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DEAR SIR

An omphalocele is one of the developmental
anomalies of the abdominal wall. Incidence is
1.5-3 case per 10000 births. The abdominal
viscera are surrounded by the Wharton jelly,
peritoneum and amnion and contained in a
translucent sac. The sac protrudes in the mid-
line, through the umbilicus. Omphalocele is
associated with additional anomalies in about
50-70% of cases. After the birth, defect is treat-
ed according to the defect size and the sur-
geon’s preference [1-3].

A female infant of 36-week-gestation (weight
2420 g) was born by elective C-section to a 27-
year-old gravida 1 mother. APGAR scores were
7 and 9 at first and fifth minutes, respectively.
General physical examination showed an
omphalocele sac approximately 5Sx5cm in size
containing intestinal loops (Fig. 1), other sys-
temic and cardiac assessments were normal.
Sac was wrapped with a sterile wet gauze pad.
The patient underwent orogastric decompres-
sion. At the postnatal forth hour, a standing
abdominal X-ray was taken, that was non sug-
gestive. With 1 ml/min of oxygen support, we
covered the operative area under the terms of
surgical sterilization procedures at the bedside.
The mid-gut in the omphalocele sac was
pushed into the abdomen easily. During the
repair process patient’s respiratory and cardiac
data were monitored. When intestine was re-
duced, prilocaine 0.5 ml was injected to the
junction line of omphalocele sac and skin. An
incision was given at the junction line with sac
and skin. After removal of the sac, the skin was
repaired with a continuous 4-0 polyglactin su-
ture, keeping the fascia intact (Fig. 2). Incision
was closed with wound dressing. The process
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took about 5 minutes. Oral feeding was com-
menced 2 hours after the operation. The patient
was discharged from hospital at 5th postopera-
tive day. Patient is on follow up.
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Figure 2: After bedside closure.

Omphalocele which is less than 4 cm in size is
suitable for primary repair; whereas, defects
over 5 cm are likely to contain liver and thus
intra-abdominal volume may be insufficient
after reduction of the intestines to the abdomen
[4,5]. Compartment syndrome due to increased
intra-abdominal pressure is the most serious
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complication after the difficult reductions.
Dunn and Fonkalsrud reported that a 12% in-
cidence of complications of increased intra-
abdominal pressure after closure, including
acute hepatic congestion, renal failure, and
bowel infarction [5,6]. In patients with large de-
fects, the primary repair is not possible and silo
repair can be preferred. The other techniques
are alloderm patch defect, vacuum-assisted
closure, tissue expanders, using other types of
mesh materials. The method of delayed closure
is another technique for omphalocele closure
[6,7]. EDMR-No GA (Elective delayed mid-gut
reduction without anesthesia) method was ap-
plied in 1998 for the first time by Bianchi and
Dickinson in the cases of gastroschisis [8,9].

The most important criteria for bedside reduc-
tion of omphalocele are patient’s good general
condition, small size defect, and systemic and
cardio-pulmonary well-being. The operation
theatre must be kept in hand in case of failure
of the reduction or other complications. We
suggest that the method can be applied in se-
lected cases because of the advantages like
short duration, avoidance of general anesthe-
sia, early recovery, and short hospital stay.

Address for correspondence

Yavuz Yilmaz

REFERENCES

1. Holcomb GW, Murphy JP. Ashcraft’s pediatric
surgery, 5th ed. Saunders Elsevier, Amsterdam;
2010: 625-36.

2. Grosfeld JL, ONeill JA Fonkalsrud EW, Coran AG.
Pediatric surgery, 6th ed. Mosby Elsevier St. Louis;
2006: 1157-71

3. Baird PA, MacDonald EC. An epidemiologic study of
congenital malformations of the anterior abdominal
wall in more than half a million consecutive live
births. Am J Hum Genet. 1981; 33:470-8

4. Mann S, Blinman TA, Douglas Wilson R. Prenatal and
postnatal management of omphalocele. Prenat Diagn.
2008; 28:626-32

5. van Eijck FC, Hoogeveen YL, van Weel C, Rieu PN,
Wijnen RM. Minor and giant omphaloceles: long-term
outcomes and quality of life. J Pediatr Surg. 2009;
44:1355-9

6. Dunn JC, Fonkalsrud EW. Improved survival of
infants with omphalocele. Am J Surg. 1997; 173
:1284-7.

7. Christison-Lagay ER, Kelleher CM, Langer JC.
Neonatal abdominal Wall defects. Sem in Fet and Neo
Med. 2011; 16: 164-72

8. Bianchi A, Dickson AP. Elective delayed reduction

and noanaesthesia: ‘Minimal Intervention
Management’ for gastroschisis. J Pediatr Surg. 1998;
33:1338-40

9. Bianchi A, Dickson AP, Alizai NK. Elective delayed
midgut reduction: no anesthesia for gastroschisis:
selection and conversion criteria. J Pediatr Surg.
2002; 37: 1334-6.

Zekai Tahir Burak Hast. Yenidogan Klinigi B blok 1. kat Hamamonu-06230/ ANKARA TURKIYE

E mail: dryavuzyilmaz@yahoo.com
© Yilmaz et al, 2012

Submitted on: 15-06-2012

Accepted on: 02-07-2012

Published on: 01-10-2012

Conflict of interest: None
Source of Support: Nil

How to cite:

Yilmaz Y, Kadioglu G, Ozkan-Ulu H, Arayici S, Erdeve O. Bedside repair of omphalocele. J Neonat Surg 2012; 1: 58.

Journal of Neonatal Surgery Vol. 1(4); 2012



