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A B S T R A C T  

Background: The ductus omphalomecenterica is a normal embryological structure 
where it serves to connect the midgut of the fetus to the yolk sac. Usually, this ductus 
will disappear at 9 weeks gestation. However, if this condition does not occur, then it 
can cause various anomalies to appear in the fetus. Case Presentation: The patient 
was reported to be hospitalized with the chief complaint of choking. Echocardiography 
examination with the results of the examination found the presence of cyanotic 
congenital heart disease (CHD). The patient was referred to pediatric surgery with a 
diagnosis of persistent mesenteric duct omphalocele. Terminal ileum anastomoses 
resection laparotomy was performed. Conclusion: After surgery due to complications 
of pneumonia and sepsis, the patient died. 

 

1. Introduction 

The ductus omphalomecenterica is a normal 

embryological structure where it serves to connect the 

midgut of the fetus to the yolk sac. Usually, this ductus 

will disappear at 9 weeks gestation. However, if this 

condition does not occur, then it can cause various 

anomalies to appear in the fetus.1 Persistent ductus 

omphalomecentericaus is rare. In 1812, Meckel 

described the involution of the ductus 

omphalomecenterica resulting in a persistent 

diverticulum. Since then Cullen has reviewed the 

literature on the irregularity of the involution of the 

preumbilical structures. He reported forty-six cases of 

patent ductus omphalomecentericaa. Most were 

observed at birth, although two cases were recognized 

when the patients were 16 and 28 years old. Surgery to 

correct the condition was performed in nineteen cases, 

resulting in fourteen recoveries and five deaths. Since 

then, many similar or related anomalies of the 

umbilical cord have been noted. Garratt 3 reported the 

persistence of the vitelline channel in twins. Other 

reports of persistent omphalomesenteric ductus have 

been made by O'Neil, Barron, Parker, Guthrie, Dietsen 

and others. In all, eighteen examples of this type have 

been published.2-8 

The persistent vitelline ductus is the most common 

congenital anomaly of the small intestine. Meckel's 
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diverticulum, a remnant of the elongated vitelline 

ductus, is the most common cause, occurring in 2% to 

4% of the population. The persistent presence of the 

vitelline ductus can then lead to omphalomecenterica 

cysts. If all these structures are present for a long time, 

a persistent ductus omphalomecenterica is formed as 

in this case.9 

 

2. Case Presentation  

The patient was reported to be hospitalized on 

December 25, 2019, with the chief complaint of 

choking. The patient choked 40 minutes before 

admission to the hospital while drinking breast milk by 

breastfeeding directly from the mother. The patient 

coughs and looks bluish on the face for 5 minutes, 

looks breathless than the baby cries. Fever and history 

of cough and cold were denied. The patient appears to 

be crying loudly with active movements. No fever and 

cold cough. The patient was then admitted to the 

neonatal HCU for infection. On December 26, 2019, the 

patient underwent an echocardiography examination 

with the results of the examination finding cyanotic 

congenital heart disease (CHD). On December 30, 

2019, the patient was consulted to the pediatric 

surgery department with a persistent diagnosis of 

omphalocele mesenteric ductus (figure 1). On January 

2, 2020, the patient underwent surgical excision of the 

ductus (figure 2), the results were excision with a size 

of 2x2 sm (figure 3). The operation was successful and 

the patient was then admitted to the NICU. While in 

treatment, complications were found in the patient 

based on the results of the babygram photo 

examination on January 13, 2020, pneumonia was 

found. On January 18, 2020, the baby was found to 

have neonatal sepsis and the baby died on January 20, 

2020, with postoperative laparotomy ec ileal necrosis 

with pneumonia, neonatal sepsis, and cyanotic 

Congenital Heart Disease Ventricular Septal Defect 

(VSD). The history of delivery revealed that the baby 

was born to a mother G3P1A1 at the age of 28 years. 

The baby was born at 36 weeks of gestation due to 

premature rupture of the membranes 7 hours before 

the baby was born. The baby was born spontaneously, 

immediately cried, with a birth weight of 2050 gr. 

