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Obstetrics and Gynecology / Kadın Doğum

Case Report / Vaka Sunumu

Temporo-parietal encephalocele: A case report
Temporo-parietal ensefalosel: Olgu sunumu
İpek Ulu1, Yasemin Çekmez1, Esra Tuştaş Haberal1, Mehmet Serdar Gülşen1, Şirin Güven2
ABSTRACT

ÖZ

Herniation of the brain tissue with or without meninges through
a defect in the calvarium is defined as encephalocele. Most commonly it is seen in the occipital region, the temporal encephalocele constitutes of only 1% of all cases of encephalocele. A 33year-old woman gravida 5, parity 2, applied to our hospital with
the complaint of low back pain at 38+5 weeks of gestation. On
sonographic examination a single viable male fetus appropriate
for 38 weeks of gestation was detected. In the calvarium of the
fetus a 3x4cm mass protruding from the left temporo-parietal
region was also detected. Small amount of brain tissue was identified in this mass. Any other fetal extracranial congenital malformations were not detected. Diagnosis of a temporo-parietal
encephalocele was made. Encephaloceles are generally prone
to be localized at occipital and anterior region of the calvarium.
Temporo-parietal location is very rare in the literature. Two dimensional (2D) ultrasound catches nearly 80% of encephaloceles. Management of encephaloceles depends on the location and
size of them. The size of the bulging brain tissue and associated
lethal anomalies play role in the decision for the termination of
pregnancy. If the brain tissue in the sac is small then the prognosis becomes promising as we expect to be in our case.

Beyin dokusunun meninkslerle veya değil, kafatasındaki bir defektten fıtıklaşması ensefalosel olarak tanımlanır. Çoğunlukla oksipital bölgede görülür, temporal ensefalosel tüm ensefalosellerin yalnızca %1’ini oluşturur. Otuz üç yaşında bir kadın, gravida 5,
parite 2, 38 hafta 5 günlük gebeliği mevcutken bel ağrısı ile hastanemize başvurdu. Ultrasonografisinde 38 hafta ile uyumlu tekil, canlı, erkek fetus saptandı. Fetusun kafatasında sol temporoparietal bölgeden protrude olan 3x4cm’lik kitle saptandı. Kitle
içinde az miktarda beyin dokusu saptandı. Başka bir extrakranyal
kongenital malformasyon saptanmadı. Temporo-parietal ensefalosel tanısı koyuldu. Ensefaloseller genellikle kafatasının oksipital
veya anterior bölgesinde olmaya meyillidirler. Temporo-parietal
yerleşim literatürde oldukça enderdir. İki boyutlu ultrason ensefalosellerin yaklaşık %80’ini yakalar. Ensefalosellerin yönetimi
yerleşim ve boyutlarına bağlıdır. Gebeliğin sonlandırılması kararında, taşan beyin dokusunun boyutu ve eşlik eden ölümcül
anomaliler rol oynar. Kesedeki beyin dokusu küçük ise, o zaman
prognoz olgumuzda olmasını beklediğimiz gibi umut verici olur.
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INTRODUCTION

encephalocele4. Thus the postero-temporo-parietal
location of the encephalocele renders our case unusual. Our aim is to draw attention to this rare location
of the encephaloceles which can be overlooked.

Herniation of the brain tissue together with or without meninges through a defect in the calvarium is
defined as encephalocele1. Its incidence is 0.8-5.6
per 10,000 live births1. It’s known as a defect of mesoderm. Some enviromental and genetic factors are
thought to be the precipitators2. Most commonly
they are seen in occipital region and frontoethmoidal region is its second common location. It rarely
occurs in sphenoidal or parietal region3. The temporal encephalocele consists of only 1% of all cases of

