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Abstract 

Background: Osgood Schlatter disease aka Tibial Apophysitis is a common cause of chronic 

anterior knee pain among active adolescents. It is an inflammation of the tibial tuberosity just 

below the knee where the patellar tendon attaches to the tibia.   

Aim: The aim of this study was to assess the major presenting complains, affected knee and 

treatment offered to these patients. 

Methods:  This is retrospective study as data was extracted between December 2020 and 

January 2022 from the operation register and patients’ case folders on bio‑data, presenting 

complains, examinations carried out and diagnosis made. Presenting complains, affected knee, 

and treatment offered were the key variables observed. Only files of patients with complete 

medical records were included in this study. Descriptive statistical analysis was followed to 

determine frequencies and percentages. 

Results: A total of 8 cases of OSD were extracted. Two cases (25%) were 14 years. We also had 

cases of 18 and 19 years of age included. About 62.5% of the children were females while 37.5% 

were males. Majority of these children presented with anterior  knee pain (87.5%) while only one 

child presented with swelling at the knee (12.5%). 75% had OSD on left knee while only 12.5% 

had it on right and both knees. Most common treatment offered to this patients was lifestyle 

modifications and oral analgesics. 



 

 

 

Conclusions: OSD is a very rare condition and should be considered by physicians in any 

adolescent with chronic knee pain.  
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1. INTRODUCTION 

In the active teenager, Osgood Schlatter's disease (OSD) is a prevalent cause of anterior knee 

discomfort. It's also known as tibial tubercule osteochondrosis or traction apophysitis [1]. It's 

particularly frequent among teenagers who participate in sports. Osgood and Schlatter both 

characterized a painful tibial tuberosity ailment in 1903. They proposed that OSD was caused by 

a partial traumatic avulsion of the tibial tuberosity near the patellar tendon's insertion. Many 

explanations about the origin of OSD have since been proposed, including patellar tendon 

degeneration, aseptic necrosis, and infection [2, 3]. OSD was first described by Ogden as an 

avulsion of a part of the growing ossification center; this avulsion can also occur when cartilage 

cells are hypertrophic in the preossification phase [4, 5]. The force from the anterior patellar 

tendon at its location of insertion is the major cause of this disease [6, 7]. Adults' injuries are 

typically caused by direct contact on the tubercle, rather than contraction of the quadriceps, as 

seen in teenagers [8].  

There is a partial loss of continuity of the patellar tendon-cartilage-bone junction of the tibial 

tuberosity in the pathophysiology of this disorder. Patellar tendinitis, repeated subacute fractures, 

and uneven ossification with underlying bone are all symptoms of an inflammatory process that 

begins in the area and terminates there [9]. Microavulsions grow with time in people who have 

damaged the tibial tubercle and continue to participate in sports. A detached portion of the 



 

 

patellar tendon may result, resulting in persistent, nonunion discomfort [10]. However, certain 

radiological investigations revealed that individuals with OSD had anatomical changes at the 

location where the patellar tendon is inserted. OSD is more frequent in females between the ages 

of 8 and 13, and in boys between the ages of 12 and 15 [10]. 

OSD is seen in 21 percent of sporty adolescents and 4.5 percent of age-matched nonathletic 

controls [11, 12]. In 20–30% of cases, the condition is bilateral [8]. Aching and discomfort to 

swelling, acute pain, and limping are some of the clinical signs. The start is slow, with mild 

intermittent pain, but the discomfort can become intense and constant during the acute phase [13, 

14]. Running and leaping cause discomfort because the knee is loaded in flexion, resulting in an 

eccentric quadriceps contraction [10]. Pain, tenderness, and local swelling around the patellar 

tendon and tibial tuberosity are common findings on examination [15]. Patients may have an 

antalgic gait when walking. There are no signs of effusion or instability, and the knee's passive 

range of motion is complete. Quadriceps and hamstring muscular stiffness are quite prevalent 

[10, 16].  Singdin Larson Johansonn syndrome, Osteochondritis dissecans (OCD), Tibial tubercle 

avulsion, and fractures are all different diagnosis [17]. Laboratory tests are not necessary to 

diagnose OSD unless an inflammatory or other disease cause is suspected [18]. The tibial 

tubercle is larger and fractured on a knee x-ray [18]. 

