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Twin pregnancy one neonate with encephalocele
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Encephalocele is neural tube defect characterized by failure of the surface ectoderm
to separate from the neuroectoderm. This leads to a bony defect in the skull table,
which allows herniation of the meninges or brain tissue.1,2 To report case of 30 years
old gravida 5 para 3 abortion 1 lady admitted with diagnosis of twin pregnancy and
one of the twin with neural tube defect, delivered one health neonate and other with
encephalocele. Conclusion folic acid supplementation and/or food fortification for all
reproductive age groups will reduce incidence and recurrence of neural tube defect
according to the level of the risk they have.
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Introduction
Encephalocele is neural tube defect characterized by sac like
protrusions of the brain and the membranes that covers it through
openings in the skull. It results from failure of the surface ectoderm
to separate from the neuroectoderm. This leads to a bony defect in the
skull table, which allows herniation of the meninges or of brain tissue.

Case report
30 years old gravida 5 para 3 abortion 1 lady referred from local
health center with diagnosis of twin pregnancy and latent 1st stage
of labor. On arrival to hospital large for date gravid uterus, multiple
fetal part were palpable, two sites fetal heart beat was heard. Twin
pregnancy was identified 1st cephalic, within normal range both fetal
heart beat, three contractions in ten minute that stayed fifty to sixty
second. During pelvic examination cervix was 8cm dilated, vertex,
left occiput anterior, station on +1. Ultrasuond was done; the 1st twin
was positive fetal heart beat, biparietal was 9.4cm, cephalic and the
second twin was breech, positive fetal heart beat, 7.1cm biparietal
diameter, occipital area of skull defect with protruded mass of 9x10cm
in diameter contains fluid.

She had antenatal care follow up at local health center and
hospital; ultrasound was done once in the same hospital and told her
that twin pregnancy with one in good condition but the 2nd twin had
skull defect with protruded mass at gestational age of 1st twin BPD of
25 week plus three days. After stayed two hours in hospital she gave
birth of 1st twin spontaneously female neonate, weighing 2400gm and
APGAR score of seven and nine at 1st and 5th minute respectively. The
2nd twin was delivered after ten minute of the 1st twin delivered with
finding of male neonate weighing 2000gm with APGAR score four,
five and five at 1st, 5th and 10th minute respectively. The placenta was
two separated placenta of diamniotic dichorionic placent. Neonate
had skull defect on occipital area with protruded mass .with diagnosis
of neural tube defect (encephalocele) neonate managed and after
14hours stayed, neonate was died by respiratory failure. Her body
mass index was 22.6 kg/cm2 and she was investigated for diabetic,
random blood sugar level was in normal range. The mother and the
first neonate was discharged in good condition after contraceptive was
given on second post-partum day (figure 1).

Figure 1 The mother and the first neonate was discharged in good condition after contraceptive was given on second post-partum day.

Submit Manuscript | http://medcraveonline.com

Int J Pregn & Chi Birth. 2018;4(2):102‒103.

102

© 2018 Digafe et al. This is an open access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and build upon your work non-commercially.

Copyright:
©2018 Digafe et al.

Twin pregnancy one neonate with encephalocele

Discussion
Encephalocele is neural tube defect which includes abnormalities
in skull, scalp, and brain tissue formation. These conditions are lethal,
except small encephaloceles.1
Even though the prevalence of neural tube defect is not well
known in sub Saharan countries, prevalence-at-birth of neural tube
defect was 1.6/1,000 twin births, which is significantly higher than
the singleton prevalence of 1.1/1,000 births in USA. The prevalence
of encephalocele in total birth was 0.41 and in singleton was 0.08.the
prevalence of encephalocele in neural tube defect was 15%.2 Male to
female ratio of encephalocele in twin was 0.17, in singleton was 1.03.
The prevalence of both encephalocele and anencephaly are increased,
whereas spinal bifida is decreased in twin birth.2,3
The main risk factor in our set up considered as lack of folic acid
supplementation and/or food fortification, even if the presence of
other factors like environmental toxicants, cannot be excluded.1−3
Abnormal folate metabolism was responsible for many neural-tube
malformations. A thermolabile variant of the enzyme,4 10-methylene
tetrahydrofolate reductase (MTHFR), which plays a key role in folate
metabolism, was shown to be associated with neural-tube defects.
This enzyme transfers a methyl group from folic acid to convert
homocysteine to methionine. One abnormal form of MTHFR carries
a mutation at position 677 of its gene and has reduced enzymatic
activity. Folic acid supplementation likely works by overcoming this
relative enzyme deficiency. Because some defects develop in fetuses
with normal 677C T alleles, and because folic acid supplementation
does not prevent all cases, other unknown genes or factors are
presumed to be involved.5−7
Literature indicated that encephaloceles are often will have
microcephaly (abnormal small head) similar to this case had small head
some part of brain tissue was extruded through the defect and other
will have craniofacial abnormalities or other brain malformations.2,8
In our set up screening method by maternal serum alpha-fetoprotein
is not widely available and early diagnosis does not change the
outcome of this case, but obstetric ultrasonography report excellent
sensitivity and specificity in detecting fetal neural tube defects,
especially in high-risk patients, and many hospital or diagnostic
center offer specialized ultrasound examination as a diagnostic test
for women at high risk of neural tube defects.9,10
The fetus with neural tube defect should be delivered at term when
lung maturity is well established. In this case a neural tube defect was
diagnosed during antenatal care follow up but delivery was delayed
for achieving lung maturity of health fetus. Literature recommended
that fetus with neural tube defect complicated by enlarged head,
spinal bifida, neurological dysfunction and breech presentation,
cesarean delivery is standard.11 The delivery should be at hospital
with neonatal intensive care unit and personnel capable of managing
the complications for better outcome.12 Even though we don’t have
such set up, this is lethal congenital malformation; we cannot change
the outcome of the malformed one even if she had delivered at best
facilities.
The recurrence risk of neural tube defect after one affected child
is 3 to 4 percent, and after two affected children is 10 percent without
folic acid supplementation. With folic acid supplementation, the
risk of recurrence after one affected child decreases by 70 percent
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to less than 1 percent .It currently is recommended that women of
reproductive age take a 400μg folic acid supplement daily before
conception and at least through the first 4 weeks of fetal development
to be effective. Consumption of 400μg folic acid per day for women
at low risk would reduce the incidence of NTDs by 36%, the 4 mg
folic acid per day, for women at high risk, would reduce the incidence
of neural tube defect by 82%, and a 5mg folic acid would reduce the
incidence by 85%.6,7
Neural tube closure is normally complete by the end of the fourth
week after conception (6 weeks after the last period), a time when
many women do not yet realize they are pregnant.1,2

Conclusion
On conclusion folic acid supplementation and/or food fortification
for all reproductive age groups will reduce incidence and recurrence
of non syndromic neural tube defect according to the level of the risk
factors.
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