Case report
A 33-year-old pregnant woman gravida 5, parity 2
was admitted to our hospital with the complaint of
low back pain at 38+5 weeks of gestation. She had
the history of two spontaneous abortions but no
history of rashes, radiation exposure or drug intake.
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During sonographic examination a single viable male
fetus appropriate for 38 weeks of gestation was detected. In the calvarium of the fetus a 3x4 cm mass
was also detected protruding from the left temporoparietal region. Small amount of brain tissue was
identified in this mass. Any fetal extracranial congenital malformations were not detected. Diagnosis of
a temporo-parietal encephalocele was made. Our
patient did not undergo any ultrasonographic exam
up to 28 weeks of gestation. The patient confessed
that she had been referred to further investigations
in her previous prenatal visit but she had refused
it, fearing from coming across with the suggestion
of termination. During the evaluation process, fetal

distress characterized by severe decelerations of fetal heart beats was noticed. An emergency caesarean section was performed. The baby was born with a
3x4 centimeter (cm) temporo-parietal encephalocele. The lesion was covered with normal skin (Figure 1
and 2). The Apgar scores were 7 and 9 at 1st and 5th
minutes respectively.
Postpartum computer tomography (CT) of the neonate showed a 3x4 cm osseous defect and a 6 mm
parenchymal herniation at the left temporo-parietal
region (Figure 3). Parenchymal and extraparenchymal structures of the fetal brain were normal. However myelocortical atrophy and iso-hypodense
changes were detected in the herniated parenchyma. The fetal trunk and extremities were normal.
Neonatal Magnetic resonance imaging (MRI) also
showed the abnormal brain tissue in continuity with
normal brain (Figure 3). Detailed neurological and
other systemic examinations did not reveal any associated significant anomalies. Excision and repair of
the sac together with duraplasty was planned by the
neurosurgeons.

Figure 1. Newborn with the encephalocele.

Figure 2. Encephalocele from the lateral view.

Figure 3. Neonatal MRI demonstrating the encephalocele with
abnormal brain tissue in continuity with normal brain.
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DIscussIon
Encephaloceles generally present themselves at occipital and anterior region of the calvarium5. Temporoparietal location is very rare in the literature. Nagulich
et al.6 reported eight cases of temporal encephalocele. Only four out of 419 cases of encephalocele
reported by Arseni and Horvath involved temporal
region7. In our case the encephalocele was located in
postero-temporo-parietal region which constitutes
1% of all encephaloceles.
Defective closure of the anterolateral fontanelle (pterion), where the temporal, parietal, frontal bones and
the greater wing of the sphenoid bone join may result
in this type of encephalocele. The underlying cause is
not a genetic mutation or a chromosomal abnormality in most of the cases1. Environmental and genetic
factors are thought to be involved8. In our case there
is not any other concomitant congenital malformation. Unlike our case, female gender predisposes more
frequently to develop this anomaly according to the
literature1.
Prenatal diagnosis of encephalocele can be possible
with measuring maternal serum alpha-fetoprotein
levels and performing ultrasonographic examinations (US)9. Two dimensional (2D) ultrasound catches
nearly 80% of encephaloceles10. We also diagnosed
the encephalocele in our case using 2D ultrasound.
It is usually shown as a solid or a cystic brain lesion
bulging through a defect in the calvarium11. For the
diagnosis of small encephaloceles, MRI is more useful12. We did not have a chance of performing MRI
because of the presence of acute fetal distress.
Management of encephaloceles depends on the
location and size of them. Prognosis of occipital encephaloceles is worse due to the strong association
with other malformations13. Parietal encephaloceles
also have bad prognosis when they are associated
with brain malformations14. In our case the temporoparietal location is thought to give the patient the
chance of close to normal neurological development.
Besides, small size of the encephalocele in our case
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contributed to the good prognosis of the disease. The
size of the bulging brain tissue and associated lethal
anomalies play role in the decision of termination of
the pregnancy. If the brain tissue in the sac is small
then the prognosis becomes promising as we expect
to be in our case. Anyway his parents did not hesitate
to continue with the pregnancy.
Neurological development of the neonate born with
the temporal encephalocele is generally close to normal but psychomotor retardation has been reported
in the literature6. Complete excision of the lesion is
suggested in these encephaloceles. This localization of the encephalocele that differentiates our case
from the others should be kept in mind when a calvarial asymmetry is detected.
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