JCI] MCR Journal of

www.jcimcr.org

OPEN AccEss Clinical Images and Medical Case Reports

Case Report

ISSN 2766-7820

Open Access, Volume 6

Ovarian cancer in umbilical hernia — Case report
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Background

Abstract

Background: Ovarian cancer is currently the fifth leading cause of
cancer-related deaths among women worldwide. It is an aggressive
disease that is frequently detected at advanced stages. Patients often
present with nonspecific pelvic or abdominal symptoms. Initial diag-
nostic tests include transvaginal ultrasonography and serum Cancer
Antigen 125 (CA-125) measurement.

Case study: A 75-year-old female patient with asthma, chronic kid-
ney disease, and hypertension presented with abdominal pain and
defecation disorders and was admitted to the department. Ultraso-
nography demonstrated abnormalities in the uterus and both pelvic
and abdominal cavities. Computed tomography determined pathologi-
cal tissue masses around the umbilicus in contact with the transverse
colon, small intestine, and uterus. Polycyclic structure with numerous
uterine calcifications and enlarged inguinal nodules were described.
The patient was qualified for the surgery because of subileus symp-
toms. The procedure was primarily palliative due to the beginning of
intestinal transit disorders. The histopathological studies confirmed
ovarian endometrioid adenocarcinoma G2 with infiltration on the an-
terior wall of the omental sac, greater omentum, peritoneum, uterus,
and uterine myoma. The patient was not treated with platin-based
chemotherapy due to lack of consent.

Conclusion: Ovarian cancer is an aggressive disease often diag-
nosed in advanced stages. Metastasis to the umbilical hernia region
is rare and imposes differentiation with gastrointestinal tumors. Fast
surgical intervention is usually required in such cases due to the high
risk of bowel obstruction in the metastatic hernia region and preferred
to neoadjuvant therapy.

erogeneous group of malignancies arising from the epithelial,
stromal, or germ cells of the ovary, with epithelial ovarian can-

Ovarian cancer is one of the most common cancers among
women worldwide and a leading cause of gynecologic cancer-
related deaths. Despite significant advances in diagnostic and
therapeutic strategies, the prognosis for ovarian cancer remains
poor due to its often-asymptomatic nature in early stages,
leading to delayed diagnosis. The disease encompasses a het-

cer accounting for approximately 90% of cases. Risk factors for
ovarian cancer include advanced age, family history, BRCA1 and
BRCA2 mutations, and conditions like endometriosis. Protective
factors, such as oral contraceptive use and multiparity, are asso-
ciated with hormonal influences on ovarian physiology. The dis-
ease typically presents in women over 50 years of age, though
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it can occur in younger patients, particularly in those with a ge-
netic predisposition [1,2]. Symptoms of ovarian cancer, often
vague and non-specific, may include abdominal bloating, pelvic
pain, early satiety, and urinary urgency, contributing to delayed
recognition. Current diagnostic modalities include transvaginal
ultrasound, serum tumor markers like CA-125, and advanced
imaging techniques, but no reliable screening test exists for ear-
ly detection in the general population [3]. The management of
ovarian cancer relies on a combination of cytoreductive surgery
and platinum-based chemotherapy, with recent advances in
targeted therapies, including PARP inhibitors, offering improved
outcomes for specific subsets of patients. However, recurrence
rates remain high, necessitating ongoing research to improve
early detection, prognostic assessment, and treatment options.

This case report highlights a unique presentation of ovarian
cancer, underscoring the challenges in diagnosis and the im-
portance of personalized therapeutic approaches. By exploring
this case, we aim to contribute to understanding the disease’s
clinical spectrum and advance discussions on optimizing patient
care, especially when presenting with a disease requiring im-
mediate intensive treatment.

Case study

A 75-year-old female patient with asthma, chronic kidney
disease, and hypertension. The patient had a history of 2 preg-
nancies and 2 childbirths and no data regarding the family his-
tory. The female presented with abdominal pain and defecation
disorders and was admitted to the clinic. The laboratory results
showed multiple abnormalities, including hemoglobin 11, 6 g/
dl (n: 11, 5-15, 5 g/dl), creatinine 1, 54 mg/dl (n: 0, 5-0, 9 mg/
dl), TSH 6, 36 ulU/ml (n: 0, 270-4, 200 ulU/ml), and the tumor
marker CA-125 179, 2 u/ml (n: <35 U/ml). Physical examination
revealed a 7-8 cm hernia in the umbilicus area. Ultrasonogra-
phy demonstrated bulky mass of the uterus and homoecho-
genic nodules. Computed tomography determined pathological
tissue masses measuring 83x60x70 mm around the umbilicus,
which were in contact with the transverse colon, small intes-
tine, and uterus, suggesting peritoneal grafts. Polycyclic struc-
ture with numerous calcifications measuring 131x100x82 mm
in the uterus and enlarged inguinal lymph nodes measuring
9x18 mm were described.

