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Case report
 Umbolith: A Rare Case of Umbilical Lithiasis in Adult
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Introduction 
The ‘umbilicus’ is a clinical term for the ‘nave’l or for its 
colloquial term ‘belly button’. It is a weak point of scar tissue at 
the centre of anterior abdominal wall, covered by puckered skin. 
It marks the transmission of two umbilical arteries, one umbili-
cal vein, the allantois and the omphalomesenteric (vitelline) 
duct within Wharton’s jelly in fetal life.1 In adulthood, it appears 
as protuberant or flat or hollowed zone of variable depths in the 
abdominal wall marking the attachment of umbilical cord.2 

Various disorders affecting the adult umbilicus include umbili-
cal hernias, umbilical sinus,umbilical fistula(through which 
menstrual or fecal or urinary discharge can occur), umbilical 
endometriosis, urachal cyst or sinus, vitelline cyst or sinus, hair 
tufts with infection, pilonidal sinus and foreign bodies,Omphali-
tis (inflammation of umbilicus), umbilical infection [and 
complications thereof like sepsis, cellulitis, portal pyemia, 
portal vein thrombosis, liver abscess, septicemia, septic shock, 
MODS (Multi Organ Dysfunction Syndrome), MSOF       

Abstract
A 20-year old non-diabetic non-hypertensive non-smoker male farmer presented with purulent umbilical discharge 
for one year. He used to live an unhygienic life. He had throbbing pain, intermittent fever preceded by chills and 
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(Multi System Organ Failure) etc.], Omphalophobia etc. 
Persistence of the urachus (allantois) or vitelline duct at the 
umbilicus may cause troubles in early or late life.3-5 Other 
benign and cancerous diseases of the umbilicus include keloids, 
dermatofibroma, cholesteatoma, malignant melanoma, primary 
umbilical malignancy and umbilical metastasis (secondary the 
well-known Sister Mary Joseph nodule).6-8 Omphalolith (also 
known as umbolith, omphalith, omphalo-keratolith, umbilical 
bolus, inspissated umbilical bolus) is not a common condition 
under normal circumstances. Howbeit, in case of a deeply 
retracted umbilicus in unhygienic persons, irrespective of age 
and sex, especially in obese individuals, the accumulation of 
dirts, dead skin cells, sebum and keratin may lead to the forma-
tion of multiple small concretions which gradually can coalesce 
leading to the development of obvious stones called the navel 
stones or calculi.9-11 On oxidation specially in contact with air, 
these calculi may take a blackish hue.12 These calculi may 
remain undetected for several years until and unless complicat-
ed by ulceration or infection or hemorrhage etc.2,13

Case Report
A 20-year old adult, non-diabetic non-hypertensive non-alco-
holic poor male farmer hailing from Sirajgonj visited at the 
outpatient department. He used to live in a poorly hygienic 
environment. His personal life and habit were not ideally 
hygienic. He presented with a purulent discharge from the 
umbilicus for one year. It was associated with throbbing pain, 
intermittent fever of mild and moderate gradepreceded by chills 
and rigors for fifteen days. No other symptoms like nausea, 
vomiting and discharge of feces, blood or urine from the 
umbilicus were reported. He gave no past history of notable 
disease and surgery. He was treated with various types of antibi-
otics, analgesics, antipyretics for a long time by many 
physicians of his locality. But the condition was not improved. 
The patient failed to mention the name of all drugs he took. 
Examination of the umbilicus showed an active purulent 
discharge with inflamed, edematous, red skin around the 
umbilicus, local riseof temperature and tenderness. A palpable 
mass was present measuring about 2×1.5 cm just below and 
adherent to the umbilicus. The mass was hard in consistency. It 
was irreducible, non-pulsatile, non-compressible and not trans 
illuminating (Figure: 1). There were no visible and no palpable 
impulse on coughing. The purulent discharge was sent to the 
laboratory for culture and sensitivity test, Gram’s staining, AFB 
staining and other studies.

