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ABSTRACT

Anencephaly is a condition in which there is an absence of skull and brain tissues. Absence of cranial 
vault mainly results because of defective neurulation. Absence of cerebral tissues may cause dimin-
ished heart size, due to decreased heart load causing various cardiac abnormalities. Here, we report 
a case of a primigravida lady at 17 weeks of gestation with misoprostol induced expulsion of fetus 
after ultrasonography revealed absence of brain tissue and calvarium above the orbits suggesting 
anencephaly. A 300g fetus was delivered which confirmed the ultrasound findings. The patient was 
discharged with advice for intake of folic acid beginning from 3 months before conception in fu-
ture pregnancies. Neural tube defects can manifest within approximately 28 days of gestation which 
highlights the importance of oral folic acid intake before pregnancy.
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INTRODUCTION

Anencephaly is a neural tube defect where the 
proximal tube fails to close. There is an open defect 
at the calvarium. Anencephaly occurs in 1:1,000 to 
1:20,000 infants.1 Most of the anencephaly shows a 
multifactorial pattern of inheritance, with interaction 
of multiple genes as well as environmental factors.2 

Women who are planning to conceive should be 
informed about the importance of folic acid in fetal 
development and advised to take 400mcg/day of folic 
acid supplements.3

CASE REPORT

A 22-year-old primigravida lady from Kathmandu at 
17 weeks and 3 days of gestation presented to the 
outpatient department of our institution for her regular 
antenatal checkup (ANC) visit. The first day of her last 
menstrual period (LMP) was on Feb 27th 2020, and her 
expected date of delivery was 3rd December 2020. 

During her routine antenatal ultrasound scan (USG), 
a singleton live intrauterine fetus at 17 weeks with 
absent brain tissue above the orbits (toad sign) was 
seen (Figure 1).

Figure 1. Ultrasound images showing the absent 
calvaria and exposed brain tissue.

Normal fetal movements and a regular cardiac activity 
were noted. The fetal femoral length was 27mm and 
the abdominal circumference was 107mm. The fetus’s 
thorax, spine, nose, eyes, abdominal wall and stomach 
were normal. Four chamber view was seen in the 
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heart. A three vessel cord was seen. Urinary bladder, 
upper and lower limbs were also seen.

Posterior placentation with first grade maturity was 
noted without calcifications or infarcts. Amniotic fluid 
was normal in amount and the cervical canal was 36 
mm without dilation. Based on the USG findings, the 
patient was advised for termination of pregnancy and 
was admitted on the same day at 1:00 pm. Following 
admission, the patient’s vitals were being monitored 
every hourly.

The patient was afebrile and stable. Abdomen was soft 
and non-tender, and she was watched for expulsion. 
At 4:00 pm, she complained of 3 episodes of diarrhoea 
but she was otherwise normal. 

A per vaginal exam done at 6:30pm revealed that 
the membranes had been ruptured and the os was 
1cm dilated. At 7:02pm, she was prescribed Tablet 
Misoprostol 400mcg via buccal route at to be given at 
8 pm along with an intravenous infusion of oxytocin 
5 IU in 500ml of dextrose at 40 drops per minute. 
Another per vaginal examination done at 7:13pm 
found a 2cm dilated os with ruptured membranes. The 
rate of infusion of oxytocin was reduced to 10 drops 
per minute.

At 9pm, the patient was taken to operation theatre for 
expulsion of fetus. She was put on lithotomy position, 
and the bladder was evacuated. She was encouraged 
to push in each contraction. An anencephalic fetus 
weighing about 300 gm was delivered at 9:00pm and 
the placenta was delivered by controlled cord traction 
(Figure 2).

Figure 2. Fetus with anencephaly and low set ears.

Hemostasis was secured and a vaginal toileting was 
done. Tablet misoprostol 600mcg was inserted per 
rectum immediately. The total estimated blood loss 
was about 50ml.

At 10:56pm, the patient was shifted to the ward. Her 
post-delivery period was uneventful. The patient was 
discharged 2 days after delivery. 

DISCUSSION

We discussed a case of a fetus delivered at 17 weeks 
and 3 days of gestation after misoprostol induction for 
USG findings of anencephaly. Although fetal cardiac 
activity and fetal movements were noted in the USG, 
fetuses with such severe neural tube defects are not 
compatible with life. Even if they are born, they may 
survive for a few hours to days.

The central nervous system develops from the neural 
plate at the beginning of the third week of gestation. 
The lateral margins of the plate thicken, elevate and 
join in the midline to close in cranial to caudal direction. 
The cranial neuropore closes at the 25th day and caudal 
at about the 27th day of gestation. The failure of this 
closure of the neural tube gives rise to neural tube 
defects.

Anencephaly is considered as a lethal diagnosis as it 
has been reported to be 100% lethal in the first year 
of life.4,5 Congenital lack of mesenchymal migration 
in the fourth week of gestation leading to absence 
of the calvarium and abnormal development of 
the cortical structures results in the development 
of anencephaly.6  The early recognition of this 
diagnosis allowed pregnancy decisions to be made 
earlier.  Ultrasound is the ideal imaging method for 
the early detection of fetal anomalies given its high 
diagnostic capacity, non-invasiveness, rapid detection, 
low cost, and availability. Moreover, ultrasound offers 
the advantage of earlier detection beginning at 10 
weeks gestation to allow more comprehensive parent 
counseling and earlier decisions regarding the future 
of the pregnancy.7,8

Chandrupatla et al. reported a similar case of 
anencephaly diagnosed at USG and confirmed after 
delivery of fetus.9

Consent: JNMA Case Report Consent Form was signed 
by the patient and the original article is attached with 
the patient’s chart.

