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Abstract 

Background: The fascia lata thickens over the lateral surface of thigh to form a strong band iliotibial tract. It is 

considered as an anterolateral knee stabilizer. Methods: The present study was carried out in 16 right and 8 left dissected 

lower limbs. The soft tissue was dissected and fasicalata was visualized. The ITT was defined from the iliac crest to its 

attachment to the tibia. Tendon of biceps femoris (BF) was identified. All the extensions of ITT were identified near its 

lower attachment to the tibia. The bony landmarks taken for measurements were anterior superior iliac spine (ASIS), 

tubercle of iliac crest (TIC), Gerdy’s tubercle on the tibia (GT), superior border of patella (SP) and most prominent point 

on medial malleolus (MM). Results: In the present study the length of ITT from TIC to the GT was 53.5 ±3.13cm on 

right side and 53.37 ±4.49cm on left side. The width of ITT at the level of superior border of patella was 2.47 ± 0.49cm 

on right side and 2.17 ± 0.27cm on left side. The distance of ITT from GT to BF insertion was 2.86 ± 0.49cm on right 

side and 2 ±.0.11cm on left side. The average extension of TFL from TIC was 16.00 ±1.29 cm and 19.5 ±3.64 on right 

and left sides respectively. Conclusion: The morphometry of ITT and its extensions are important not only in diagnosis 

of the pathologies related to it but also for a safer surgical approach. 
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Introduction 

The fascia lata thickens over the lateral surface of thigh 

to form a strong band iliotibial tract (ITT). The upper 

end of tract splits into 2 layers and encloses tensor 

fascia lata (TFL).  

 

Superficial layer attached to iliac crest, the deeper layer 

blends with the lateral part of capsule of hip joint. 

Distally it is attached to a smooth triangular facet that is 

Gerdy’s tubercle.  

 

When the knee is extended against resistance it stands 

out as strong visible ridge on the anterolateral aspect of 

the thigh [1]. 

 

ITT provide insertion to tensor fascia lata and gluteus 

maximus muscle, it plays a crucial role to stabilize knee 

in extended position.  

 

The detailed description of the structures forming ITT 

playsan important role in the study of knee instabilities. 

It’s important tibial, femoral,  

 

and patellar connections are described for the better 

understanding of tibial-femoral instability [2]. 

 

ITT is a complex structurereceiving the insertions of the 

gluteus maximus and TFL muscles. The ITT together 

with the TFL and the gluteus maximus fibers play a role 

on the stance phase of the gait and in monopodal 

balance [3,4]. 

 

Thus the ITT is a ligament of great strength and some 

elasticity. But it is amost unusual ligament, for it 

crosses two joints. Because of this, its effect on the knee 

must vary according to the position of the hip. At the 

knee it is lax infull flexion and tight in extension [5]. 

 

Therefore the present study was undertaken to describe 

the morphometry of ITT, its extensions and also the 

extension of TFL and their surgical importance.  

Material and Methods 

The present study was carried out in the department of 

Anatomy, Kasturba Medical College, Manipal. 16 right 

and 8 left dissected lower limbs were used for the study.  

 

The soft tissue was dissected and fasicalata was 

visualized. The ITT was defined from the iliac crest to 

its attachment at the tibia. Tendon of biceps femoris 

(BF) was identified. All the extensions of ITT were 

identified near its lower attachment to the tibia. 

 

The bony landmarks taken for the measurements were 

anterior superior iliac spine (ASIS), tubercle of iliac 

crest (TIC), Gerdy’s tubercle on the tibia (GT), superior 

border of patella (SP) and most prominent point on the 

medial malleolus (MM). The important landmarks are 

shown in figure 1. 
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The following parameters were measured; 

1. Length of the lower limb (ASIS to MM) 

2. Length of ITT (TIC to GT) 

3. Width of ITT at the level of superior border of patella 

4. Distance between GT to the attachment of tendon of 

BF 

5. Extension of TFL (TIC to its attachment to the ITT) 

 

The extensions of ITT to patella, tendon of BF and to 

the tibia were also observed. The results were tabulated. 

Results 

The mean and standard deviations of the measured parameters are shown in table 1. 