Clinical assessment of OSD is regarded sufficient in most medical settings, and routine 

ultrasonography testing is not suggested. Many writers, however, agree that ultrasonography 

examination should be the primary choice. Ultrasound examinations are recognized to be as 

quick, straightforward, cost-effective, and dependable as x-rays. Only in a few rare or unclear 

situations should CT and MRI examinations be undertaken [19]. Reduced physical activity, 

analgesia, and physical therapy are all used to treat Osgood-Schlatter disease. In rare 



 

 

circumstances, a cylinder cast is utilized to compel youngsters to rest when they refuse to 

cooperate with therapy [13]. Symptoms are usually self-limiting, and patients can be told to 

gradually resume normal activities as the discomfort subsides [13]. Accordingly, the aim of this 

study was to describe the epidemiologic profile of OSD cases during a 2 year period at Babcock 

University Teaching Hospital, Ilishan Remo, Ogun State. We also aim to determine the 

presenting complains, affected knee and treatment offered to these patients.  

 

2. METHODS 

A retrospective cross-sectional review of pediatric patients presenting with pain, swelling and 

tenderness of the tibial tuberosity in our center between December 2020 and January 2022. This 

study was conducted at the orthopedic unit of Babcock University Teaching Hospital, Ilishan-

Remo, South‑western Nigeria. Data were extracted from the operation register and patients’ case 

folders on bio‑data, presenting complains, examinations carried out and diagnosis made. Only 

files of patients with complete medical records were included in this study. All information 

obtained was treated with strict confidentiality. OSD isn’t a common condition. Eight children 

case files were retrieved in this study. Major complaints as documented in the case files were 

pain, swelling and tenderness of the tibial tuberosity after which a diagnosis of OSD was made. 

We also included patients who were 18 and 19 years old. A history of OSD, age at onset of knee 

pain were examined.  

3. STATISTICAL ANALYSIS 

Data collected were analyzed using the Statistical Package for the Social Sciences for Windows 

version 26 (SPSS Inc., Chicago, IL, USA). Results were presented with descriptive statistics 



 

 

4. RESULTS 

This study had 8 cases of OSD from November 2017 to November 2021. Two cases (25%) were 

14 years. We also included cases of 18 and 19 years of age as their x-rays showed features of 

OSD. About 62.5% of the children were females while 37.5% were males (Figure 1). Majority of 

these children presented with knee pain (87.5%) while only one child presented with swelling at 

the knee (12.5%) (Figure 2). 75% had OSD on left knee while only 12.5% had it on right and 

both knees. Most common treatment offered to this patients was lifestyle modifications and oral 

analgesics. 

 

Figure 1: Gender distribution 

 

 

 

 

 



 

 

 

 

 

 

 

Figure 2: Bar chart showing presenting complaints 

 

 

 

 

5. DISCUSSION 

This retrospective case study series is focused on OSD during a period of 2 years at Babcock 

University Teaching Hospital, Ilishan Remo, Ogun State, Nigeria. We extracted 8 Pediatric cases 



 

 

of OSD from the records and patients’ case folders. Only files of patients with complete medical 

records were included in this study. Osgood-Schlatter syndrome affects the periosteum and the 

epiphyseal zone of bone in the tibial apophysis and occurs in individuals during the growth 

phase, especially in adolescent boys [10, 20].  

The ages of occurrence for both sexes are typically between 14-15 years (14.0±3.55). The most 

common affected knee was the left (75%) while the disease occurs more in female subjects 

(62.5%). One would wonder if the left sided preponderance could be related to hand dominance 

Smillie [21] however stated that right-handed youths have right-sided complaints, the literature 

indicates that left-sided involvement is more common [22, 23, 24, 25]. As most individuals are 

right-hand dominant, the question that arises is whether left knees may be at a greater risk 

secondary to sporting activities which they usually perform "right-handed." The left lower 

extremity moves functionally with the right upper extremity when one examines an individual's 

gait pattern [25]. This is very similar to the neurological principles concerning "reciprocal 

innervation.” For example, A basketball player making a right-handed layup leaves the floor 

with this left leg, which he terms his "jumping leg." A right-footed soccer player runs up to the 

ball, plants his left leg, and kicks with the right. The left knee would be subjected to the great 

deceleration and rotational forces which would require a more explosive quadriceps contraction 

[25].This is in contrast with most literature studies as most have male preponderance of the 

condition [26, 27, 28]. 

Most literature studies revealed that pain at the knee is the most common complain of the patient 

[29, 30, 31]. In collaboration with this, our finding also found out that knee pain (87.5%) was a 

major complain. About 62.5% of the patients were offered lifestyle modifications and oral 

analgesics as treatment. Conservative measures result in an excellent outcome in 90% of cases in 



 

 

a study by Ghlove et al [10]. Circi et al [32] also reported that applications of rest and analgesic 

were major treatment offered in their study. 

 

 

6. CONCLUSION 

OSD is an uncommon condition and should be considered by physicians in an adolescent with 

chronic knee pain. History of the patient, presenting complains and clinical examinations are the 

important tools for diagnosing this disease.  
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