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Gross contamination, dural tear, brain herniation, and under-
lying intracerebral hematoma/contusion are the indications 
for an emergency neurosurgical intervention in cases of com-
pound skull fractures.1,2 In the presence of gross contamination 
and tissue loss, surgical repair of the defect can be challeng-
ing.3 In this article, we describe the use of pedicled ipsilateral 
temporalis fascia flap to repair a defect in the dura created by 
compound depressed skull fracture fragments. A 30-year-old 
man presented with the history of road traffic accident while 
he was going on the motorbike and hit by a lorry. There was 
no history of loss of consciousness; vomiting; seizures; or 

bleeding from the ear, nose, or mouth. At the time of presenta-
tion to the emergency room, the patient was conscious; alert; 
and oriented to time, place, and person. Glasgow coma scale 
(GCS) was E4, V5, M6, and pupils were bilaterally equal and re-
acting to light. Cranial nerve, motor, and sensory examination 
was normal. General, systemic, and spinal examination was 
normal. He had a large lacerated wound over the right side 
of the forehead with underlying palpable depressed fracture 
of the frontal bone (►Fig. 1A). Through the lacerated wound 
brain matter was coming out, and there was active bleeding 
from the wound. The wound was covered with sterile gauge 
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Fig. 1  (A, B) Clinical photograph of the patients showing open, contaminated wound with active bleeding and herniation of the brain matter. 
(C) Pedicled graft harvested from right temporal region. (D) Intraoperative photograph showing placement of the bone fragments.
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Fig. 2  Preoperative CT scan of the brain with bone window compound comminuted depressed skull fracture of right frontal bone with underlying frontal 
contusion. CT, computed tomography.

Fig. 3  Postoperative CT scan of the brain showing removal of loose bone fragments, evacuation of the contusion, and replacement of loose bone 
fragments. CT, computed tomography.

pieces to control the bleeding. The patient was shifted for the 
computed tomographic (CT) scan of the brain. CT scan of the 
brain with bone window showed a compound comminut-
ed and depressed fracture of the right frontal bone with un-
derlying frontal contusion (►Fig. 2). His blood investigations 
including coagulation profile were normal. The patient was 
taken for emergency surgery to debride the wound. Fracture 
fragments were exposed by a right frontal hairline incision 
approach extending across the midline (►Fig. 1B). Loose bone 
fragments, necrotic tissue, and underlying contused brain pa-
renchyma were removed (►Fig. 1C). Wound was thoroughly 
irrigated with saline. To close the dural defect, a pedicled tem-
poralis fascia graft was harvested on right side and stitched 
to the dural edges (►Fig. 1C). Large pieces of retrieved bone 
fragments were washed thoroughly and replaced (►Fig. 1D). 
Wound was closed in layers. The patient recovered well after 
surgery. Postoperative CT scan and skull radiographs showed 
good alignment of the bone fragments and evacuation of the 
cerebral contusion (►Figs. 3, 4).

The layered reconstruction of the skull defects (either fol-
lowing surgery or trauma) is essential to reduce the postop-
erative cerebrospinal fluid (CSF) leak and resultant morbidity 
and mortality.3,4 Temporoparietal fascia or superficial tempo-
ral fascia is a thin, highly vascular layer that is supplied by the 
superficial temporal artery.5,6 It is firmly attached to the over-
lying skin and subcutaneous tissue; however, it is relatively 
mobile on the temporalis muscle and can easily be separat-
ed.7,8 Because of its versatile nature, pliability, reliable blood 
supply, wide arc of rotation, and availability in different sizes, 
temporoparietal pedicled facial flap was described to repair 
such defects in the head and neck region.9–13 It has been sug-
gested that even in the presence of gross contamination of 
the scalp wounds, one should perform a through debride-
ment and repair of the defect as it helps reduce the morbid-
ity and mortality.1,2 To achieve the layered reconstruction, 
autologous pedicled temporalis fascia graft is a versatile yet 
simple, durable, cost-effective, efficient option to repair the 
dural defects.4,9,14
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