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Introduction

  The umbilical cord, an essential connection between 
mother and fetus in intrauterine life, loses much of its 
importance when it is cut in the delivery room; It beco-
mes a source of doubt and concern for the newborn’s 
family when the stump remains visible and persists 
over time. 
  The present dissertation is dealing with the most com-
mon problems of the umbilical region that can be found 

in newborns and infants in the first months of life. 
  The umbilical cord stump undergoes a progressive 
shriveling and drying, final outcome of a series of phy-
siological processes leading to its separation. This in-
volution is thought to be initiated by thrombosis and 
contraction of the umbilical vessels, followed by ne-
crosis-inducing granulocyte and macrophage migra-
tion (1). 

    The mean umbilical cord separation time is 6.61 days 
(±2.33- Min1,97-Max 13,96) (2, 4).
  Even though there is not an universally accepted defi-
nition, it is usually believed that a cord separation after 
2-3 weeks from birth can be considered to be delayed
(2, 3).
 Many factors can be associated with delayed separa-

tion of the umbilical cord stump, such as prematurity, 
low birthweight, delivery by cesarean section, systemic 
antibiotics for neonatal infections and administration of 
topical antiseptic agents (1, 2, 4, 16). 
 The vast majority of newborns displaying an umbili-

cal stump whose time of separation is delayed beyond 

the usual physiological time limits is completely he-
althy. Nonetheless, a marked delay in cord separation 
in patients showing umbilical infections and/or recur-
rent/severe infections, especially involving skin, gums, 
raises the suspicion of leukocyte adhesion deficiency 
(LAD) (5).
  Leucocyte adhesion deficiency (LAD) syndromes are 
a group of rare Immunodeficiency disorders consisting 
in an inability of leukocytes to migrate to the site of 
infection. The exact prevalence of this disorder is diffi-
cult to evaluate given its rarity but, referring to its com-
monest variant LAD-I, it is estimated to be between 1-9 
/ 1 000 000ive births (6). 

Timing of cord separation

Cord care
 Many studies have shown that the application of 

antiseptics to the umbilical cord stump to prevent in-
fections, while delaying its separation (16), did not pro-
vide clear benefit (8). The most widely recommended 
practice nowadays is the so called “Dry Cord Care” (9) 
that can be summarised in few simple pieces of advice 
(7):
• Keep the stump dry and exposed the to air;
Keep the front of your baby’s diaper folded down;
• Cover the stump with a sterile gauze and if it becomes
soiled, clean it with sterile water;
• Give your baby a sponge bath until the cord falls off.

It has been shown that this kind of cord care does not
increases the risk of infections when the delivery takes 
place in hospital settings and/or in a safe and hygieni-
cally suitable environment (8). The WHO recommends 
application of antiseptics (4% chlorhexidine) only in 
settings where, for cultural reasons, harmful traditional 
substances (e.g. animal dung) are commonly used on 
the umbilical cord (8, 9). Once the umbilical cord stu-
mp has fallen off it is not unusual to notice secretions in 
the umbilical area.
  Two distinct situations can be observed:
• Secretions without clinical signs of inflammation

  The most prevalent cause of persistent serous or sero-
sanguinous drainage is, by far, the Umbilical Granulo-
ma, commonly considered to be the result of an over-
growth of the granulation tissue; it usually looks like a 
soft pink or light red lump. The umbilical granuloma 
is not to be confused with Umbilical Polyp, remnants 
of the omphalomesenteric duct enteric mucosa at the 
umbilicus.  Small umbilical granulomas can undergo 
a spontaneous involution without any intervention (3); 
nevertheless, cauterization with silver nitrate remains 
the conventional treatment of umbilical granulomas al-
though they can also be successfully managed at home 
by using table or cooking salt (10, 11). The results of 
the latter treatment are satisfactory without the small 
risks of excessive burning of the former. The incomple-
te or anomalous involution of the omphalomesenteric 
duct or the urachus can be rarely responsible for persi-
stent secretions from the navel (3).
• Secretions with clinical signs of inflammation

The most common cause is omphalitis, a potentially
serious infection whose incidence is estimated around 
0.1% in “high income” countries, where the delivery 
takes place in safe and hygienically suitable environ-
ment; in less favourable conditions the incidence can 
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reach the 8% (8, 12). The bacterial species isolated in 
this condition are numerous:Gram positives (Staphylo-
coccus aureus, Streptococcus pyogenes), Gram negati-
ves (Escherichia coli, Klebsiella pneumoniae, Proteus 
mirabilis) ed Anaerobis (Bacteroides fragilis, Clostri-
dium perfringens) (8, 12). 

  The clinical spectrum of clinical findings is wide and 
a classification divided into four stages has been propo-
sed (Table I) (12).

Table I. Omphalitis classification.

  The treatment of omphalitis in the newborn inclu-
des antimicrobial therapy and supportive care that is 

beyond the scope of this paper.

Umbilical hernia
    Umbilical hernias are fairly common among chil-
dren, with a prevalence ranging from 10% to 30% of 
newborns (15). It is very common for umbilical hernias 
to close spontaneously during the first 3 years of life 
and most will close by 4-6 years of age (14, 15). An 
expectant management of umbilical hernias is therefo-
re usually advised, given the favourable natural history 

and the quite low rate of complications (the risk of in-
carceration is variously estimated in literature, ranging 
from 0.07% to 2.77%) (13). Surgical repair for asymp-
tomatic hernias is not routinely indicated before the age 
of 4-5 years (14, 15).
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