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Abstract

Urachal abnormalities are very rarely encountered in adults. Though the urachus is normally obliterated in early infancy, it may 
cause a lower midline lesion in adults. Urachal abnormalities can be classified into five groups: patent urachus, urachal sinus, vesi-
courethral diverticulum, urachal cyst and alternating sinus. Their variable ways of Presentation may diagnostically challenge chat 
sinuses are a rare type of these abnormalities. They are frequently found by chance and are asymptomatic unless they cause a con-
sequence (most commonly infection). Purulent umbilical discharge, abdominal pain and a periumbilical lump are all symptoms of 
a urachal sinus infection. A case of the infected urachal sinus in a male adult is presented. Ultrasonography verified the diagnosis, 
which was suspected clinically. Following broad-spectrum antibiotic therapy, the sinus and fibrous tract are completely removed. The 
recovery period was unremarkable. A histological test revealed no evidence of cancer.
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Introduction

Urachal abnormalities are caused by inadequate foetal urachus regression. Because of urachal obliteration in early childhood, they 
are more common in children than in adults [1]. A urachal cyst (UC) is the most frequent kind in adults, with infection being the most 
prevalent symptom [2]. Few cases of urachal sinuses have been reported in the literature since Cabriolusin1550 originally described 
them. The incomplete obliteration of the foetal urachus causes urachal malformations. Adults have fewer of them than children [3]. Vari-
ous types of remnants have been identified, with urachal sinus being the most prevalent. Umbilical drainage is the most common sign of 
this abnormality [4].

Case Report

A 32-year-old male patient, with no relevant past medical history, presented with a 1-month history of abdominal pain which is stab-
bing in nature, moderately severe, and had no aggravated and relieving factors. The patient also has painful umbilical swelling with 



Citation: Ahmed Osama Ahmed Babikir., et al. “Infected Urachal Sinus in the Adult: A Case Report”. EC Clinical and Medical Case Reports 
5.7 (2022): 28-32.

Infected Urachal Sinus in the Adult: A Case Report

29

discharge, which is a small amount, yellow in color, and offensive odor without digestive or urinary symptoms. Physical examination 
revealed an initial temperature of 38.9°C, purulent umbilical discharge with tender umbilical mass (Figure 1). Laboratory tests revealed 
marked leucocytosis of 24,000/mm3. The urinalysis and renal functions were within normal. Ultrasonography of the abdomen revealed 
characteristics consistent with an infected urachal remnant harbouring pus and fecolith with a discharging sinus. The patient was first 
given intravenous antibiotics for 72 hours, followed by two weeks of oral antibiotics.

Figure 1: Purulent umbilical discharge with umbilical mass.

Following that, the patient was prepped for surgery (Figure 2). Intraoperatively, a fistula probe was passed through the sinus on the 
umbilicus to identify the fistulous tract, after which an infra-umbilical midline incision was made between the fascia transversalis and the 
parietal peritoneum, with the fistula tract extending about 8 cm. Omphalectomy and excision of the fistula tract were performed (Figure 
3).

Figure 2: Patient prepared for surgery.
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The recovery period was unremarkable. There was no evidence of cancer on histological evaluation. After two days, the patient was 
released. After two weeks, the wound had healed nicely on the first visit.

Discussion

The allantois and the ventral section of the cloaca create the urachus embryologically, with the latter eventually forming the bladder. By 
the third month of pregnancy, the allantois, a part of the yolk sac that extends into the body sac, has become involved. As the foetal blad-
der descends from the abdomen into the real pelvis, the remainder of the urachus remains as an epithelial-lined tubular structure that 
elongates. During the neonatal era, the urachal link between the umbilicus and the bladders is usually shut off. Persistent urachus patency 
increases the risk of tracheal problems, the most serious of which is infection [5]. 

Incidence: The incidence of congenital urachal anomalies is low [6]. The incidence of congenital urachal abnormalities detected at birth 
or diagnosed early during infancy has been reported as few than two cases per 300,000 admissions to a pediatric hospital [7].

Anatomy: The urachus and bilateral umbilical arteries are contained within a pyramid-shaped facial space (space of Retzius) that reaches 
from the umbilicus to the bladder dome and is separate from the peritoneal cavity [1]. The anterior fascia transversalis and the posterior 
parietal peritoneum define the space. Due to these anatomic considerations, an infection that spreads outside the tubular urachal remains 
usually appears as a confined midline infraumbilical abscess with no peritoneal signs and symptoms. 

Diagnosis: Surgical exploration is required for confirmation of the diagnosis and to determine the need for additional therapy; however, 
case reports have shown that surgical laparotomy for an erroneously suspected intraperitoneal infection may fail to detect an infected 
urachal anomaly, presumably because the urachal infection is contained within an abdominal-wall fascia space [8]. The use of ultrasonog-
raphy and computed tomography in supporting an initial clinical diagnosis of infection of urachal remains has been documented [10], but 
reports are so uncommon that evaluating or comparing the sensitivity of radiological methods is impossible. Preoperative cystoscopy or 
cystography is definitely recommended in all suspected cases to detect the presence of a vesicourethral diverticulum and hence forecast 
the requirement for bladder cuff excision [9]. 

Figure 3: Excision of fistula tract was done and omphalectomy.
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Microbiology: Mucinous discharge infection via the umbilicals is the most common cause of urachal sinus abscess. Escherichia coli, En-
terococcus faecium, Proteus, Streptococcus viridans and Fusobacterium [10,11] urcase were the most often cultured microbes from the pus. 
The urachal sinus is typically asymptomatic until it becomes infected, therefore the clinical signs and symptoms are generic. A sensitive 
midline infra umbilical mas, umbilical drainage, and infection, however, should raise suspicion of the urachal sinus [12].

Treatment: Depending on the type of pathology involved- in the urachal remnant, various forms of treatment different have been rec-
ommended. These include fulguration of the tract, marsupialization incision and drainage, and surgical excision. Some authors advocate 
conservative treatment initially while reserving radical surgical excision of the urachus for persistent cases or recurrences. In a review of 
the literature, Blichert-Toft and Nielson [13] found that 9 of 29 cases of infected urachal cysts treated by incision and drainage recurred. 
Nix and associate [14] recommend complete surgical removal of a patent urachus. In their analysis of 100 cases, there was a higher com-
plication and recurrence rate when more conservative methods of treatment were used. Another reason for total urachus excision is the 
risk of cancer developing in the urachal residual. We recommend a wide urachus excision, encompassing the umbilicus and, if necessary, 
a bladder cuff. When possible, percutaneous catheter draining of an infected cyst or diverticulum with subsequent excision after proper 
in-fiction therapy is preferred. Because of the risk of malignancy and the high probability of recurrence when parts of the urachus are 
retained, incision and drainage, marsupialization, or conservative excision of urachal masses should be avoided. 

Conclusion

Infected urachal sinus Is rare in adults. Because the presentation is unusual, a high index of suspicion is required to make a diagnosis. 
Infra-mass, umbilical discharge, and sepsis are all signs of sepsis. The diagnosis is confirmed by ultrasound and computed tomography 
scans, which also describe the surrounding anatomical relationship. Prior to the surgical surgery, an antibiotic course based on bacterial 
sensitivity is indicated. Complete surgical excision with or without a bladder cuff is the recommended treatment to prevent recurrence 
and malignant transformation.
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