 

The extensions of ITT were noted in all specimens to patella, tendon of BF and also to the tibia (Figure2). 

Independent sample t-test was used to compare the means of right and left sides which did not show any statistical 

significance. 

 

 

Pearson’s correlation test was applied to correlate the length of lower limb and that of ITT. There was a strong positive 

correlation between the two which was statistically significant (r=0.9, p<0.001). No correlation was found between the 

length of ITT and its width (r=-0.06) 

 

Table 1: Mean and SD of the parameters measured. 

Parameters measured in cm Right (N=16) Left (N=8) 

Length of lower limb 83.81±5.12 84.00±7.52 

Length of ITT 53.5±3.13 53.37±4.49 

Width of ITT 2.47±0.49 2.17±0.27 

GT to insertion of BF 2.86±0.49 2.00±0.11 

Length of TFL 16.00±1.29 19.5±3.64 

   

ITT- iliotibial tract, GT- Gerdey’s tubercle, BF- biceps femoris, TFL- tens 
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Figure 1: Iliotibial tract and the bony landmarks. 

 

                 ASIS- Anterior superior iliac spine, TIC- Tubercle of iliac crest, ITT- Iliotibial tract, BF- Biceps femoris 

 

 

Figure 2: Lateral aspect of knee showing the distal attachment of Iliotibial tract. 

 

ITT- Iliotibial tract, BF- Biceps femoris, GT- Gerdey’s tubercle 

 

a- Width of ITT at the level of superior border of patella 

b- Distance between ITT and BF at the level of Gerdey’s tubercle 
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Discussion 

The ITT is a thickening of the deep fascia of thelateral 

aspect of the thigh. Proximally, it encloses the tensor 

fascia lata and up to three-quarters of the gluteus  

 

maximus inserts into it posteriorly. It has several bony 

attachments: it is anchored to the iliac crest terminating 

proximal to the lateral femoral epicondyle [6,7]. It is 

also attached to the Gerdy’s tubercle on the tibia.  

 

Recent works have described important connections of 

the ITT to the patella [2]. Clinical studies have 

suggested that the ITT has an important synergistic role 

with the anterior cruciate ligament [8].  

 

According to Tandler the parallel muscle bundles of 

gluteus maximus continue just behind the greater 

trochanter as a flat and large tendon, which is 

continuous to the strengthened portion of the fascia lata, 

constituting the iliotibial ligament or Maissiat’s band, 

which extends from the iliac crest to the tibial lateral 

condyle. These insertions are very important because 

they enable the ITT to be tense in the entire joint [9]. 

 

In the present study the length of ITT from TIC to the 

GT was 53.5 ±3.13cm on right side and 53.37 ±4.49cm 

on left side. The width of ITT at the level of superior 

border of patella is 2.47 ± 0.49cm on right side and 2.17 

± 0.27cm on left side. According to Kaplan the length 

and insertions of ITT play the role of a tension band at 

the thigh and keeps it always tense in the entire joint 

movement range being important for the functional 

stability [6]. 

 

The Iliotibial band is frequently involved in friction 

syndrome occurring commonly due to its overuse. 

Vasilevska’s group studied patients with osteoarthritisof 

the medial compartment of the knee and found a high 

incidence of iliotibial band friction syndrome [10]. 

 

The distance of ITT from GT to BF insertion was 

2.86±0.49cm on right side and 2 ±.0.11cm on left 

side.The average extension of TFL from TIC was 

16.00±1.29 cm and 19.5 ±3.64 on right and left sides 

respectively. The authors were unable to compare these 

parameters due to the lack of available literature.  

 

The TFL perforator flap is considered to be an 

alternative to the anterolateral thigh flap which is useful 

for the reconstruction of different anatomical districts 

[11]. 

 

The morphometry of ITT plays an important role in 

endoscopic approach for trochanteric bursitis or greater 

trochanteric pain syndrome.  

 

This endoscopic technique includes bursectomy and 

ITT release and is a good alternative to open treatment. 

This minimally invasive approach leads to a quicker 

recovery and should therefore, in our opinion, be 
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preferred above an open technique [12]. The 

morphometry of ITT and its extensions are important 

not only in diagnosis of the pathologies related to it but 

also for a safer surgical approach. 
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