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Abstract
Background: The omphalocele is a congenital defect of closure of the abdominal wall at the level of the umbilical ring with evisceration of the intra-abdominal organs in the form of a bag covered with a membrane. This
membrane can rupture and become an extreme emergency that can put the
infant’s life at stake. Aim: The purpose of this case report is to present a case
of ruptured omphalocele operated successfully and describe the factors of
good prognosis. Case Presentation: A female new-born with a giant omphalocele. This omphalocele ruptured during conservative treatment. An emergency surgery was organised and the defect was closed by using a prosthesis.
The postoperative course was simple. During the 12 months follow-up, we
have seen no complication. Conclusion: The management of ruptured omphaloceles is a surgical and anesthetic challenge. The mortality of this condition can be improved in our context by setting up well-equipped neonatal resuscitation units.
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1. Introduction
Omphalocele is a congenital defect in the closure of the abdominal wall at the
level of the umbilical ring with evisceration of the intra-abdominal organs in the
form of a bag covered with a three-layer membrane: the peritoneum, Wharton’s
jelly and amnion [1]. Omphalocele is said to be giant when the diameter is
greater than 5 cm or when the bag contains the liver [2]. This form is accompaDOI: 10.4236/ojped.2020.103045
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nied by hypoplasia of the abdominal wall, the immediate closure can create an
abdominal hyperpressure responsible for respiratory distress [3]. The membrane
covering the herniated loops is liable to rupture, thus transforming this condition into a real surgical emergency involving the life-threatening prognosis of
the newborn. We report a case of ruptured giant omphalocele successfully operated, and we analyze the prognostic factors.

2. Case Study
K. A female, born at term, after a well-followed pregnancy, by elective cesarean
section for prenatal diagnosis of omphalocele. At birth, it was a type II omphalocele (Figure 1). It measured 7 cm in diameter and 14 cm in height, the liver
was present in the bag. The newborn weighed 3120 grams. There was no visible
macroglossia or bone malformation. The blood sugar was normal. The patient
was hospitalized in neonatal, incubator and conservative treatment by tanning
with 2% aqueous eosin was started. On the fifth day of hospitalization, there was
a rupture of the membrane. Surgical intervention was organized urgently. The
operating team consisted of a senior anesthesiologist and two senior pediatric
surgeons. Peroperatively, the liver presented a ballooned appearance. Reintegration of the external viscera was carried out and the abdominal wall was closed in
one step with the placement of a prolene prosthesis. The patient was in intensive
care for 5 days. The post-operative follow-up was simple: extubation was done
11 hours after waking up, feeding allowed on the second day. The patient was
discharged on the fifth day of surgery. With a one-year follow-up, clinical follow-up is unremarkable and renal ultrasounds are normal (Figure 2).

3. Discussion
Omphalocele is a rare congenital pathology as evidenced by its low incidence
which varies from 1/4000 to 1/7000 live births [4]. It is a pathology accessible to
prenatal diagnosis. For some authors, when the diagnosis is made in antenatal,

Figure 1. Omphalocele type II.
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Figure 2. Complete healing.

the delivery must be done by cesarean section [5] [6]. In the case of a giant omphalocele, the cesarean section is used to prevent rupture of the sac and/or rupture of the liver [5] [6].
The rupture of the omphalocele can occur at different times: during childbirth, during transport of the newborn, or during care. In utero rupture has even
been described [7]. In our case, we don’t know exactly when the rupture occurred. It was discovered by the nurse. The rupture of the sac is described by
N’Dour et al. as one of the detrimental factors of poor prognosis for newborns
with a giant omphalocele [8].
The treatment of giant omphaloceles is still controversial. In developed countries, surgery is systematic [9]. In our context, this surgery is only reserved for
small omphaloceles or in cases of rupture of the sac. This is due to the absence of
a technical platform allowing effective neonatal resuscitation with continuous
respiratory assistance.
The reintegration of the external viscera into an underdeveloped abdominal
cavity has hemodynamic and respiratory consequences which it is important to
consider for the surgical decision. Immediate wall closure by simple wall alignment is risky. It can hinder the hemodynamic state and hematosis of the newborn [10]. It requires mechanical ventilation with curarization in per and postoperative [10]. A well-equipped pediatric resuscitation unit is mandatory.
Several surgical techniques are described in the literature: progressive reintegration through the use of silos [11]; reintegration in one time with the use of an
absorbable [12] or non-absorbable prosthesis [13]; in our case, a nonabsorbable
prosthesis was used. The prosthesis has indeed revolutionized the prognosis of
DOI: 10.4236/ojped.2020.103045
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giant omphaloceles.
Mortality of omphaloceles of all types remains high in the African series:
45.3% in Dakar [8], 30% in Abidjan [14] and 18.03% in Bamako [15]. This mortality is increased in the event of rupture: 100% death [15]. This high mortality
rate is explained by the absence of a neonatal intensive care unit equipped with
advanced equipment.
Several factors were involved in obtaining the right result in this case. These
are: the isolated nature of the malformation, the right birth weight, the rupture
of the sac in a benchmark neonatal service where the ecosystem is under control,
the rules of hygiene are respected and care is of quality, speed care by a multidisciplinary senior team (pediatric neonatologist, pediatric surgeon and anesthesiologist), the availability of the prosthesis and the quality of the technical platform.

4. Conclusion
The management of ruptured giant omphaloceles is a surgical as well as anesthetic challenge. The mortality of this condition can be improved in our context
by setting up well-equipped neonatal resuscitation units.
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