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Abstract

Umbilical hernia containing a huge part of the stomach is unusual. Such a singular case is pre-
sented and discussed. �is fact must be kept in mind by surgeons as it always needs a surgical
management to repair the hernia and to avoid complications. Diagnosis can sometimes be di�-
cult cause signs and symptoms are non-speci�c and really frequent. Late delay in management
of this hernia can unfortunately result in stomach incarceration with severe consequences such
as gastric necrosis.
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Introduction

Umbilical  hernia  is  one  of  the  most  common  abdominal
pathology.  If  the  presence of  small  bowel  and colon is  really
frequent  into  it,  gastric  involvement  is  extremely  rare  [1].
Signs  and  symptoms  as  vomiting  episodes,  abdominal  pain
and progressive lack of appetite can be non-relevant and relat-
ed to many others causes.

Case Report

A 93 year-old-woman came to the emergency service for im-
paired general condition while living herself at home. She was
initially sent by her general practitioner for a suspicion of uri-
nary  infection,  outstanding  with  classic  treatment  (Fura-
dantine). �ere wasn’t any history of recent infection (either
urinary, pulmonary or other).

Her medical history consists of a stroke in 2013, chronic high
blood  pressure  (treated  as  mentioned  below),  dyslipidemia
(untreated), and a chronic heart failure. In term of chirurgical
history, she underwent 2 operations for hip prothesis (bilater-
ally).

Usual medications of the patient consist of:

VIT D (once a week)

Asa�ow 80mg daily

Coversyl 10mg daily

Burinex 10mg daily

Paracetamol if needed

Bellozal if needed

At  her  arrival,  patient  described  di�use  abdominal  pain  and
digestive discomfort for few days. �e �rst clinical examina-
tion  performed  at  the  emergency  did  not  demonstrated  any
particular abdominal abnormalities, with a tense, tender abdo-
men. By that time, we did not palp any abdominal mass and
there  wasn’t  any  visible  bulge  externally.  A  CT-scan  per-

formed that day at the emergency showed an umbilical hernia
with distal ileum and right colon into the hernia sac (�gures
1, 2, and 3). Highest measurement of the collar is 55 mm and
highest diameter of the sac is 156 mm. �at CT-scan was the
only imaging realized at the emergency.

A  blood  test  was  obviously  realized  at  her  arrival.  What
caught  our  attention  were:

A leukocytosis at 12.103/mm3,

CRP at 165, 67 mg/dl

A poor renal function with MDRD at 10ml/min/1,73m2, crea-
tinine at 4,4mg/L and potassium at 5, 1 mmol/L

�e rest of the blood test was normal.

Taken into account the initial suspicion of urinary infection,
a  urine  test  was  also  conducted  and  reported  a  hematuria
with  24  288  cells/mL  and  a  leukocyturia  with  113  322  cell-
s/mL.

Patient was nevertheless hospitalized in geriatric service given
her poor global shape and social situation.

A�er 9 days of hospitalization, going along with increased ab-
dominal pain, abdominal distension and fecal vomiting a se-
cond  CT-scan  was  performed.  �at  time,  it  showed  a  huge
umbilical  hernia  with  still  distal  ileum,  right  colon,  but  also
large gastric involvement (Figures 4 & 5). �e gastro-duode-
nal junction appears to be located at the collar level, with a rel-
atively marked folding at this site. �e stomach is distended.

None  abdominal  echography  was  performed  during  the  pa-
tient’s stay at the hospital.

�e patient was referred to the surgical team and the decision
to perform a surgical repair of the hernia was made in agree-
ment with the patient. In this case, as the content of the her-
nia sac was healthy and viable nothing had to be resected. �e
repair  was  reinforced  with  an  absorbable  polyglactin  mesh
(coated Vicryl).  �e operation was performed under general
anesthesia,  operation time was about  1  hour and we did not
face any surgery di�culties.
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A�er  that,  our  patient  had  a  favorable  post-operative  evolu- tion.  She presented minor pain at  day one but analgesia was
rapidly controlled with medications.

Figure 1: Umbilical Hernia without Stomach Involvement (22/03/2025)

Figure 2: Umbilical Hernia without Stomach Involvement (22/03/2025)
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Figure 3: Umbilical Hernia without Stomach Involvement (22/03/2025)

Figure 4: Huge Stomach Distension (01/04/2025)

Figure 5: Umbilical Hernia with Stomach Involvement (01/04/2025)
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Discussion

