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Fig. 1. Dorsal view of the cerebral hemispheres after
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seen except for a slight asymmetry,

— 200 —



—z4 8 2] 34l 1 A HEEe 15 E T

Fig. 2. Left lateral view of the brain. “Extra” brain tissue Is covered by the dura mater (D}, and protrudes and com-
presses the overlying temporal lobe of the brain,

Fig. 3. The left middle fossa is expanded to contain
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Fig. 4. Serial coronal sections of the brain, showing intraventricular hemorrhage. Note also indented inferior temporal
lobe due to intracranially herniated brain tissue,

Fig. 5. Photomicrograph of the herniated brain tissue showing haphazardly arranged glioneuronal cells with rich
neuropils, IH & E, x100],
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Intracranial Encephalocele
— an autopsy case of anterior basal type —
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Departments of Pathology and Obstetrics &
Gynecology, Seoul National Universily,
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Inchon Gil General Hospital

Encephalocele is a relatively rare congenital anomaly

which is classified into occipital, parietal, anterior
syncipital and anterior basal type regarding to the
protrusion site through the bony defect of the skull.

Anterior basal type of encephalocele is important in
view of it's pathogenesis as well as diagnostic difficulty
because of invisibility on external appearance.

We have experienced a case which could be best {it to
anterior basal encephalocele. This type of encephalocele
is extremely rare.

This report deals with a case of deadborn of 34 weeks
of gestation with body weight of 2400 gm and head
circumference of 32 cm. There was no evidence of pro-
trusion of brain on external examination. On autopsy
the normal brain structure was compressed by abnormal
mass of brain with normal consistency which was found
in the petrous portion of the parietal area and covered
partly by the dura,

In this case, there were another associated anomalies,
such as atrophy of the left optic nerve, hemihypoplasia
of the left mandible, patent ductus arteriosus, bilateral
hydrocele, and Meckel's diverticulum,
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bone
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