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Introduction

The urachus is located pre-peritoneally in the
center of a pyramid-shaped space. This space lies
with its base on the anterior dome of the bladder
and the tip directed toward the umbilicus. The
urachal length varies from 3 to 10 cm. It has a
diameter of 8 to 10 mm. The urachus can remain
either completely open or obliterate partially,
leading to the formation of cystic structures at any
site throughout its course. The urachal anamoly is
usually discovered in childhood, but a late onset in
adulthood is always possible. In these cases the
clinical presentation is highly variable, and makes
diagnosis difficult. This case series presents the
various ways of presentation and their
management in adults.

Aim and Objective
To study the mode of presentation and
management of urachal sinus in adults.

Material and Methods
A Case Series
Study Period: 2014 August to 2017 July.

Case Report |

A 35 yr old male with c/o serous discharge from
umbilicus-2 months duration. Initially had pain
and swelling around umbilicus with purulent
discharge . Was treated with antibiotics elsewhere
and referred to us with Ultra sound of abdomen.
No history of fever with chills or similar episodes
in the past. Patient is a known case of Type |
Diabetic on insulin for 10 yrs. No history of
previous surgeries. Abdominal examination
revealed soft non tender , mass of size 2x2 cm
palpable around umbilicus, with mild tenderness
Bladder not palpable. Serous discharge from
umbilicus with no granulation tissue. The
umbilicus looked normal and no peritoneal signs
were elicited. Blood biochemistry was normal.
Urinalysis was normal and urine culture showed
no bacterial growth. Abdominal ultrasonography
(US) revealed a 16 x 15 mm hypoechoic area
beneath the umbilicus in subcutaneous plane
connected to umbilicus and tract like structure
going down not reaching bladder. CT sinogram
reveals a Sinus tract 9.6 mm long with external
opening in umbilicus and connected to above
midline swelling. Cystoscopy was performed
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showing no bladder anamolies. The suggested
diagnosis was Umbilical-Urachus Sinus. Whole of
sinus tract along with abscess cavity and median
umbilical ligament with a cuff of dome of bladder
removed  extraperitonealy  preserving  the
umbilicus. Histopahological report of excised tract
also confirmed for urachal tissue. At 18months
postoperatively, Patient was asymptomatic and no
abnormalities of the abdominal wall were seen.

Case Report-I1

A 40 yr old man presented to emergency with pain
abdomen and fever for 3 days. Pain was moderate
to severe in intensity without any radiation. Fever
with chills are there for 3 days.

Past history of recurrent umbilical discharge was
there which was purulent in nature. Patient was a
known case of diabetes on oral hypoglycemic.
Abdominal examination revealed swelling around
the umbilicus with tenderness, no signs of
peritonitis was present. Initial diagnosis was
umbilical hernia. Patient refereed to us with
Ultrasound of abdomen showing a hypoechoic
mass below umbilicus with echogenic particle
inside. Blood biochemistry shows leucocytosis
(14,5000) with neutrophilia. All other blood
parameters are within normal range. Urine culure
and sensitivity was sterile. With antibiotic
coverage patient was subjected to CECT scan.
Which shows 11.3 x 14.5 x 12.3 mm well defined
midline collection located deep to the umbilicus in
preperitoneal space in line with urachus. with few
air pockets noted. Urinary bladder normal.
Cystoscopy was performed showing no bladder
anomalies. Provisional diagnosis was infected
urachal sinus. Whole of sinus tract along with
abscess cavity and median umbilical ligament
with a cuff of dome of bladder removed
extraperitonealy  preserving the  umbilicus
Histopahological report of excised tract also
confirmed for urachal tissue. Post operative period
on 12 month follow up patient is doing fine with
no abdominal wall abnormality.