Umbilical hernias are seen mostly in middle-aged and elderly
females  in  whom  intra-abdominal  pressure  from  pregnancy
or obesity causes defects at naturally weak areas. A study real-
ized  in  2011[1]  mentioned  that  herniation  of  the  stomach
through the umbilicus has only been reported twice over the
past 40 years [2, 3]. �e rarity of involvement of the stomach
in  umbilical  hernia  is  explained  by  the  stomach’s  relatively
�xed position in the abdomen through its ligamentous attach-
ments.  �ese  attachments  include  the  gastro-hepatic  liga-
ment  along  the  lesser  curvature,  the  gastro-colic  and  gastro
splenic  ligaments  along  the  greater  curvature,  and  the  gas-
tro-phrenic ligament along the posterior aspect of the fundus
[4]. Also, the oesophagus holds the stomach in place superior-
ly,  and  the  �xed  duodenum  tends  to  anchor  it  inferiorly.
�us,  the stomach is  �xed in position compared to the rela-
tively  mobile  small  bowel,  transverse  and  sigmoid  colon,
which  are  more  frequently  involved  in  abdominal  wall  her-
nias [4].

Imaging is able to characterize hernia morphology pre- opera-
tively  including  its  precise  location,  content  and  its  volume.
Imaging  can  also  determine  “loss  of  domain”,  which  de-
scribes the ratio between the volume of the hernia and residu-
al abdominopelvic cavity volume [5].

Previously, while physicians suspected an abdominal wall her-
nia, plain radiography or barium studies were predominantly
used to con�rm [2]. Currently, CT-scan is the accepted stan-
dard imaging modality in the diagnosis and pre-operative as-
sessment of epigastric and umbilical hernias with advantages
including the more accurate identi�cation of the hernia con-
tents, recognition of associated masses (if present) and detec-
tion  of  complications  (incarceration,  strangulation,  and  ob-
struction). However, the supine, static nature of the CT exami-
nation can result in undetected hernias that are instead appar-
ent  clinically  or  sonographically.  �us,  dynamic  abdominal
US is increasing in popularity as an imaging method for detec-
tion  of  this  type  of  hernia4.  Overall,  dynamic  US  of  the  ab-
dominal wall has proven to be an accurate alternative to CT-s-
can for detection of ventral hernias, with a sensitivity and spe-

ci�city of 98% and 88%, respectively [7].

But  these  numbers  given,  a  systematic  review  of  studies  of
ventral hernia repair found that both pre- and post-operative
imaging are used rarely [5]. In fact, based on the analysis of lit-
erature (31 RCT, 32 prospective cohort studies and 95 retro-
spective),  only 2% of patients undergo a pre-operative imag-
ing  (CT-scan predominantly  for  63%) and 4% a  post-opera-
tive (mainly in order to detect recurrence of the hernia) [5].

It’s  well  known  in  abdominal  surgery  that  long  term  treat-
ment of every symptomatic hernia should be surgical [7]. �e
only question is “What’s the best timing to operate”?

Elective surgery must be consider in case of complete asymp-
tomatic patient, when hernia is discovered incidentally or if a
mass (umbilical, inguinal,) is palped but without any pain or
discomfort for the patient.

In  the  other  hand,  for  symptomatic  patient  (as  presented  in
this case) and if there is a complication going along with the
hernia  (strangulation,  incarceration,  occlusion,  etc),  surgery
must be done in emergency. As elderly patient could frequent-
ly be less symptomatic than young people, pre-operative imag-
ing  is  even  more  important  to  con�rm  or  exclude  the  pres-
ence of these complications. �e mortality rate in elderly pa-
tients a�er surgery is  3.5-times that of the adult sample,  and
may be attributed to the weakening of the abdominal wall in
elderly patients [8]. In order to avoid emergency surgery (and
the higher rate of mortality/complications going along) -par-
ticularly  in  elderly  population-  a  good  clinical  examination
and  a  CT-scan  performed  as  soon  as  possible  are  keys  for
quick diagnosis.

�e particularity of this case and what makes it even more in-
teresting is that our patient switched from a situation of elec-
tive surgery on day 1 (22/03/2025) to a situation of immediate
surgery  on day 9  (01/04/2025).  Without  any gastric  involve-
ment and distention (causing fecal vomiting, pain and risk of
major  complications)  the repair  of  the primary hernia  could
have been done few days or weeks a�er her arrival at the emer-
gency.
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Conclusion

Stomach  involvement  in  umbilical  hernia  is  extremely  rare.
Abdominal pain, feeding fear, nauseas and vomiting are usual-
ly the �rst signs and symptoms to appear. Even if manual re-
duction  of  the  hernia  is  sometimes  a  temporary  solution,
surgery  is  always  the  only  de�nitive  solution.  Depending  of
the  situation,  the  surgery is  either  elective  or  made in emer-
gency.  For the huge majority  of  patients,  CT-scan is  still  the
“gold standard” radiologic examination to diagnose umbilical
hernia and provide a good description of  its  caracteristics  in
the same time.
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