
EP.0268 - Planned delivery for a fetus diagnosed with a meningocele: A case report

Case report:
A 33-year-old lady, in her second pregnancy at period of gestation (POG) of 36 weeks was transferred for multi-disciplinary team
(MDT) care as she was carrying a fetus with a L4 to S3 level meningocele. It was diagnosed by ultrasonography at 21weeks. She was
healthy, with negative family history for NTDs. Neonatology and neurosurgical teams were alerted and planned for inward care
until term as she was having polyhydroamnios. As the meningocele was large (6cm), to prevent its rupture, an elective caesarean
section (CS) was planned with a midline skin incision and a possible “J” extension of the uterine incision.
At 36weeks POG, she developed dribbling and an emergency CS was performed to prevent an ascending infection and neonatal
sepsis. Pre-planned steps followed sequentially ended up with sending a 14 days old baby home with intact sphincter functions
and limb movements at post correction day 13.
Discussion:
Open NTDs carry higher risk of neurological dysfunction compared to closed defects. Maternal serum and amniotic fluid alpha-feto
protein (AFP) levels and ultrasonography provide adequate clues for differentiation.
A meningocele has protrusion of meninges, forming a thin-walled cystic lesion containing CSF. Usually, the spinal cord and roots
stay intact, preserving neurological functions. Rupture of a large meningocele may result in sudden intracranial pressure depletion
and infection. Thus, all precautions for a meticulous delivery must be implemented in absence of facilities for prenatal correction.
Despite no clear advantage of offering CS over a vaginal delivery in presence of NTDs, individual considerations are made to
minimize trauma to neural tissue, to prevent rupture of meningoceles, prevent intrapartum hypoxia and labor dystocia.
Conclusions:
Prognosis of NTDs depend on type of defect, affected segment/s, presence or absence of other anomalies and level of care
provided. Consistently better outcomes were noted once delivery is planned at a tertiary center with advanced pediatric
neurosurgical facilities. Unless any other obstetric indication/s warranted, delivering at term to prevent prematurity associated
complications is vital.
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Objectives:
Neural tube defects (NTD) are classified as spina bifida (SB) occulta (closed defects) and SB aperta (open defects) comprising of myelomeningocele, meningocele and myeloschisis. Former
condition shows better outcome with least complications and latter conditions may lead to ambulatory difficulties, impaired bladder, bowel functions and cranial anomalies. Complications
are minimized by planned, atraumatic delivery with available post-delivery corrective facilities. Here we discuss a case of a fetus with meningocele, managed successfully.
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