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Case RepoRt
A 24-year old male, came to the Urology department, Lifeline hospital, 
with history of discharge from the umbilicus. On examination, it was 
detected as infected remant of urachus. Routine investigations 
were done. USG reported as ill defined hypoechoic tender tubular 
lesion underneath parietal wall in the midline infraumbilical region, 
suggestive of urachal sinus. MRI reported as findings of Urachal 
sinus extending for a distance of approximately 2.5 cm. A hypotense 
tract with narrow fluid filled lumen was extending from the umbilicus 
inferiorly for 2.5 cm approximately in length, beneath the anterior 
abdominal wall [Table/Fig-1]. No evidence of collection beneath the 
umbilicus. Urinary bladder had normal thickness. The patient was 
treated with antibiotics, and surgical excision [Table/Fig-2] of the 
urachus was done, and during the surgery, cystoscopy was also 
done. The physician examined for malignancy and found none. 
Histopathological report indicates chronic inflammatory disease. He 
was discharged with medications and was advised to do follow up. 
The patient had come for follow up after 2 weeks, then 4 weeks and 
then after 3 months and 6 months. He was examined and found no 
recurrence of the condition.

DisCussion 
The urachus is a tubular, midline structure, located preperitoneal 
in the centre of a pyramidal shaped space, lined by obliterated 
umbilical arteries with its base on the dome on the anterior bladder 
and the tip directed towards the umbilicus. The urachal length 
varies from 3 to 10 cm [1]. Urachus or median umbilical ligament is a 
remant of cloaca, which is the cephalic extension of urogenital sinus 
and the allantois, which is a derivative of the yolk sac [2]. In late 
embryonic and fetal life and early postnatal life, the urachal portion, 
which is microscopic, fails to grow; thus, its lumen narrow and is 
usually obliterated by fibrous proliferation. The urachus involutes 
normally before birth and persists as a fibrous band [3]. Congenital 
urachal anomalies are twice as common in men as in women [4]. In, 
umbilical-urachal sinus, the urachus obliterates at the bladder level 
but remains open at the umbilicus.

Umbilical-urachal sinus consists of blind dilatation of the urachus 
at the umbilical end. A small opening into the umbilicus is generally 
present and may result in periodic discharge [5,6]. A thickened tubular 
structure along the midline below the umbilicus can be visualized at 
USG. There are four types of congenital urachal anomalies [7]: 1) 
Patent urachus; 2) Urachal cyst; 3) Umbilical-urachal sinus and; 4) 
Vesicourachal diverticulum. A patent urachus is purely congenital 
and accounts for about 50% of all cases of congenital anomalies. 
An urachal cyst (30%), umbilical-urachal sinus (15%), vesicourachal 
diverticulum (3 % to 5%), may close normally after birth but then 
reopen in association with pathologic conditions that are often 
categorized as acquired diseases. The route of infection may be 
lymphatic, haematogenous, or vesical, and a wide variety of gram-
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aBstRaCt
Abnormalities in the closure of the intraembryonic portion of the allatoic lumen result in urachal abnormalities. Urachal remnant diseases 
are rare in adults. Malignant urachal neoplasms, like adenocarcinoma which may probably occur due to metaplasia of the transitional 
epithelium of the urachal remnant are very rare. Surgical excision of the urachus is needed. The imaging features of the urachal 
abnormalities are important for correct diagnosis and surgical management.     

[table/Fig-1]: MRI Showing remnant urachus. Arrows Pointing at the Urachal sinus

[table/Fig-2]: Surgically excised urachus
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positive and gram-negative micro-organisms have been cultured 
from infected urachal remnants [3].

Urachal abnormalities result from incomplete regression of the 
fetal urachus. If the allantois remains patent and urine appears 
through umbilicus, it is patent urachus. If the proximal and distal 
parts of allantois are obliterated and only the middle part is 
patent, it is urachal cyst. When the allantois is patent only at the 
umbilical end, rest of the part is fibrosed then it is urachal sinus. 
If the allantois is forming a small diverticulum at the vesical end, it 
forms vesicourachal diverticulum. In vesicourachal diverticulum, the 
urachus communicates only with the bladder dome.

Urachus is surrounded by the umbilicovesical fascia, disease 
process usually remain contained inside the pyramidal space. The 
urachus can remain completely open or obliterate partially, leading 
to the formation of cystic structures throughout its course. Ashey et 
al., reported amongst 176 patients diagnosed with urachal anomaly, 
and urachal remnants were found in 46 children and 130 adults. 
Surgical treatment in children consisted of simple excision, whereas 
more than 50% adults required radical or partial cystectomy due 
to malignancy. There was no reported evidence that a persistence 
urachal remnant would lead to cancer development in later life [8]. 
Galati et al., reported in 23 children with urachal remnants, 10 of 
whom underwent excision due to symptomatic problems. They 
found that spontaneous resolution with non-operative management 
is likely with remnants in patients younger than 6 months [9]. The 
characteristics of the drainage fluid are a clue to its cause.  Persistent 
clear fluid leakage (likely urine) in an infant is highly suggestive 
of a patent urachus while cloudy, serous, or bloody fluid is more 
indicative of an urachal sinus or cyst.  The differential diagnosis of 
umbilical drainage also includes omphalitis, omphalomesenteric 
duct remnant, or an umbilical granuloma [10]. During routine 
radiographic evaluation for the other diseases of urinary system, 
urachal anomalies can be incidentally found. Excision of the urachal 
remnant is curative. The main surgical dilemma occurs in patients 

who present with an asymptomatic lesion that is incidentally 
discovered in imaging.  Pathological analysis of excised urachal 
remnants showed persistent epithelium in the remnant [11].

ConClusion 
Urachal sinus is a blind dilatation of urachus at the umbilical end and 
is subject to infection. The accurate diagnosis can be done by USG, 
CT, VCUG and MRI. Urachal tumours are very rare. Histological 
sections of remnant urachus show non-regressing epithelium. The 
transformation remnant epithelium into a malignancy is unknown. 
The anatomy and imaging of these urachal diseases is essential 
for proper diagnosis and interventions. Such rare urachal remnant 
anomalies knowledge is essential for surgeons and urologists.
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