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BACKGROUND

Meningoencephalocele:
is a neural tube ﬁefect

is PROTRUTION of intracranial structure outside the confined of the skull
through the cranial bone defect, occurs MIDLINE

Insidence 1: 5000 to 10.000 births worldwide

Intracranial structure consists of brain tissue and cergbrospinal fluid
Brain tissue might be nonfunctional glial elements or vital structure such as
hypothalamus
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Congenital brain
-malformations
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Classification by. Suwanwela & Suwanwela*

Classification

Syatem based on Suwanwels and Suwsnwela®™:
l. eccipiial: ofen involves vascular struciures
1. ernnial vault: eemprises = 80%alencephaloceles in Western hemisphere
a) interfromial
b} anteriof fontanelle
c) mterpariztal: ofen tnvolves vascular stroctures
d) temporal
e)] posterior fontanelle
3. fronto-cthmoidal: AKA sincipial; 1 5%ofencephaloceles; external opening into face in one ol the
following 3 regions
a) masafrontal: external defect i the nasion
b} maso-cthmoidal: defect between nasal bone and naxal cartilage
£} maso-orbital: defiect in the anlero-inferior portion of medial orbital wall
4. basal: | 3%olencephalocehes; (see bolow)
a) transeihmoldal: protrudes into nosal cavity through defect in eribriform plate
b} sphepo-ethmoidal: proirudes inlo posterior nasal cavity

¢) transsphencidal: protrudes into sphenoid sinus or nasopharynx through patent craniophar-
yngeal canal (foramen cecum)
d) fronto-sphenoidal or sphenc-orbital; protrudes into orbit through superior orbital fissure
5. posterior fossa; usually contams cerebellar tissue and ventricular component

‘Suwanivels C, Stwanwela N, A Morphological Classiicatan on Sméiaital Encophalomengoceias, J Neurasurg, 1972, 36.201-211



sphenmd bone: Protrude into sphenoid sinus or
nasapharyny

fronto-sphenoid or spheno-orbital: Protrude into
arbit




ETIOLOGY

Two main theories*:

*Arrested closure of normal confining tissue allows herniation through
persistent defect

*Early outgrowth of neural tissue prevents normal closure of cranial
coverings

‘Greenbirg M., 2016, Devedopmental Anomalkes i Handbook of Newrosirgery & ed. Thieme. New York, P255-256



DIAGNO?E_ )

* Prenatal:
Ultrasound,
abnormal AFP
maternal serum

= Birth: Visible
mass, CT scan
head (3D
reconstruction),
MRI head

Fig. 223 Sl accipital encephadocele Seem of intrantecine
Tugnetic nelansnce Emaging {MRI



MANAGEMENT

* Occipital encephalocele: SURGICAL EXCISION of the sac and water-tight
dural closure. Hydrocephalus is often present and may need to be treated
separately.

» Basal encephalocele: Transnasal approach
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OUTCOME

* Occipital encephalocele: The prognosis is better in occipital meningocele than
in encephalocele.

* Prognosis is worse if a cerebral tissue is present in the sac, if the ventricles
extend into the sac, or if there is hydrocephalus.

*» Less than 5%of infants with encephalocele develop normally.
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