Under spinal anaesthesia, the patient was placed in the supine 
position. The abdomen was cleaned and draped. After further 
cleaning the umbilicus, a probe was introduced through the 
umbilicus to gauge the depth of the lesion. It had not passed 
beyond the abdominal wall into the peritoneal cavity indicating 
that it was a sinus and not a fistula. The probe was negotiated to 
touch the concretions and was thus helpful to presume the 
diagnosis. A smile incision was made below umbilicus. The 
incision was deepened and the flap was raised upwards. Multi-
ple calculi of variable consistency were found at a depth of the 
umbilicus. These were extracted (Figure: 2). The sinus tract and 
the accompanying small abscess cavity were excised. The 
abscess cavity was about 5ml size. The sinus tract and the 
abscess cavity were sent for histopathological examination, 

culture and sensitivity test, Gram’s staining and other studies. 
The studies revealed Staphylococcus aureus sensitive to 
gentamycin and amikacin. Histopathological examination that 
revealed acute inflammatory cells with no granuloma and no 
malignancy. The patient was given parental antibiotics as per 
the sensitivity result plus metronidazole against possible 
anaerobic co-infection in the post-operative period. The 
post-operative outcome was smooth and uneventful. The 
patient remained well and asymptomatic on review over six 
months.

Figure 1: Umbilical sepsis with cellulitis

Figure 2: Umbolith   

Discussion 
Omphaloliths are very rare finding.1,3 They are classically and 
commonly asymptomatic. Patients very often seek medical 
advice only if complicated as evidenced by pain, inflammation 
or infection, discharge or unusual umbilical mass-like 
suspicious neoplastic lesion.5 Poor hygiene is the main cause 
and an umbilical crevice deep enough to contain significant 
concretions is a definite prerequisite. When symptomatic, 
omphalolith commonly presents with a firm to hard, black 
umbilical mass, resembling a malignant melanoma or sarcoma. 
Patients may complain of pain and discordant umbilical 
discharge. It may very often be associated with seborrhea, 
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pyogenic infection, peri-umbilical cellulitis, edema, abscess 
etc. In some countries like Japan, there is a superstition that 
cleansing of "umbilical sesame" is causative of abdominal 
pain.7 Thus their superstition keeps them unhygienic predispos-
ing to acquired umbilical disorders including umbilical 
lithiasis. Of course, umbolith is a rare disease. Thence aware-
ness and pre-occupied knowledge are of utmost important for 
preoperative diagnosis & to differentiate it from other umbilical 
disorders.9,13

The diagnosis is generally arrived at based on careful history 
and probing of sinus may feel ‘foreign body’ sensation during 
clinical examination though occasionally imaging may be 
needed like transabdominal ultrasonogram,5 MRI and CT scan 
in early symptomatic or doubtful cases.10,12 Rarely, the diagno-
sis may be arrived at only after surgical exploration of umbili-
cus.6,7

MRI study reveals a well-defined signal void of both T1- and 
T2-weighted sequences with no contrast enhancement.11 Upon 
preoperative definite diagnosis, the treatment of choice is 
dilating the umbilical orifice (external opening of the sinus) by 
the surgeon to extract the calculi and to cleanse the umbilicus 
with or without excision of sinus tract etc.6,7 If infection 
persists, one is to do umbilical excision (umbilectomy) to 
remove the resistant infected tissue.2 

To prevent the calculi first from appearing and to prevent the 
recurrence, adequate hygiene is to be forced. In exceptional 
cases, umbilectomy (umbilical excision) is to be done to 
prevent recurrence.9,10

Conclusion
Umbilicus is an important essential anatomical landmark for 
different surgical procedures. It is also regarded as a beauty part 
for fashionable women. Excision of umbilicus is a definite 
treatment option of umbilical sepsis. However, umbilicus may 
be preserved with proper treatment and elimination of predis-
posing factors. Preoperative diagnosis is to be done by aware-
ness and pre-occupied knowledge of the attending physicians 
and surgeons. Though umbolith is a rare disease, it can kill a 
patient inviting infection and sepsis when complicated and 
neglected. 
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