Colored and smelly amniotic fluid. The baby was then 

treated in the nursery for 5 days and an orogastric tube 

(OGT) was attached. 

Physical examination revealed a respiration rate of 

32 times per minute and a heart rate of 164 

times/minute. Meanwhile, normal body temperature 

and examination of the head, chest and extremities 

showed no abnormalities. On an abdominal 

examination found the abdominal wall parallel to the 

chest wall, there is a picture of organs outside the 

abdominal cavity and odorless. Investigations in the 

form of routine blood showed normal results. 

Radiological examination revealed pneumonia. This 

patient was diagnosed with neonatal infection et causa 

persistent omphalocele mesenteric ductus with mild 

respiratory distress et causa pneumonia and sepsis 

neonatorum et causa congenital heart disease cyanotic 

ventricular septal defect.  

Laparotomy operation was performed for Terminal 

Ileum Anastomose Resection on January 20, 2020, 

with the procedure the patient was supine on the 

operating table under general anesthesia, then closed 

with a sterile perforated drape. Then, the colon 

prolapse was identified, which was blue-black and 

there was tissue necrosis. Next, a midline 

supraumbilical transverse incision was made, 

identification of ileal distention, colon exited through 

the defect, and necrosis was found. Transverse ileal 

resection & ileal anastomoses were performed. Then 

close the defect using a 3.0 absorbable multifilament 

thread, decompress intra-abdominal organs and 

evaluate bleeding. Then sew the perineum, fascia, 

attach the drain followed by sewing the subcutis and 

cutis. 
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Figure 1. omphalocele in a patient without an occlusion 

 

    

Figure 2. Surgical treatment on an omphalocele 

 

 

 

Figure 3. Results of surgery on a patient 

 

After monitoring the patient's condition postoperatively, the patient appeared blue, breath was not spontaneous, 

heart rate was not palpable and the patient was in a coma. Then cardiopulmonary resuscitation was performed, but 

the patient's life could not be saved and the patient died. 
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3. Discussion 

Omphalomesenteric tract cysts are rarely reported. 

A study found only three cases of omphalomesenteric 

cysts in 217 children with remnants found attached to 

the umbilicus, intestine, or both. Males had a higher 

incidence than females (4:1) as with other 

omphalomesenteric anomalies and were not associated 

with maternal age, gravidity, race, or prematurity. has 

a variety of presentations. In the newborn, 

omphalomesenteric remnants may be present in the 

omphalocele. Another study reported a case similar to 

ours in a newborn but had a cyst containing clear fluid 

instead of meconium.10,11 

In this case, a large cyst was seen in the 

omphalocele sac, outside the peritoneal cavity. It is a 

localized dilatation in the area of the Meckel 

diverticulum and communication at both ends with the 

small intestine and contains meconium. The possibility 

of a cystic duplication variant of the small intestine was 

ruled out as it lies on the antimesenteric side of the 

intestine with no aberrant vascular supply and shares 

a common wall. Thus the impression of a residual 

omphalomesenteric variant and possibly an 

omphalomesenteric cyst is made.12,13 

Omphalomesenteric cysts are variable in diameter 

and appear as cystically dilated segments of the small 

intestine. They are usually lined by columnar 

epithelium that resembles the small intestine, large 

intestine, or stomach. Ectopic pancreatic tissue may be 

present. The gross and histological characteristics of 

the specimen in our case are similar to those reported 

in the literature supporting the possibility of an 

omphaloenterenteric cyst. However, no ectopic tissue 

was identified in our case.14-16 

 

4. Conclusion 

Omphalocele is a condition caused by a defect in the 

abdominal wall. In addition to physical examination, 

investigations are also needed in establishing the 

diagnosis of the persistent omphalomesenteric duct. 

One of the supporting examinations here is a 

radiological examination with Ultrasonography. The 

first treatment is to repair the main wall damage with 

complete reduction. 
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