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had a history of a previous admission in a hospital for road traffic 
accident almost 3-5 months before; with abrasion over the flank two 
of them had an abrasion over the thigh caused of sheep’s hits, 1month 
before with a superficial abrasion seen on the middle of the thigh. 
On examination, there was tenderness and a fluctuant swelling on the 
lateral side of the thigh (Figure 1).

Figure 1 lateral side of the thigh showing tenderness and a fluctuant swelling. 

Diagnostic imaging examination

The MRI showed a large subcutaneous collection that was slightly 
hyper intense on T1-weighted and hyper intense on T2W sequences 
and which was seen to extend from the upper thigh to the knee on the 
lateral aspect. Non-enhancing fat lobules and debris were seen within 
the collection (Figure 2). Blood investigations were unremarkable 
with no evidence of infection. Pelvic and left femur radiographs 
revealed no underlying fractures.

Treatment

A percutaneous drainage, debridement and irrigation were done 
(Figure 3). 1-1.5 liters of darkish brown fluid was drained from the 

subcutaneous fat plane above the muscle fascia. Areas of necrotic 
fat were also seen. The underlying soft tissue was not infected. No 
bacterial organism or growth was cultured from the fluid. Sanction 
drainage and compression dressing was applied for 24 hours, after that 
a pair of hip graduated compression stockings (Figure 4) are applied 
and the patient was discharged without any complication the next day 
with instructions for wearing them all day for one month. The first 
follow up was 10 days after for cutting the stitches and the second 
30 days after without any complications. A year after no relapse was 
observed.

Figure 2 Non-enhancing fat lobules and debris. 

Figure 3 Showing percutaneous drainage, debridement and irrigation. 
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Introduction
Morel-Lavallée lesions are posttraumatic soft tissue closed 

degloving injuries in which the subcutaneous tissue is torn away from 
the underlying fascia, creating a cavity filled with hematoma and 
liquefied fat. Morel-Lavallee syndrome or lesion was first described by 
a French surgeon, Victor Morel Lavallee, in 1863.1 It is also known as 
Morel-Lavallee seroma, post-traumatic soft tissue cyst, post-traumatic 
extravasations, or Morel-Lavallee effusion.2

Case report
We report five cases of extensive Morel-Lavallee lesion involving 

the thigh. Four males and a woman main age 48, 6 years old (Male: 
60, 40, 55, 38 - Female: 50 y.o.) were admitted to the hospital for 
progressive soft swelling over the thigh regions. Three of them 
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Figure 4 Showing no relapse. 

Discussion 

Morel-Lavallee lesions usually present within a few hours to 
months or years post initial trauma. They are frequently associated 
with underlying fractures or not. These lesions are most often 
unilateral.1,2 The initial injury represents a shearing of subcutaneous 
tissues away from the underlying fascia. The disrupted capillaries 
may continuously drain into the perifascial plane, filling up the virtual 
cavity with blood, lymph, and debris. Subsequent inflammatory 
reaction may lead to a peripheral capsule formation, which may 
account for the self-perpetuation and occasional slow growth of 
the process.2 The collection may then spontaneously resolve, or 
become persistent with encapsulation. Patients usually present with 
complaints of pain, swelling, and stiffness. On clinical examination, 
patients often have a soft fluctuant area of contour deformity, with 
or without skin discoloration.3 The differential diagnosis for MLL 
includes subcutaneous hematoma, hemangioma, fat necrosis, and soft 
tissue sarcoma.

 The history of trauma, characteristic location, and MRI features 
may contribute to a correct diagnosis.2,3 The treatment depends on the 
duration, size, and presence of a capsule in the lesion. Small acute 
lesions that have not developed a capsule can be treated conservatively 

by application of compression bandage. However, those that persist 
and have capsule formation may require more aggressive treatment. 
These lesions can be managed with early percutaneous drainage, 
debridement, irrigation, and suction drainage.4 These lesions also, to 
be resolved permanently needed compression bandage for long time. 
Very comfortable for the patients are the hip graduated compression 
stockings for prevention of thromboembolism.5–11 

Conclusion
They can use them easily, wearing them during day and night, under 

their clothes without feeling discomfort able; taking them off while 
taking a shower and put them easily back. The graduated compression 
that the hip stockings perform helps the skin to agglutinate on the 
underline fascia and prevents the relapses.
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