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did well and was discharged soon after without complication.

The omphalomesenteric duct is a link between the primitive midgut and the yolk sac. Normally, the duct obliterates around 6
weeks of gestation, yet varying degrees of incomplete obliteration can take place in 1%-4% of infants. This study described the
case of a newborn with a patent omphalomesenteric duct remnant fistula identified at birth with meconium in the umbilical cord.
At birth, the infant presented meconium staining and meconium discharged within the umbilical cord. Physical examination and
other examinations showed no other specific findings. The omphalomesenteric duct fistula was confirmed through the imaging
study (abdominal ultrasonography, gastrografin enema). A surgery was carried out where the remnant was resected. The patient
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Fig. 1. Meconium discharge within the umbilical cord with the arrow pointing
at the mucosal surface of the fistula (arrow).

Fig. 2. Contrast enema through the fistula show that dye is seen entering the
small intestine through the umbilical cord.
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Fig. 3. Intraoperative photo of the patent omphalomesenteric duct ligated with
babcock clamps. In the section of the incised umbilical cord, the omphalomesen-
teric duct penetrating the umbilical cord is seen to be connected to the fistula.
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Fig. 4. Various omphalomesenteric duct remnants. (A) Umbilical cyst containing intestinal tissue. (B) Umbilical sinus with a band. (C) Umbilical polyp covered with in-
testinal mucosa. (D) Fibrous band containing a cyst. (E) Meckel diverticulum. (F) Patent omphalomesenteric duct. Other varieties and combinations exist. Reproduced
from Holcomb GW, Murphy JP, St. Peter SD. Holcomb and Ashcraft's pediatric surgery. 7th ed. Amsterdam: Elsevier publishers; 2019, with permission from Elsevier

publishers [10].
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