Conflict of Interest: None.

Shrestha et al. Misoprostol Induced Expulsion of Fetus Following Diagnosis of Anencephaly with Cardiac Abnormalities on Ultrasound...

http://jnma.com.np/files/submission/ConsentForm_JNMA_CR.pdf


JNMA I VOL 59 I ISSUE 236 I April 2021398
Free Full Text Articles are Available at www.jnma.com.np

REFERENCES
1.	 Kurtoglu Z, Uluutku MH, Yeginoglu G, Aktekin M, 

Camdeviren H. Morphometric evaluation of the cardiac 
ventricular capacity of anencephalic fetuses. Clin Anat. 2004 
Sep;17(6):487-91. [PubMed | Full Text | DOI]

2.	 Best RG, Greg AR, Lorenzo N, Kao A. Anencephaly 
[Internet]. USA: Medscape; [updated 2016, Mar 31; cited 
2021 Jan 21]. Available from: https://emedicine.medscape.
com/article/1181570-overview. [Full Text]

3.	 Kondo A, Kamihira O, Ozawa H. Neural tube defects: 
prevalence, etiology and prevention. Int J Urol. 2009 
Jan;16(1):49-57. [PubMed | Full Text | DOI]

4.	 Forrester MB, Merz RD.  First-year mortality rates for 
selected birth defects, Hawaii, 1986–1999. Am J Med Genet 
A. 2003;119A(3):311–18. [PubMed | Full Text | DOI] 

5.	 Nembhard WN, Waller DK, Sever LE et al.  Patterns of 
first-year survival among infants with selected congenital 

anomalies in Texas, 1995–1997.  Teratology.  2001;64(5) 
:267–75. [PubMed | Full Text | DOI]

6.	 Cheng CC, Lee FK, Lin HW, et al. Diagnosis of fetal acrania 
during the first trimester nuchal translucency screening for 
Down syndrome.  Int J Gynaecol Obstet.  2003;80(2):139–44. 
[PubMed | Full Text | DOI]

7.	 Isaksen C, Eik-Nes S, Blaas H, et al. Comparison of prenatal 
ultrasound and postmortem findings in fetuses and infants 
with central nervous system anomalies. Ultrasound Obstet 
Gynecol. 1998;11(4):246–53. [PubMed | Full Text | DOI]

8.	 Nishi T, Nakano R. First-trimester diagnosis of exencephaly 
by transvaginal ultraso  nography.  JF Ultrasound 
Med. 1994;13(2):149–51. [PubMed | Full Text | DOI]

9.	 Chandrupatla M, Swargam N. Anencephaly: A Case 
Report. International Journal of Scientific Study. 2014 
October;2(7):255-7. [Full Text]

Shrestha et al. Misoprostol Induced Expulsion of Fetus Following Diagnosis of Anencephaly with Cardiac Abnormalities on Ultrasound...

© The Author(s) 2018. 

This work is licensed under a Creative Commons Attribution 4.0 International License. The images or other third party material in this article 
are included in the article’s Creative Commons license, unless indicated otherwise in the credit line; if the material is not included under the 
Creative Commons license, users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit http://creativecommons.org/licenses/by/4.0/

https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://emedicine.medscape.com/article/1181570-overview
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
https://pubmed.ncbi.nlm.nih.gov/27435280/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-016-2564-y
https://doi.org/10.1186/s12885-016-2564-y
http://www.ijss-sn.com/uploads/2/0/1/5/20153321/ijss_oct_cr17.pdf

	_Hlk48766716
	_Hlk48389615
	_Hlk48767977
	_Hlk67151907
	_Hlk69209583
	_Hlk48493656
	_Hlk66993339
	_Hlk52744136
	_Hlk53001794
	_Hlk52744253
	_GoBack
	_Hlk55953797
	_Hlk56193348
	_Hlk56193428
	_Hlk56187841
	_Hlk56193509
	_Hlk56193479
	_Hlk56419378
	_Hlk56419275
	_Hlk56419300
	_Hlk56419334
	_Hlk56412284
	_Hlk56081204
	_Hlk56412170
	_Hlk56412194
	_Hlk56412223
	_Hlk56412242
	_Hlk56412081
	_Hlk56368765
	_Hlk56412049
	_Hlk56411789
	_Hlk56411838
	_Hlk56411896
	_Hlk56411923
	_Hlk56410486
	_Hlk56410555
	_Hlk55902763
	_Hlk56410585
	_Hlk56410904
	_Hlk56410957
	_Hlk56411006
	_Hlk56411045
	_Hlk56411100
	_Hlk56377646
	_Hlk56411213
	_Hlk56411564
	_Hlk56411588
	_Hlk56411629
	_Hlk56411501
	_Hlk56411535
	_Hlk56411407
	_Hlk56411448
	_Hlk56411372
	_Hlk56378517
	_GoBack
	_GoBack
	_Hlk49693850
	_Hlk49372344
	_Hlk49500731
	_Hlk49197011
	_Hlk49198357
	_GoBack
	_Hlk49376889
	_top
	_GoBack
	_GoBack
	_GoBack

