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Management and Outcomes of Pediatric
and Adolescent Patients with Morel-Lavallée

Lesions

Introduction

Morel-Lavallée lesions (MLLs) are
degloving injuries resulting from traumatic
shearing forces abruptly separating the fascia
and subcutaneous layer of the skin, resulting
in hemolymphatic fluid collection6,9.
MLLs characteristically present with edema,
ecchymosis, and soft fluctuant areas but can
be difficult to reliably identify4,7,9.

Multiple pathways exist for treating
Morel-Lavallée lesions, including surgical
management, percutaneous aspiration,
chemical sclerodesis, and conservative
nonsurgical methods2,3,9. These lesions tend
to present differently in pediatric and adult
patients. In adults, MLLs are most commonly
a result of motor vehicle accidents, while in
children, sports injuries are the most common
cause of these lesions5. Lesion location
prevalence also differs between these two
populations, with the knee and lower leg
being the most common locations of injury
in children, in contrast to the hip/thigh in
adults5,6.

There is a paucity of literature on MLLs
in the pediatric and adolescent populations.
While various treatment algorithms have
been suggested to manage MLLs1,7,8, there
currently is no evaluated algorithm specific
to pediatric and adolescent MLLs. Our
goal is to describe the patient population,
treatment pathways and associated outcomes
of pediatric and adolescent patients with
Morel-Lavallée lesions to better characterize
the presentation and management of these
injuries in this population.

Methods

Retrospective chart review was conducted
on patients aged 8-25 years treated fora Morel-
Lavallée lesion with at least three months of
elapsed time under treatment from January
1, 2018, to September 31, 2024. Exclusion
criteria included patients without concrete
MLL diagnosis, or those lacking available
treatment and/or follow up data in electronic
medical records. Patient demographic

information, lesion location, injury details,
treatment modalities utilized by orthopedics,
interventional radiology, plastic and general
surgery, and patient outcomes regarding
lesion recurrence and resolution data were
collected. Recurrence was defined as a return
of the lesion and its accompanying symptoms
after initial treatment course.

Resolution was determined through reports
of clinical and/or radiographic documentation
of resolution by attending physicians during
subjects’ follow-up visits.

Results

84 patients met study criteria. 74 patients
presented with trauma-induced MLLs (Table
1) (88.1%), consisting of sports-related
injuries (70.3%); the majority occurred during
wrestling, soccer, and biking/ATV riding
(each n=9, 17.3%), followed by motor vehicle
accidents (17.6%) and miscellaneous trauma
(12.2%). 10 patients experienced atraumatic
onset of their MLL without an acute inciting
event. 88 lesions in total were characterized.
The most common lesion location was at the
knee (56.8%), followed by the thigh (17.0%)
and the shin (9.1%).

73/84 patients (Figure 1) (86.9%) were
seen by an orthopedist over the course
of their treatment. The most common
treatment modality used by orthopedic
physicians was conservative management,
consisting of targeted compression with
Tubigrip stocking or ACE bandage and/or
additional conservative treatment, such as
immobilization, weight bearing restrictions,
and physical therapy referral (n=49, 67.1%).
Of these, 6 patients (12.2%) required further
treatment via IR or plastic/general surgery.
14 patients (19.2%) underwent a combination
of conservative treatment as well as
drainage and/or sclerotherapy attempts by
orthopedics, 10 of which (71.4%) required
further IR or surgical treatment. 3 patients
(4.1%) underwent direct surgical intervention
by orthopedics via bursa excision and drain
placement. 7 patients seen by orthopedics
(9.6%) did not receive any direct orthopedic
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Table 1. Patient Characteristics and Lesion Details.
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intervention; of these, 4 (57.1%) were instead referred

