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A rare cause of small bowel obstruction in adults:
persistent omphalomesenteric duct

Eriskinlerde ince bagirsak tikanikliginin nadir bir nedeni:
Persistan omfalomezenterik kanal

Ali GUNER, Can KECE, Aydin BOZ, izzettin KAHRAMAN, Erhan REIS

Previous abdominal surgery is the most common cause of
mechanical small bowel obstruction. However, in patients
with no abdominal surgery history, it is difficult to diagnose
and treat. Omphalomesenteric duct is a primitive embry-
onic structure of fetal development between the midgut and
yolk sac. In some cases, it may persist and result in several
complications, particularly in childhood. In adults, intesti-
nal obstruction due to persistent omphalomesenteric duct
is an extremely rare circumstance. We report a 42-year-old
male patient presenting with omphalomesenteric duct rem-
nant causing small bowel obstruction.
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Mekanik ince bagirsak tikanikliginin en sik nedeni 6nceden
yapilmis karin ameliyatlaridir. Buna karsin, karin ameliyati
hikayesi olmayan hastalarda tan1 koyulmasi ve tedavi zor-
dur. Omfalomezenterik kanal fetal gelisim sirasinda midgut
ile yolk kesesi arasinda yer alan embriyonik bir yapidir. Bazi
kisilerde, varlig1 sebat eder ve 6zellikle ¢ocukluk yaslarinda
bazi komplikasyonlara neden olur. Eriskinlerde ise omfalo-
mesenterik kanalin sebat etmesine baglh gelisen bagirsak ti-
kaniklig1 oldukca nadir rastlanilan bir durumdur. Bu yazida,
omfalomezenterik kanal agikliginin devam etmesine bagli ba-
girsak tikaniklig1 gelismis 42 yasindaki erkek hasta sunuldu.

Anahtar Sozciikler: Bagirsak tikanikligi; persistan omfalome-
zenterik kanal; ince bagirsak.

Omphalomesenteric duct (OMD) is an embryonic
structure providing communication from the yolk sac
to the midgut during fetal development.!! Normally, it
obliterates spontaneously and separates from the in-
testine between approximately the Sth and 9th weeks
of gestation. Complete or partial failure of such clo-
sure may result in various lesions. While Meckel’s
diverticulum is the most common of these residual
structures (2% of the population), presence of only a
fibrous cord between the small intestine and the sur-
face of the umbilicus is the rare entity. While they may
be asymptomatic, some symptoms can occur because
of OMD, and most of these symptoms usually appear
before the age of four years."?! Intestinal obstruction in
adults is an extremely rare clinical presentation.

In this report, we present a case of persistent OMD
causing intestinal obstruction in an adult patient.

CASE REPORT

A 42-year-old man presented to our department
with intermittent abdominal pain, nausea, vomiting,
and abdominal distension for 24 hours. He defined the
absence of gas and feces for 48 hours. Physical exami-
nation demonstrated a distended abdomen and mild
tenderness. Hyperactive bowel sounds were heard on
auscultation. The blood test revealed leukocyte level
of 12000/mm’ and no other laboratory abnormal-
ity. Plain abdominal film showed dilated small bowel
loops and air-fluid levels (Fig. 1). Ultrasound reported
dilated small bowel loops filled with fluid. He had no
medical history, no hernia and no history of previous
abdominal operations. After conservative follow-up
with restriction of oral intake, nasogastric suction and
fluid resuscitation, there was no resolution of the ob-
struction. Therefore, the operative intervention was
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Fig. 1. Plain film shows multiple loops of dilated small bowel
and air-fluid levels.

decided and midline laparotomy was performed. Dur-
ing the exploration, a fibrotic band was identified be-
tween the antimesenteric border of the terminal ileum
and the posterior wall of the umbilicus, causing small
bowel volvulus (Fig. 2a). The band was resected with-
out any bowel resection (Fig. 2b). The postoperative
period was uneventful and the patient was discharged
on the 6th day with full recovery. The pathologic eval-
uation was reported as fibrous tissue.

