely.  Symptomatic management of the pain in-

volves rest of the knee, topical or systemic analgesics and 

rarely bracing or casting is necessary.  Surgery is usually 

reserved for those who are not responding to the con-

servative regime and usual result is complete resolution 

of the symptoms. Surgery may also be performed for 

cosmetic reasons in cases of prominence of the tibial tu-

bercle (2). This paper documents our experience with 

the disease in 35 adolescents over a 6 year period.  
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Patients & Methods
This audit was conducted at the Nairobi Hospital and 

Kenyatta National teaching and referral hospital. The 

adolescents were treated for Osgood Schlatter disease 

between 2001 and  2007. The diagnosis was based on 

(i) anterior knee pain, (ii) tenderness over the tibial tu-

bercle and a (iii) lateral knee X-ray showing tibial tuber-

cle osteochondritis with or without fragmentation. The 

treatment protocol involved a discussion with the par-

ents and the adolescents and included rest from the pro-

voking activities, topical and oral analgesics and RICE 

'principle' in acute pain. The patients were treated and 

followed up in the clinic for an average period of one-

year. Surgery was offered to those who failed to respond 

to conservative measures.

Results
Twenty eight males and 7 females were studied.  The age 

ranged from 10 – 16 years, with a mean age was 12.8 

years.

Thirteen adolescents had bilateral knee involvement 

while 16 had left knee involvement (Fig. 1). Two of the 
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surgery (3, 8, 9). Other investigations may include ultra-

sonograph, CT and MRI studies which may show abnor-

mal size of the patella tendon, oedema of the tendon, 

distended infrapatella bursa and ossicles (10). Although 

no ultrasound, CT or MRI was performed in this study, 

the five adolescents who underwent surgery were found 

to have thickened tendon sheaths, oedema and thicken-

ing of the infrapatella bursa linings. 

Osgood-Schlatter disease is a self-limiting condition, 

which normally heals without any residual deformity or 

disabilities and treatment is therefore conservative (3-

10). In the acute phase, rest of the knee, ice packs and an-

algesics topically or systemically help to relieve the pain. 
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patients were siblings. A family history was documented 

for another one case.

All 35 adolescents were not able to kneel. Sixteen had 

pain when bending the knee while eight had constant 

pain (Figure 2).  Twenty two were involved in active 

sporting activities including football, basketball and 

running.

Thirty patients responded to conservative treatment. 

Symptoms escalated or did not resolve for five males 

aged between 13-16 years of age. The latter were there-

fore offered surgery. The radiographs in all the five cases 

showed loose ossicles which had not united (Fig. 3)

Surgical findings included oedematous tendons, in-

creased vascular response from the medial and lateral 

sides of the tibial tubercle, blanching of tendon inser-

tions, thickened tendon sheath and inflamed infrapa-

tella bursa. The bony ossicles and inflamed bursae were 

excised (Fig. 3b). Histology confirmed the inflammatory 

changes.

Discussion
Osgood-Schlatter disease is a common cause of ante-

rior knee pain in the adolescents. The disease presents 

bilaterally in about 25 percent of the cases and is usu-

ally associated with sporting activity (3-7). In this study 

a higher proportion (39 %) had bilateral knee involve-

ment and 60% involved in some form of sports. Single 

injury, sporting activity or repeated flexing of the knee 

against a tight quadriceps muscle causing micro trauma 

to the tibial tuberosity is the probable mechanism. As 

shown in this audit however, some adolescents develop 

pain with normal activities like sitting, bending the knee 

and kneeling. 

A radiological evaluation usually confirms the diagnosis 

and also rules out other causes of anterior knee pain that 

may include quadriceps tendon avulsion, patellofemo-

ral stress syndrome, pes anserinus bursitis, chondroma-

lacia patellae, osteomyelitis of the proximal tibia, Patel-

lar tendonitis, and Sinding-Larsen-Johansson syndrome. 

In early stages, X-rays show irregularity of the tibial 

apophysis and separation from the tibial tubercle (3, 8). 

Later. fragmentation of the tibial tubercle occurs. These 

may be in two groups, proximal fragment(s) and distal 

fragment(s). The proximal fragment is usually tilted and 

attached to the patella tendon. The distal fragment heals 

but the proximal may persist as a loose fragment and 

may cause persistent pain and handicap that may need 

Fig 1: Knee Involved

Figure 2:  Selected normal activities causing pain                                             
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This may involve educating the adolescent of the need to 

avoid the activities that make the condition worse. For 

teenagers not compliant with this regime, it is recom-

mended to protect the tuberosity with a knee brace or a 

plaster cast cylinder for 2-4 weeks. In this study, 30 of the 

teenagers responded well to the conservative treatment 

and returned to their normal activities within 1 year. 

Surgery has a very limited role in the treatment of Os-

good-Schlatter disease. It is reserved for those who do 

not respond to the conservative treatment or have re-

current disabling pain (11, 12, 13,). In general, surgical 

intervention yields good results, especially for patients 

with bony or cartilaginous ossicles in which the ossicles 

are excised (3, 9, 11). Infact the presence of a loose bony 

ossicle may be used as a pointer to surgical intervention. 

All the five patients subjected to surgery had symptom 

resolution on follow up. Other surgical procedures de-

scribed for the disease include tibial tuberosity excision 

(14). Local steroid injection is not recommended for the 

treatment of the condition because of the associated side 

effects, especially subcutaneous atrophy (15).

Conclusions
Osgood- Schlatter disease is a self-limiting condition. 

Conservative treatment (rest, analgesics, protecting brac-

es) is associated with symptom resolution in a majority 

of cases. The presence of an ossicle may predict the need 

for surgery. Surgery when indicated has an excellent out-

come. 
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