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In this cohort of 8 patients with TE’s, gender, ethnicity, and age of diagnosis had 
no significant correlation with TE diagnosis. BMI had a strong correlation with 
TE diagnosis (P = 0.0039), with the mean BMI in the  87th percentile. 75% of TEs 
were iatrogenic or spontaneous. 2 patients had a history of seizures,  but the 
epileptic focus was unlikely the TE. Treatment strategies varied, with 
infratemporal fossa encephaloceles undergoing observation in the absence of 
symptoms. All tegmen mastoideum and tegmen tympani encephaloceles were 
treated surgically.  To date, no patients have known recurrence if treated 
surgically.

This study was approved by the Baylor College of Medicine IRB. We 

performed a retrospective review of temporal lobe encephaloceles between 
2010-2015 at Texas Children’s Hospital in Houston, TX using the electronic 
health record. A total of 85 pediatric patients were found to have 
encephaloceles, 8 of which had TEs. Patient information and individual head 
imaging was reviewed for these 8 patients. Demographics, BMI, etiology, 
laterality, location within the temporal bone, seizure incidence, CSF leak 
incidence, and management, were reviewed and analyzed using Excel. 

Methods

In adults, increased BMI is associated with both spontaneous and iatrogenic TE’s.1  Based on this study, our pediatric cohort follows a similar pattern, as BMI is strongly 
correlated with TE incidence and the majority of TEs in this study were iatrogenic or spontaneous. Given the rarity of pediatric TE occurrence, larger studies are needed to 
establish a correlation between seizure incidence and TE occurrence, as the likely epileptic foci in the two patients in this cohort with seizures were not related to their 
respective TEs. Literature suggests that surgical management of TE's in drug resistant temporal lobe epilepsy is effective (80% seizure-free at 1-year follow up).2 A 
multilayered approach including fascia, bone graft, bone plate, cartilage, gel-foam, and fibrin glue was the  most common surgical management in our study, and is shown 
to be a reliable repair method.3 Observation is also an appropriate course of action, especially in asymptomatic patients where the TE was diagnosed incidentally.

Introduction
Encephaloceles are herniations of brain parenchyma through dural and bony 
defects. Temporal encephaloceles (TEs) make up a small percentage of all 
encephaloceles. Etiologies can be congenital, iatrogenic, spontaneous, 
infectious, traumatic, or neoplastic/malignant. Sequelae of temporal 
encephaloceles are varied, and include CSF leak, meningitis, headaches, CHL, 
and seizures. The temporal lobe is the most common location for focal 
epilepsy, and encephaloceles can act as an epileptogenic focus. There is a 
paucity of literature on the incidence, etiology, and treatment of temporal 
encephaloceles in pediatric populations. This study assesses pediatric 
encephaloceles at a tertiary center to compare adult and pediatric 
etiologies of TE’s, assess possible risk factors and review treatment 

strategies. 

Results

Table 1. Patient Characteristics

Discussion and Conclusions

A
B

C

A

B C

Location Surgery Observation P=0.091

Infratemporal Fossa 1 3

Tegmen Mastoideum 3 0

Tegmen Tympani 1 0

Total 5 3

A
B

A

B

Patient Characteristic n P-value

Gender *0.4795

Male 5

Female 3

Ethnicity *0.801

White Non-Hispanic 2

Black 1

Hispanic/Latino 3

Asian 2

Age of Diagnosis *0.26

0-5 0

6-10 4

11-15 2

16-18 2

Mean Age = 10.75

BMI **0.0039

Underweight (<5th) 0

Normal Weight (5 - <85th) 2

Overweight (>85th) 2

Obese (>95th) 4

Mean BMI (percentile) = 87

*Chi-Square goodness-of-fit score; **One Sample Sign Test; median percentile is significantly higher than average
median; BMI: Body Mass Index

C

Encephalocele n (%) P-value*

Etiology 0.13

Congenital/Syndromic 2 (25)

Cholesteatoma/Iatrogenic 3 (37.5)

Spontaneous 3 (37.5)

Infectious 0 (0)

Malignancy 0 (0)

Trauma 0 (0)

Laterality 0.157

Left 6 (75)

Right 2 (25)

Location 0.172

Infratemporal Fossa 4 (50)

Tegmen Mastoideum 3 (37.5)

Tegmen Tympani 1 (12.5)

Petrous Apex 0

Seizure** 2 (25)

CSF Leak 1 (12.5)
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Figure 1 A. Pre-operative coronal temporal bone CT demonstrating 
tegmen mastoideum encephalocele. B. Post-operative imaging of same
patient after multilayered repair.

*P-value calculated using Chi-square goodness-of-fit Test, **TE unlikely the epileptic focus, CSF = cerebrospinal fluid

Table 2. Encephalocele Characteristics

Table 2. Location and Type of Management 
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