Case Report-3

A 30 year male presented to our OPD with history
of recurrent purulent, cheesy discharge from
umbilicus since adolescence. At the time of
presentation patient was afebrile. The physical
examination revealed periumbilical tenderness,
erythema and discharge from the umbilicus. There
were no signs of general infection. The laboratory
tests were all within the normal limits.Urine
culture was sterile. On ultra sound hypoechoeic
area of size 3x3 cm with echogenic particles
inside present. On further investigation with
CECT abdomen revealed sinus tract of size 1.2 cm
with external opening at the umbilicus was
present. Preoperative cystoscopy shows normal
bladder finding. Provisional diagnosis was
infected urachal sinus. Excision of the tract with
median ligament and cuff of bladder was
removed. Follow up at 12 month patient is doing
fine with no fresh complaints.

Fig -1 Ultra sonography showing hypoechoic
mass with echogenic particles

Fig -4 Removal of sinus tact with median
ligament with bladder cuff.
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Discussion
The allantois develops as an extraembryonic
cavity from the yolk sac and connects with the
cranioventral portion of the cloaca, the future
bladder. Around the 4th to 5th month of gestation,
the allantoic duct and ventral cloaca involute as
the bladder descends into the pelvis. The descent
causes the allantoic duct to elongate because it
does not grow with the embryo. This
epithelialized fibromuscular tube continues to
become narrower until it obliterates into a thick
fibrous cord, the urachus (Moore, 1982) M. A
partial or total defect of obliteration of the
urachus channel after the fifth month of gestation
can be the origin of urachal abnormalities.
Congenital anomalies of the urachus are

e Urachal sinus -15 %

e Urachal cyst -30 %

e Patent urachus-50 %

e Vesicourachal diverticulum-5 %

This entity is usually discovered in childhood, but
a late onset in adulthood is always possible. at
Few cases of infected urachal remnants in
adulthood were reported in the literature 2&1, In
the umbilical-urachus sinus, the urachus
obliterates at the bladder level but remains open at
the umbilical site, causing a continuously draining
sinus. In adults with persistant urachus 66% had
hematuria or pain and 90% underwent excision.
Surgical treatment in children consisted of simple
excision, whereas over 50% of adults required
partial or radical cystectomy because of
malignancy™. A recent report showed that
children are more likely to have an infected
urachal cyst, while adults are more likely to have
an infected urachal sinus™.

Urachal remnants are clinically silent because the
urachus is surrounded by the umbilicovesical
fascia, so disease processes usually remain
contained inside the pyramid-shaped space . In
the  umbilical-urachus sinus, the urachus
obliterates at the bladder level but remains open at
the umbilical site, causing a continuously draining
sinus. The manifestation is similar to that of the

patent urachus. The presence of a persistent
omphalomesenteric duct has to be considered.
This would manifest as a Meckel diverticulum
connected to the umbilicus. These structures can
be wvery difficult to differentiate from an
umbilical-urachus sinus because no connection to
the bladder or bowel can be seen on sinugram.

Signs of inflammation becomes presenting feature
when it is associated with infection. In our series
one case was presented with acute infection to
emergency while other two are presented to
outpatient clinic. All patients are evaluated
initially by ultrasound than by CECT abdomen.
Cystoscopy done in all patients to rule out any
bladder anamoly. All patients subjected to
excision of tract with median umbilical ligament
with removal of dome of bladder with
preservation of umbelicus as in adult urachal
remnants are associated with carcinoma %,

In this series a transverse or midline infraumb-
ilical incision was given in all cases. Mean
operative time is 45 minutes, mean post hospital
stay is 6 days. Patients were followed for 24
months. Laparoscopic approach for resection of
the urachus was first introduced by Trondsen et al
[0 Since then some other teams have published
their series of a laparoscopic approach 12

Conclusion

Umbelical urachal sinus is a variant of urachal
remnant presentation. Presentation in adults is a
rare phenomenon but this have to kept in mind
while evaluating acute abdomen. History taking
and detailed physical examination may help in
early diagnosis. CT scan is the gold standard
diagnostic tools for suspected cases of urachal
lesions. In adults complete tract excision with
bladder cuff removal is the treatment of choice.
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