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Introduction :
Celosomy is a term used for a group of congenital anomalies characterized by opening of the somatic wall with evisceration. The most common types of celosomy are gastroschisis and omphalocele. Various maternal and environmental factors were also suggested in human and animal studies.
Materials & Methods:
We report 7 patients admitted to our ward for celosomy during last years. This study aims to reveal the risk factors, treatment and outcome of this disease.
Results:
 We gathered 7 patients. Two infants were born with gastroschisis while five presented omphaloceles. From the last five, two were Twins.  The average mother age was 35,5 years-old. All mothers had no significant medical history.  One of them had diabetes mellitus requiring insulin therapy. Prenatal diagnosis with obstetrical ultrasound was made for all patients before 32 weeks' gestational age. After delivery, the eviscerated intestine were wrapped in saline-soaked gauze and placed in a plastic bowel bag to protect against hypothermia and evaporative losses in all cases. The average birth weight was 2,760g with 3 infant weighing less than 2,500g. Five patients were males and three were premature less than 34 WA. Physical examination revealed no gross dysmorphic features except labio-palatal cleft. Large celosomy was noted in three cases with exhibition of the intestines in all cases, the liver and the stomach in two cases. Operative management was undertaken quickly with a maximal delay of two days. The surgical management was different: The fascia and the skin were both closed in four cases (one gastroschisis and three omphaloceles). In two cases, only the skin could be closed because of the important intraabdominal pressure. However, little undermining of the skin was done in one case of a large omphalocele . Fortunately, silastic silos were not employed. The outcome of our patients was the death of four of them with a medium delay of 11 days (two gastroschisis and two omphaloceles).  One of these patients died secondary to peritonitis. For the rest, deaths were attributable to respiratory distress due to increased intraabdominal pressure.

Conclusion:
Infants with omphalocele and gastroschisis represent a challenging group of patients. Antenatal diagnosis may affect management by stimulating a search for associated anomalies, and by changing the site, mode, or timing of delivery. During the neonatal period, great care must be taken to minimize fluid and heat loss, and to prevent bowel distension. Although the goal of the surgeon is to accomplish abdominal wall closure in a single stage, a number of options exist where this is not possible. Long-term outcome, in the absence of major chromosomal and structural anomalies, is excellent.

