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INTRODUCTION

A collection of blood, lymph and blood products occurs after a closed degloving injury, with a potential to form
cellulitis abscess, and osteomyelitis. This Morel Lavallée lesion presents late after trauma and is very often
undetected. A knowledge of this condition is essential for prompt diagnosis and appropriate treatment.

CASE REPORT

A 44 year old lady came to the surgery emergency with
complaints of a swelling in the right gluteal region for
one month. She had a history of a road traffic accident
with injury to the hip 2 months prior to this. She had
history of fever, had abrasions over the gluteal region
and a 12x 13 cm swelling present. This was soft, tender,
not warm and seemed fluctuant(Fig 1). A screening ultra
sound showed a fluid filled swelling with septations and
internal echoes extending from the right iliac crest to the
antero-lateral aspect of the right thigh, in the deep
subcutaneous plane. A CT done showed a hypodense
fluid collection of 1800 ml with fat stranding, suggestive
of a haematoma(Fig 2). Under anaesthesia a small
incision was made and a suction cannula was inserted
and all the contents(serous fluid) were suctioned out(Fig
3 with inset showing the aspirated contents). The cavity
was drained with a closed suction system for 3 days.
Sclerodesis with streptomycin  was done and a
compression dressing was applied. The post operative
USG shows a small residue of collection(Fig 4).

Figure 1: The clinical image showing the MLL in the
right iliac crest and lateral thigh.

Figure 2: CT image showing a collection of 1800ml in
subcutaneous plane of right iliac, right gluteal, lower
lumbar region.
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Figure 3: Intra operative picture showing serous fluid
with inset showing aspirate contents.

Figure 4: Post procedure Ultrasonogram showing a
thin rim of collection.

DISCUSSION

The French physician, Victor-Auguste-Frangois Morel-
Lavallée, first described the lesion™ in 1863, however it
was Letournel and Judet who gave it the eponymous
term Morel-Lavallée lesion The Morel Lavallée
lesion(MLL) happens when a closed degloved injury
allows the hypodermis to separate from the fascia.l*!
The ensuing trauma tears the bridging lympho vascular
plexus and results in an effusion in the peri fascial space
forr[?]ed by blood, plasma, desquamated cells and necrotic
fat.

The size of the collection maybe very small and may
accommodate almost 2 litres of blood and lymph. The
patient often gives a past history of trauma, and may
have associated acetabular or pelvic fractures. Risk
factors include a BMI greater than 25 and female gender.
Most of the lesions are noted over the peri trochanteric
region. This has been attributed to the large surface area
of the gluteal region, an abundance of soft tissue and the
mobility and the rich capillary network in that region.

www.ejops.com | Vol 9, Issue 1, 2022. |

European Journal of Biomedical and Pharmaceutical Sciences

MLL have been less often reported from other locations.
The clinical presentation depends on the rate and size of
the MLL. Small collections are often asymptomatic and
are detected on imaging. Shunsuke Takahara et al
reported that MLLs were present in 8 - 44% of injuries.”
The patient often complains of an asymmetry depending
on the body habitus and is more pronounced in the
slender frame. Once the MLL starts to grow it may be
associated with discomfort, not amounting to pain. Large
MLL can cause restriction of function. When the
collection doesn’t resolve, or is not drained, it can get
inoculated with bacteria and transform into an abscess
that causes pain, redness, fever and sepsis. The
development of a pseudo capsule can mimic a neoplasm.

Ultrasound shows a hypoechoic lesion with debris. CT
often shows a haematoma like picture with a fluid —fluid
level with sedimentation of the blood in the fluid.MRI is
often the image that clinches the diagnosis. The lesions
are often homogeneously hypointense on T1W
sequences and hyper intense on T2W sequences, and
may resemble a simple fluid collection.

The shape of lesion, signal characteristics, enhancement,

and the presence or absence of a capsule were the

variables based on which Mellado and Bencardino
described six types of lesions.’! The Mellado-

Bencardino classification of Morel-Lavallée lesions is

based on shape, signal and enhancement characteristics,

and the presence or absence of a capsule.

e type I: laminar-shaped and seroma-like with
increased T2 signal.

e type II. oval-shape that resembles a subacute
hematoma with increased T1 and T2 signal; thick
capsule and variable enhancement.

e type IIlI: oval shaped resembling a chronic
organizing  hematoma; thick capsule and
internal/peripheral enhancement.

e type IV: linear; looks like a closed laceration with
hypointense T1 signal and hyperintense T2 signal,
no capsule and variable enhancement.

e type V: pseudonodular with a round shape, variable
T1 and T2 signal, a thin or thick capsule,
internal/peripheral enhancement.

o type VI: infected with variable T1 and T2 signal;
variable sinus tract formation, a thick capsule, and
internal/peripheral enhancement.

The treatment depends on the symptoms!” and the size of
the lesion and vary from expectant watchfulness,
aspiration, incision and drainage, elastic compression
bandage, sclerodesis with doxycycline, fibrin or talc.*
Often the underlying fracture must be treated.

Conclusion The greater trochanter/hip, thigh, pelvis,
knee, gluteal region, lumbosacral area, abdominal area,
calf/lower leg, and head can be locations for the MLL™,
which is also called as a pseudolipoma, chronic
expanding haematoma and a post traumatic soft tissue
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cyst. The MLL is often recalcitrant to management!*”)

and often an alogorithmic approach is necessary.

[18]
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