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INTRODUCTION 

Umbilical hernias comprise 10 percent of all hernias.1 

Umbilical hernias are more common in women.1 

Abdominal discomfort and swelling at the umbilicus are 

the usual symptoms of an umbilical hernia. If 

incarcerated, the hernia increases in size and becomes 

symptomatic. This is followed by an increase in the 

volume of the contents which may range from omentum 

to small intestine. Presence of transverse colon in an 

umbilical hernia sac is extremely rare.2 A case of 

irreducible umbilical hernia containing the transverse 

colon is presented with a view to highlight the surgical 

challenges in managing such a case. 

CASE REPORT  

A 42 year old lady presented with abdominal discomfort 

accompanied with swelling at the umbilicus. Over a 

period of time it became irreducible. The patient 

complained of vague symptoms, which she attributed to 

acid peptic disease and sought treatment for the same. On 

examination, vital parameters were within the normal 

limits. Physical examination of the abdomen revealed an 

irreducible umbilical hernia, measuring 10 cm in 

diameter with stretching of the umbilical skin. Contrast 

enhanced computerized tomography (CECT) was done 

which revealed an incarcerated umbilical hernia with the 

transverse colon and omentum as the content (Figure 1). 

The patient underwent open surgery for the same. 

Elliptical incision which included the umbilicus was 

made as the umbilical skin was thinned out. The sac was 

identified and dissected all around till the neck was 

reached (Figure 2). The sac was then opened. The 

contents were transverse colon and omentum (Figure 3). 

Extensive adhesions were found between the transverse 

colon and the sac. These adhesions were separated and 

the colon was reposited back into the peritoneal cavity. 

The defect was delineated (Figure 4). The redundant part 

of the sac was excised and the sac closed with No. 1-0 

vicryl (Figure 5). Two vertical incisions, one on either 

side of the midline were made approximately 1.5 cm 

from the midline extending 5 cm above and below the 
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defect. Flaps were created from the medial edges of the 

anterior rectus sheath. Retro rectus space was created on 

either side. The edges of the medial flaps were 

approximated with continuous No.1 polypropylene suture 

(Figure 6). This created a new midline. A polypropylene 

mesh was placed covering the midline extending laterally 

on either side into the retro rectus space and fixed with 2-

0 propylene sutures (Figure 7). The lateral flaps of the 

anterior rectus sheath were approximated with No. 1 

polypropylene sutures (Figure 8). Subcutaneous tissues 

were approximated with 1-0 vicryl and skin with staples. 

Staple removal was done on day 10 with complete 

recovery. The patient has been following up for the last 

six months with no recurrence. 

 

Figure 1: CECT showing transverse colon in the 

hernia sac. 

 

Figure 2: Hernia sac dissected till the neck. 

 

Figure 3: Opened sac showing transverse colon and 

omentum. 

 

Figure 4: Defect delineated after contents reposited. 

 

Figure 5: Sac trimmed and closed. 
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Figure 6: New midline created by approximation of 

the medial flaps. 

 

Figure 7: Mesh place over the new midline extending 

laterally into the retro rectus space. 

 

Figure 8: Lateral edges of the anterior rectus sheath 

approximated. 

DISCUSSION 

The European Hernia Society defines midline hernias 

from 3 cm above to 3 cm below the umbilicus as 

umbilical hernia.1 The borders of the umbilical canal are 

umbilical fascia posteriorly, linea alba anteriorly and the 

medial edges of the two rectus sheaths on either side. 

Herniation occurs due to increased intraabdominal 

pressure the etiology of which may range from obesity to 

abdominal tumors. 

The pathology is initiated by herniation of the 

preperitoneal fat followed by formation of a well-defined 

hernia sac. As the defect increases in dimensions, the sac 

also increases in size with the addition of more contents 

such as omentum and small intestine.2,3 Large intestine is 

rarely involved in such hernias. But, if present, it may 

pose a surgical challenge. It is always advisable to 

operate upon such cases at the earliest. Both laparoscopic 

and open methods have been described.3-5 Laparoscopic 

approach is best suited for completely reducible hernias, 

or, for hernias which are partially reducible on physical 

examination. Completely irreducible hernias containing 

the colon are best suited for open surgery as adhesiolysis 

can safely be performed without causing any damage to 

the colon. In the case presented, a CECT was done, 

which showed an incarcerated transverse colon.6-8 Open 

approach enabled a safe adhesiolysis followed by a good 

delineation of the defect. It also facilitated safe 

adhesiolysis of the viscera adherent to the borders of the 

defect from within.9,10 Dissection and approximation of 

flaps from the anterior rectus sheath can be facilitated by 

an open approach. This technique helps in creating a new 

fascial midline thereby restoring the normal integrity of 

the anterior abdominal wall. Reinforcement of the newly 

created midline to ensure a strong barrier is done. 

Placement of a mesh is essential in umbilical hernia 

repair.11,12 Suture techniques such as primary suturing or 

Mayo’s repair have a high incidence of recurrence. This 

is best provided by placing a mesh on the newly created 

midline extending laterally into the retro rectus space.12 

This provides a twofold advantage viz. migration and 

infection of the mesh are prevented as the mesh lies 

sandwiched between the two aponeurotic layers.12 The 

operative technique described in the case report therefore, 

provides a three layered protection over the defect, 

thereby reducing the recurrence rate to a bare minimum. 

CONCLUSION 

Incarceration of a colon in an umbilical hernia is 

extremely rare. CECT is essential to establish the 

contents of the sac. Open mesh repair is the mainstay 

treatment for irreducible umbilical hernia with colon as 

its content. Recurrence rate with this technique is 

extremely less thereby making it a safe surgical option 

for repair for complex umbilical hernia. 
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