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Intestinal prolapse through omphalomesenteric fistula, a rare cause
of neonatal occlusion: A case report

Cheikh Diouf a,*, Ndeye Aby Ndoye b, Aimé Lakh Faye b, Oumar Ndour b, Gabriel Ngomb

aAssane Seck University of Ziguinchor, Senegal
bCheikh Anta Diop University of Dakar, Senegal
a r t i c l e i n f o

Article history:
Received 28 March 2016
Received in revised form
9 April 2016
Accepted 13 April 2016

Key words:
Omphalomesenteric fistula
Occlusion
Prolapse
* Corresponding author. Assane Seck University of
Ziguinchor, Senegal. Tel.: þ221 776474723, þ221 7095

E-mail address: cdiouf37@gmail.com (C. Diouf).

2213-5766/� 2016 The Authors. Published by Elsevier
http://dx.doi.org/10.1016/j.epsc.2016.04.015
a b s t r a c t

Acute intestinal obstruction secondary to omphalomesenteric fistula is a very rare condition. Ompha-
lomesenteric fistula is a consequence of a defect in involution of the vitelline duct between the fifth and
ninth week of intrauterine development. We are reporting on a case of neonatal intestinal obstruction
due to a prolapse of small bowel through an omphalomesenteric fistula. A newborn baby aged 15 days
was admitted in emergency with acute intestinal obstruction lasting for two days. The physical exami-
nation found prolapse of small bowel through a persistent omphalomesenteric duct. He received surgical
treatment with favorable evolution. The scarcity of the reason during the neonatal period should draw
the attention of pediatric surgeons because of its potential complications.
� 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Congenital intestinal anomalies remain the main causes of in-
testinal obstruction during the neonatal period. Persistence of the
omphalomesenteric duct remains the most common gastrointes-
tinal tract disorder [1e3]. Defects in the omphalomesenteric duct
may result from a partial persistence of the vitelline duct (Meckel’s
diverticulum, umbilical sinus, vitelline cyst, or fibrous cord con-
necting the umbilicus to the intestine) or complete persistence of
the vitelline duct performing an omphalomesenteric or umbilical
enteric fistula [3,4]. Usually the clinical symptoms of omphalome-
senteric fistula is represented by umbilical oozing, but in cases
where fistula is wide a prolapsed bowel can be observed causing
small bowel obstruction [2,3].

The purpose of this article is to report on a case of neonatal
occlusion secondary to prolapse of the small intestine over an
omphalomesenteric fistula in our precarious working conditions.
1. Observation

A 15 day male infant who had born at term was admitted in
emergency room with acute small bowel evisceration through the
umbilicus, abdominal distension, vomiting, absence of passage of
gas and feces, and abdominal distension of 48 h duration. Physical
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examination revealed dehydration, normal colored mucosa, a
temperature at 37,7 �C, a pulse of 123 beats/min, and weighing
3100 g. We also found an omphalomesenteric fistula with a
T-shaped prolapse of the small intestine ischemia, swollen and
bleeding at the slightest touch (Fig. 1). Laboratory tests found a
blood type A Rh positive, 13.1 g/dL hemoglobin, white blood cells
count of 8500/mL, 38.5% hematocrit, platelets count of 434,000/mL.
The electrolytes and renal function were normal. Abdominal plain
X-rays showed air-fluid levels of small intestine type. Echocardi-
ography was normal. After resuscitation, an exploratory laparot-
omy, showed a persistent omphalomesenteric duct with prolapse
of the small bowel and gangrene. Small bowel resection followed
by a termino terminal anastomosis was done (Fig. 2). The post
operative course was uneventful. The child returned home 10 days
after the intervention. With six month of follow up any problem
was noted.

2. Discussion

The persistent omphalomesenteric duct is an outcome of a
regression defect of the vitelline duct. This duct normally re-
gresses between the sixth and ninth week of intrauterine devel-
opment [2,3]. However it remains permeable in about 2% of
children [4,5]. Neonatal intestinal obstruction is a common pa-
thology but intestinal obstruction due to a prolapse of the small
bowel on an omphalomesenteric fistula is a rare clinical presen-
tation [6].
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Fig. 1. Omphalomesenteric fistula with a T-shaped prolapse of the small bowel.
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Epidemiologically there is an equal frequency between the
sexes, although symptomatic forms are more common in males [2].

The clinical presentation of the omphalomesenteric fistula is
variable and depends on the age [2]. In 85% of children aged less
than one month and 77% of children aged between 1 and 24
months, omphalomesenteric fistula is symptomatic. It may be
commonplace in the form of umbilical oozing, an umbilical hernia,
or then a type of abdominal pain, rectal bleeding, and acute intes-
tinal obstruction [2,4]. Acute intestinal obstruction occurs in this
case in a volvulus, an internal hernia or intussusception prolapsing
through the omphalomesenteric duct [2,6].
Fig. 2. Intestinal resection before termino terminal ileo/ileal anastomosis.
The laboratory tests were enabled to assess the impact of acute
intestinal obstruction including electrolytes balance, hemoglobin,
renal function and hemostasis tests.

The importance of imagery in this context of neonatal intestinal
obstruction is the research of etiologic diagnosis and associated
malformations [7]. In our patient on account of the precarious
working conditions imaging consisted of a plain abdominal X-ray
and echocardiogram.

The surgical management of this disease is bowel resectionwith
removal of the fistula after reducing the prolapse followed by ter-
mino terminal anastomosis [5,7e9]. Such procedure has been
adopted in our case. When hemodynamic conditions are put into
question or in the advent of peritoneal sepsis an initial digestive
bypass is needed to avoid the risk of post operative peritonitis.

For simple fistula, the purpose of surgery is to release the bud by
the umbilical route, bowel resection on both sides of the location of
the fistula with termino terminal anastomosis [4,5,7]. For some
authors, excision of the omphalomesenteric fistula remains justi-
fied [4].

The prognosis is usually good if there is early treatment and in
the absence of associated malformations, as was the case in our
patient [5,7].

3. Conclusion

The acute intestinal obstruction secondary to a small bowel
prolapse through omphalomesenteric fistula is a rare condition.
Without proper care it exposes to complications that can be life
threatening. The treatment is essentially the management of oc-
clusion associated with intestinal resection removing the fistula.
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