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Patent Omphalomesenteric Duct in a 6 Month Boy   
 

 

 

 

Abstract  

       Paten omphalomesenteric duet or vitellointestinal duct is remnant of the duct connecting the 
yolk sac to the gut in the developing embryo and provides nutrition until the placenta is stablished. 
In infant it is a rare congenital malformation of the gut, with an incidence of about 2% of the 
population.  

      The condition is most commonly observed within the first year of life, affecting males preferably 
and reported in about 15 % of all the vitellointestinal duct anomalies. Diagnosis is obvious in most of 
the cases due to presence of omphalomesenteric fistula and fecal discharge through the umbilicus. 
Standard surgical therapy for the patent duct is surgical resection of the patent duct with or without 
resection of adjacent small bowel of the ileum. 

     Herein we report a 6-month boy referred by paediatrician for surgical treatment. Clinical 
presentation of a boy was, the discharge of mucus and fecal matter though the umbilicus. Surgical 
treatment of resection of patent vilellointestinal duct, wide wedge resection of ileum and ileal repair 
was performed.      
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Introduction  

      Patent vitellointestinal duct occurred due to the complete failure of the regression of the 
vitellointestinal duct and incidence of 1:15,000 hospital births, Meckel’s diverticulum is most 
common anomaly 70-80%. Most of the cases of patent vitellointestinal duct clinically present during 
the infancy but also few cases are reported in adult also. [1,2,3] 

   A patent omphalomesenteric duct remnant may present, abdominal pain, intestinal obstruction, 
bleeding per-rectally, umbilical hernia during childhood. When a serious, feculent or bilious drainage 
are seen at the umbilicus and it is suggestive of a patent omphalomesenteric duct with fistulous 
communications with the umbilicus. Symptoms of fecal discharge and prolapse of the intestine are 
well known. Intestinal obstruction in adult is an extremely are clinical presentation. [4,5,] 

Case Presentation 

     A 6-month male baby was referred by paediatrician for surgical line of treatment to our centre, in 
the year 1998. On clinical examination of a baby was having umbilical granuloma, discharging mucus 
and faeces through the umbilicus. The correct diagnosis was done by inserting a Nelaton’s plastic 
sterile catheter through the umbilical opening and Fistulagram performed by radiopaque solution, 
shows the patient vitellointestinal fistula connecting to small ileum and confirms the diagnosis of 
patent omphalomesenteric duct connecting to the ileum.  



 

 

            Next day operative procedure was planned. The baby underwent umbilical stump exploration 
under general anaesthesia, after performing routine haematological and biochemical laboratory test 
were normal. The abdomen of a baby was painted & draped. The skin was incised circumferentially 
around the umbilicus after negotiating the Nelaton’s plastic catheter to know the length of fistulous 
tract, which was 5 cm in length, was traced and a small midline incision extended 2-3 cm below the 
umbilicus. The fistulous tract was dissected up to the ileal loop and fistulous tract was excised up to 
ileal segment and ileum repair with 2.0 vicryl. After palpation with fingers the ileal segment was 
normal, so ileal segment was not removed. The baby postoperative course was unremarkable and 
baby discharge home on 8th postoperative day.  (Figure 1,2,3) 

 

 

 

 

 

 

 

 
 

Discussion    

       The omphalomesenteric duct is a congenital anomaly connecting the primary yolk sac to the 
embryonic mid-gut, which usually regressed spontaneously the 5th-7th week of gestation. The failure 
of such closure may result in varies anomalies, Meckel’s diverticulum, patent omphalomesenteric 
duct, umbilical sinus or granuloma vitelline cyst, fibrous band connecting the ileum to the umbilicus. 
Meckel’s diverticulum is the commonest 80-90% anomaly of the omphalomesenteric duct.  Patent 
omphalomesenteric duct is a are anomaly with a reported incidence of 0.0063-0.067% The patent 
vitellointestinal duct occurred more in infant and also more common in males a compare to females.   
[1,2,3] 

         Clinical presentation varies from the discharge of mucous, flatus, bile and faeces through the 
umbilicus, to the acute intestinal obstruction. Umbilical discharge raises the suspicion of a patent 
omphalomesenteric duct. Umbilical granuloma is one of the differential diagnosis of vitellointestinal 
duct. Umbilical granuloma responds to silver nitrate stick. The exact diagnosis can be done by a 
Fistulagram after catheterization of the duct by a radiopaque solution. [1,3,4,6] 

    There are options for the surgical resection of the patent vitellointestinal duct.  

1. Resection of the patent vitellointestinal duct along with wide wedge resection of the ileum 
and ileal repair.  

2. Resection of the patent vitellointestinal duct, along with adjacent small bowel segment and 
ileo-ileal anastomosis.  
          The above surgical procedures can be performed through the sub-umbilical incision, 
around the umbilicus or trans-umbilical approach. Surgical procedure done through the 
umbilicus and sub-umbilical incision carries the best cosmetic results. [2,3,4]  

Fig-1 Showing a-patent omphalomesenteric duct 
or umbilical granuloma b-Nelaton’s catheter 
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Fig-2 Showing a-patent omphalomesenteric duct 
or umbilical granuloma b-Small bowel segment  

c-umbilicus  
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Fig-3 Showing total excision of 
omphalomesenteric duct of 

size 5x1 cm 
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    In our case of infant we performed the total excision of the patent vitellointestinal duct up 
to the ileum junction and ileal repair was done.  

Conclusion    

       Paten Omphalomesenteric duct is a very rare entity and its timely diagnosis and management 
improve the ultimate outcome. Complete resection of patent omphalomesenteric duct along with 
segmental resection of ileum and end to end anastomosis.    
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