Moreover, at the outer edge of the liver, thin layer of the fluid
was up to 10 mm, and at the outer edge of the spleen, up to 12
mm. A subcapsular, hypodense focus of 11 mm in liver segment
Il was determined as too small for unequivocal assessment. The
pancreas and spleen were not enlarged, homogeneous, and
without perceptible focal changes that were distinguishable in
the native phase.

The patient was qualified for the surgery. Longitudinal me-
dian laparotomy, radical removal of the uterus with adnexa,
pelvic peritonectomy and left colic gutter, total omentectomy,
rectal shaving, and excision of the tumor from the umbilical re-
gion and umbilical hernia repair were performed. Minor nod-
ules on the small intestine, carcinomatosis on the diaphragm,
and infiltration of 3-4 epiploic appendices through the intestine
wall were left. The procedure was primarily palliative due to
the subileus and the urgent need to restore intestinal passage.
The histopathological studies showed the presence of ovarian
endometrioid adenocarcinoma G2 with infiltration on the an-

terior wall of the omental sac, greater omentum, peritoneum,
uterus, and uterine myoma. Immunohistochemistry defined
CKAE1/AE3 (+), CK7 (+/-), vimentin (+), napsin (-), CDX2 (-), CK20
(+), ER(-/+), PR(-), ki67(+), p16(+/-), p53 (-), WT1(-), PAX8(-/+).
There were lymph nodes (of greater omentum) without metas-
tases. FIGO grade was assessed as IV.

\\Figure 1: CT vie

\\Figure 3: CT view of polycystic masses around the uterus.

After the surgery, the patient was referred for platin-based
chemotherapy; however, the patient did not consent due to
personal reasons. According to the patient’s family, the patient
was satisfied with her life and attended several family events
after the surgery. However, six months later, the patient was
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admitted to the neurological ward due to a cerebral stroke. As
her daughter stated, multiple metastases in the lungs and liver
were found in CT. The patient died during the hospitalization.
Data regarding the patient’s last hospital stay wasn’t obtained.

Discussion

Ovarian cancer presenting in an umbilical herniais an exceed-
ingly rare phenomenon, underscoring the importance of clinical
vigilance in evaluating atypical hernia contents. The umbilicus is
a recognized site for metastasis in ovarian cancer, known as Sis-
ter Mary Joseph’s nodule, and its incidence ranges from 1% to
3% [4,5]. However, primary ovarian tumors manifesting within
an umbilical hernia sac are scarcely documented. Millar et al.
reported in their work six patients with ovarian cancer in reduc-
ible umbilical hernia, two of the described cases were patients
with ovarian adenocarcinoma [6]. Karabulut et al. described an
incarcerated umbilical hernia with a granulosa cell tumor of the
ovary, whereas Liu et al. discussed an ovarian adenocarcinoma
with metastasis to the umbilicus [7,8]. All these reports show
that the management of ovarian cancer within an umbilical her-
nia necessitates a multidisciplinary approach. Surgical interven-
tion often involves resection of the hernia sac with oncological
clearance, followed by appropriate adjuvant therapy based on
staging and histology.

The clinical implications of this finding are significant. Her-
nias containing neoplastic tissue are often mistaken for simple
reducible or incarcerated hernias, potentially delaying diagno-
sis. Imaging modalities such as CT and Magnetic Resonance Im-
aging (MRI) play a pivotal role in identifying abnormal adnexal
structures and ruling out concurrent malignancies. Histopatho-
logical examination remains the gold standard for confirming
the diagnosis and determining the histological subtype, which
is critical for tailoring therapeutic strategies.

This case emphasizes the need for heightened awareness
among surgeons and oncologists regarding atypical presenta-
tions of ovarian cancer, as early recognition and intervention
can significantly impact prognosis. Furthermore, reporting such
rare cases contributes to the growing body of literature, guiding
future diagnostic and therapeutic frameworks.

Conclusion

Ovarian cancer is an aggressive disease that, in some cases,
may be initially impossible to remove in its whole range. Metas-
tasis to the umbilical hernia region is rare and imposes differen-
tiation with gastrointestinal tumors. Fast surgical intervention
is usually required in such cases due to the high risk of bowel
obstruction in the metastatic hernia region.
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