
between the depth of the bone defect and time of 
presentation,[7] all the patients diagnosed during the first 
year of life (four patients) showed no lytic bone lesion 
in their imaging in this study. These findings emphasize 
the importance of an early diagnosis and intervention. 
Thus, we do not recommend any neuroimaging for 
mobile cystic masses placed around the anterior frontal 
in patients younger than a year of age.

Dermoid cysts of the anterior fontanel are excised 
for cosmetic reasons, to prevent infection, to obtain 
histological diagnoses, and to rule out malignancy.[3,7-9] 

The best procedure is a complete resection of the cystic 
mass with removal of the wall by blunt dissection of the 
tumour from the underlying tissue (dura or cranium) 
through an ellipsoid incision bordering the mass.[1] Care 
should be taken while excising the tumour overlaying an 
open anterior fontanel or a lytic bone lesion[7] to avoid 
injury of the underlying structures. Local rather than 
general anesthesia is preferred in most cases, especially 
when no lytic bone lesion exists, or the size is not very 
large.

As seen in our study, there is almost no recurrence if en 
bloc resection of the cyst is performed. Until now, there 
has been just one case of progression and slow recurrence 
six years after surgery.[4] 
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Compartment syndrome: 
A rare complication of 
tensor fascia lata fl ap 
reconstruction following 
ilio-inguinal block 
dissection

Sir,
We present here a rare instance of compartment syndrome 
following ilio-inguinal block dissection (IIBD) with a 
tensor fascia lata flap (TFL flap) reconstruction done for 
a patient with penile cancer. In our center, we use a TFL 
flap for cover for large cutaneous defects following IIBD.

A 49 year-old male patient with squamous cell carcinoma 
of the penis underwent partial penectomy on 10th 
Jan.2007. He presented with a 4 x 3 cm inguinal nodal mass 
after 11 months. He underwent left IIBD with a TFL flap, 
right superficial inguinal dissection, and frozen section 
study on 9th Jan 2008.The donor site of the TFL flap was 
primarily closed as the width of the flap was 6 cm. Closure 
of the donor site was done by approximating the fascial 
margin in order to avoid wound breakdown. On the first 
postoperative day, he developed compartment syndrome 
in the left lower limb with neurovascular compromise. 
The entire limb was tense with absence of distal pulses 
and sensory-motor deficit. He did not have significant 
pain due to the epidural analgesia. Immediately, all donor 
site sutures were removed and anterolateral and posterior 
fasciotomies were done in the leg. Vascularity improved 
although there was lack of sensory-motor function in 
the lower limb. Debridement of the vastus lateralis and 
intermedius was done for superficial muscle necrosis after 
three days. He was mobilized from the 15th postoperative 
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day and nerve stimulation exercises were started. Motor 
functions and sensory deficits improved gradually and the 
patient is able to walk well without support now.

IIBD has traditionally been associated with a high incidence 
of complications.[1] The inguinal defects secondary to 
inguinal block dissections can be covered with a simple 
split skin graft, rectus abdominis flap, anterolateral thigh 
rotation flap, or TFL flap. A TFL flap is safe and reliable with 
minimal postoperative morbidity. [1] The donor site defect 
can be either grafted with SSG or primarily closed. If the 
width of the flap is < 8 cm, primary closure can be done 
without much difficulty. Although some close the fascia 
if the defect is narrower; it may be preferable to avoid 
this approach. The following factors are believed to have 
caused or contributed to the problem: i) approximation 
of deep fascia to close the defect might have led to the 
syndrome, ii) good postoperative analgesia masked the 
symptoms, and iii) the syndrome is literally unheard 
of as a complication of the TFL flap and the authors 
have never come across such situation in their clinical 

practice. The latter two might be the reasons for delayed 
detection. The complication may be due to the technical 
flaw which we would like to highlight for the benefit of 
young reconstructive surgeons and those using a similar 
technique.
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