Characteristic n (%) directly for IR and/or surgical management.
Gender (n=84) 11 patients (13.1%) were not seen by orthopedics
yalel gg (Sg-? during their treatment. Of these, four patients underwent
Racim(€:18—84) 140.51 surgical bursa excision and drain placement with plastic
Black or African American 11113.1) or general surgery, one patient underwent sclerotherapy
White 671(79.9) via IR, two patients underwent both surgical and IR
Asian . 2(2.4) treatment, one patient underwent targeted compression
E hOt_hef/ Not A\g};lahle 414.8) alone initiated by plastic surgery, and the remaining three
! I-Il‘i;ge;:]‘i,c(:r-LatiZm 8(9.5) patients did not require any dedicated intervention. Only
Not Hispanic or Latino 76 (90.5) 15 patients (17.9%) had sufficient clinical or radiographic
Mechanism of Injury (n=84) documentation to confirm the status of lesion resolution.
Traumatic Injury 74 (88.1) However, of these patients, 100% demonstrated full lesion
. NUn—Tr.in_umat;E Or;ze)t 10(11.9) resolution.
rauma Type (n=
Sports-Related Injuries 52(70.3)
Motor Vehicle Accidents 13(17.6) Discussion
s MlscslllaneossUTraum;a . 52 9(122) In our cohort, traumatic sports injuries were the most
p:l)vrrlestlizge pon Injury (n=52) 9(17.3) prevalent mechanism of Morel Lavallée lesion formation
Soccer 9(17.3) (62.0%), and the most common locations for MLLs were
Biking/ATV Riding 9(17.3) at the lower extremities, more specifically at the knee
Football 6(11.5) (56.8%), thigh (17.0%) and shin (9.1%). These findings
Softball , 417 further support the existing literature that demonstrates
Skiing and Snowboarding 4(7.7) . . .
Basketball 315.8) the differences between presentation of these injuries
lce Hockey 2(3.8) in the pediatric and adult populations5,0. The majority
Dance 2(3.8) of patients presenting to our institution were seen by
Gymnastics 1(1.9) orthopedics during their treatment (86.9%), upon which
gheekrleadmg 1 Hg; conservative management was the most prescribed
L;ifosse 1l treatment modality (n=49, 67.1%). Only 6 patients treated
Lesion Location (n=88) ' conservatively by orthopedics (12.2%) pursued further
Knee 50 (56.8) intervention via interventional radiology, plastic or general
Thigh 15(17.0) surgery, as opposed to 71.4% of patients (n=10) receiving
Ehllfn g :g;; a combination of conservative and more invasive treatment
Elabow 3134 by orthopedics (n=14) requiring further IR and/or surgical
Hip 2(2.3) treatment. Although these differences may be attributed to
Abdomen 1(1.1) the initial severity of the lesions themselves necessitating
Foot (1. different levels of initial treatment, they also may suggest
/(;‘rmn 1 :H; that beginning with conservative management could prove
B;?k 1) to be a viable treatment pathway, potentially avoiding the
Lesion Resolution Status (n=15) ' need for further, more invasive treatment. Limitations of
Resolved 15(100.0) this study include its retrospective nature and small sample
Unresolved 010.0)
Total Study Population
(n=84)
Seen by Orthopedics Seen by IR/Surgery
g
(n=73) Only (n=11)
]

. v . v B .
Surgical Conservative Conservative Treatment and Direct Orthopedic Sclerotherapy/Drainage Conservative No Direct
Treatment Treatment Sclerotherapy/Drainage Intervention and/or Surgical Treatment Intervention

(n=3) (n=49) (n=14) Deferred (n=7) Treatment (n=7) (n=1) Required (n=3)

L

y

Further Treatment
Required via IR or
Surgery (n=6)

Further Treatment
Required via IR or
Surgery (n=10)

Further Treatment
Required via IR
(n=4)

Figure 1. Treatment pathways of patients presenting with Morel-Lavallée lesions.
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size, as well as the lack of substantial patient follow-up to
confirm lesion resolution and avoid recurrence.

Additionally, details of lesion size were limited due
to inconsistent reporting in electronic medical records.
Despite these limitations, this study characterizes the
presentation and interdisciplinary management of these
injuries specifically in the pediatric and adolescent
population, which has not been substantially reported in
the existing literature. We aim for this study to provide
a sample framework on which more standardized
management algorithms of pediatric Morel- Lavallée lesion
can be created.

Conclusions

MLLs in youth tend to occur more during sports and about
the knee. Most patients receiving conservative management
did not further obtain IR or surgical treatment. Collaboration
among specialties can ensure that patients’ treatment progression
is most conducive to their needs. Maximizing patient follow-
up to ensure resolution and prevent recurrence could allow for
improved outcomes both from a clinical and patient satisfaction
standpoint. Characterizing the current treatment progressions
for pediatric and young adult patients presenting with MLLs and

understanding the influence of patient and lesion characteristics
can allow clinicians to provide the most effective treatment
pathways.
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