DISCUSSION

Mechanical small bowel obstruction is the most
frequently encountered surgical problem of the small
intestine. Intraabdominal adhesions related to pre-
vious abdominal surgery account for up to 75% of
the cases of small bowel obstruction. Less prevalent
etiologies include hernias, neoplasms, and inflamma-
tory processes such as Crohn’s disease or tuberculosis.
341 Intestinal obstruction due to persistent OMD, es-
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pecially in adult patients, is extremely rare, with very
few cases reported in the literature.>®

Immediate diagnosis and differential diagnosis of
the condition are important for deciding the treatment
to be applied. The appropriate treatment and timing
of the surgery remain controversial. However, the
initial therapy of the bowel obstruction is standard and
independent of the etiology. Fluid and electrolyte re-
placement, restriction of oral intake, and nasogastric
suction are the important aspects of supportive care of
patients with intestinal obstruction.!” Broad-spectrum
antibiotics may be administered in some because of
concerns that bacterial translocation may occur or as a
prophylaxis for possible resection. However, there are
no controlled data to support this antibiotherapy. We
performed the initial therapy for small bowel obstruc-
tion and antibiotic was administered only as prophy-
lactic before the surgery.

Non-operative treatments are effective and safe
methods, particularly for adhesive small bowel ob-
structions.% However, if there is no history of an ab-
dominal operation and no resolution of the obstruction
findings, greater caution is required. Immediate diag-
nosis is especially important for the dangerous form
of the obstruction, closed loop type obstruction, in
which a segment of intestine obstructed both distally
and proximally leads to rapid rise in the luminal pres-
sure, and progresses to strangulation.”!'” Small bowel
volvulus, such as in the presented case, is one of the
causes of closed loop obstruction; therefore, early sur-
gery prevented the strangulation of the intestinal loops.

Omphalomesenteric duct or vitelline duct is the
connection between the yolk sac and the primitive
midgut. Under normal circumstances, the duct obliter-
ates to a thin fibrous band and is absorbed spontane-
ously during the 5th to 9th weeks of gestation. The
intestine resides free within the peritoneal cavity. Per-
sistence of the duct may result in several anomalies
of the OMD including a blind OMD (Meckel’s diver-
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Fig. 2. (a) Intraoperative view of the OMD between the intestinal loops and the abdomen. (b) The view of the OMD
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ticulum), omphalomesenteric cyst (a central cystic
dilatation in which the duct is closed at both ends but
patent in its center), an umbilical-intestinal fistula re-
sulting from the duct remaining patent throughout its
length, umbilical polyp resulting from the persistence
of the distal end of the OMD, and complete oblitera-
tion of the duct, resulting in a fibrous cord extending
from the ileum to the umbilicus.!'! The most common
presentation of a persistent duct (67%) is the Meckel’s
diverticulum, found in approximately 2% of the popu-
lation.'?! Other OMD remnants occur infrequently.
Although they may be asymptomatic, common symp-
toms of OMD malformations include abdominal pain,
intestinal bleeding, intestinal obstruction, infection of
the cyst, umbilical drainage, and umbilical hernia, and
all of these symptoms appear to be age-dependent,
usually before the age of four years. Adult cases of
OMD remnant other than Meckel’s diverticulum are
extremely rare. Though surgical intervention is neces-
sary for a symptom-producing OMD remnant, it is not
required for asymptomatic subjects. Intestinal obstruc-
tion, one of the complications of OMD, occurs owing
to many mechanisms including intussusception of the
diverticulum and volvulus or internal herniation from
a fibrous connection, as in our patient.

It is difficult to understand the etiology of the ob-
struction without diagnostic laparotomy or laparosco-
py. Abdominal plain radiographs and ultrasonography
are non-specific for small bowel obstruction. Abdomi-
nal computerized tomography may be useful to show
the band originating from the umbilicus and continu-
ing between the small bowel loops, as reported before.
1 Tn our case, we did not use computerized tomogra-
phy, and both the plain radiographs and the abdomi-
nal ultrasonography were non-diagnostic. However,
diagnosis was possible during laparotomy. The surgi-
cal excision of the fibrotic band is sufficient therapy.
If intestinal strangulation is present, intestinal resec-
tion should be considered. Other types of symptomatic
persistent OMD require different approaches, such as
open surgical excision or laparoscopic excision.®!!:12]

In conclusion, small bowel volvulus due to persis-
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tent OMD is a very rare cause of intestinal obstruction
in adults. However, in patients without any previous
abdominal surgery, a correct diagnosis becomes more
important. The excision of the OMD remnant is an
easy, safe and definitive therapy.
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