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Summary.- OBJECTIVES: We report a case of urachal 
remnant disease and review the literature.

METHODS/RESULTS: We present the case of an urachal 
cyst in a 13-year-old patient who was admitted to the emer-
gency department with acute abdominal pain. Differential 
diagnosis of his symptoms was made with other diseases 
such as appendicitis and inflammatory bowel disease.

CONCLUSIONS: Urachal remnant diseases are rare and 
they usually present during the neonatal period with fever 
and wet navel, lower abdominal pain around the middle 
line, palpable mass and urination symptoms with or without 
urinary infections. The presentation as acute abdominal pain 
in an older child is less common, and its differential diagno-
sis must be performed with other abdominal or pelvic acute 
diseases. The most appropriate imaging technique is an ul-
trasound exam.



Resumen.- OBJETIVOS: Revisar a propósito de un caso 
la literatura a cerca de las enfermedades del remanente 
uracal.

MÉTODO/RESULTADO: Presentamos el caso de un quiste 
de uraco infectado en un paciente de 13 años de edad 
que se acudió a urgencias con un dolor abdominal agudo, 
lo que obligó a hacer el diagnóstico diferencial de otras 
patologías como la apendicitis y la enfermedad inflamato-
ria intestinal.

CONCLUSIONES: Las enfermedades del remanente ura-
cal son poco frecuentes y suelen manifestarse en el periodo 
neonatal con fiebre y ombligo húmedo, dolor abdominal 
inferior alrededor de la línea media, masa palpable y clí-
nica miccional con/sin infección urinaria. La presentación 
como abdomen agudo en un niño más mayor es infrecuen-
te y obliga a hacer el diagnóstico diferencial con otras pa-
tologías abdominales o pélvicas. Las técnicas de imagen 
más adecuadas son la ecografía y el TAC.

Palabras clave:   Remanente uracal. Infección. Ab-
domen agudo. Anomalías congénitas.

Keywords: Urachal remnant. Infection. Acute abdomi-
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INTRODUCTION

The urachus or median umbilical ligament is a tubular 
structure located in the middle line. It spreads from the 
antero-superior part of the bladder to the navel. It is the 
embryological remnant of the cloaca and the allantois. 
Urachal remnant diseases are rare, and they present 
unspecific symptoms such as abdominal pain or urina-
ry problems. Therefore, the differential diagnosis befo-
re surgery is not easy.

CASE REPORT

The patient is a 13-year-old boy with no relevant re-
cord, who is admitted as an emergency with severe 
abdominal pain in the suprapubic and infraumbilical 
regions of 12 hours of evolution. The patient reports 
urinary problems of 4 days of evolution, together with 
pain in that area which increased after the bladder 
emptying. He also presented a wet navel with no pre-
vious record.

The patient shows intense pain on abdominal palpation 
in the suprapubic and abdominal regions, an increase 
of the acute-phase reactants and leukocytosis. An ab-
dominal ultrasound and CT are performed, diagnosing 

an infected urachal remnant (Figure 1), together with a 
collection immediately below the navel (Figure 2A and 
2B). The pH measurement of the umbilical liquid, which 
was between 5 and 6, confirmed that the collection 
was, in fact, urine.

A treatment with antibiotics and analgesics was star-
ted, and the purulent material was drained through an 
umbilical fistula. Two months later, the urachus was re-
moved with laparoscopic surgery, and an urachal rem-
nant of 3-4 cm was resected. The postoperative period 
did not present any complication.

DISCUSSION

The urachus is the embryological remnant of the cloaca 
and the allantois. It spreads from the antero-superior 
part of the bladder to the navel. Between the fourth and 
the fifth months of gestational age, the bladder drops 
towards the pelvis, and the urachus prolongs and na-
rrows until it turns into an epithelialized fibro-muscular 
cord. It extends between the transversalis fascia and 
the parietal peritoneum. The size of the urachus can 
range between 3-10 cm in length and 8-10 mm in dia-
meter.

Urachal anomalies can be classified into congenital 
and acquired. Congenital anomalies consist of a defect 
in the obliteration of the urachus. There are four types 
of urachal congenital anomalies: persistent urachus, 
urachal cyst, vesicourachal diverticulum, and urachal 
sinus. Acquired anomalies are infections and malig-
nant degeneration.

Persistent urachus is a full defect in the obliteration. It 
is the most common urachal congenital anomaly (50% 
of the cases). It is usually diagnosed during the neona-
tal period, because the urine can flow back from the 
bladder to the navel through the persistent urachus. In 
one third of the cases, this condition is associated with 
posterior urethral valves or urethral atresia. In other pa-
tients, the urachus can be asymptomatic.

In the urachal sinus, the apical segment of the urachus 
remains permeable, thus creating a communication 
with the navel. It represents 15% of all the congenital 
anomalies.

The vesicourachal diverticulum is less common (3-5% of 
the cases). It consists of the persistence of the distal part 
of the urachus, which creates a permeable communica-
tion with the bladder dome.

Finally, the urachal cyst represents 30% of the congeni-
tal anomalies of the urachus, and it consists of a persis-
tence of the midline of the urachus, while the umbilical 
and vesical ends remain closed. It usually appears in 
the lower third of the urachal tract. They are generally 
small, although their size can vary considerably.
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Any of these congenital anomalies can become overin-
fected. The infection route can be lymphatic, hemato-
genous or vesical. The clinical symptoms of an urachal 
infection are fever, abdominal pain in the lower region 
or around the middle line, urinary problems with or 
without infection and, sometimes, a suprapubic palpa-
ble mass.

The presentation as acute abdominal pain with abdomi-
nal guarding, an increase of the acute-phase reactants 
and leukocytosis in an older child is less common. In 
these cases, the differential diagnosis has to be perfor-
med with lots of inflammatory pathologies, mainly acu-
te appendicitis, but also cystitis, inflammatory bowel 
disease, strangulated umbilical hernia, pelvic or intra-
abdominal abscess and Meckel’s diverticulum.

Ultrasound and CT can be helpful in the differential 
diagnosis, and they can also detect other congenital 
anomalies that might be associated with these disor-
ders.

The treatment approach is surgical, and it consists of 
a complete excision of the urachal remnant. If the rem-
nant has become infected, an antibiotic treatment must 
be applied, and it can be associated to the draining 
of the cyst or the purulent collections, so that the le-
sion can be resected afterwards. The surgical treatment 
prevents the possibility of a malignant degeneration 
towards adenocarcinoma, sarcoma, or transitional cell 
carcinoma.

CONCLUSIONS

Urachal remnant diseases usually present themselves 
during the neonatal period with a wet navel. If they be-
come overinfected, they cause fever, abdominal pain 
in the lower region or around the medial line, urinary 
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FIGURE 1. Abdominal ultrasound. Urachal remnant, com-
munication with the bladder dome

FIGURE 2A. Abdominal ultrasound. Collection behind the 
rectus abdominis muscle.

FIGURE 2B. Abdominal CT. Collection behind the rectus 
abdominis muscle.



problems with or without infection and, sometimes, a 
suprapubic palpable mass. Its presentation as acute 
abdominal pain in an older child is less common. In 
these cases, the differential diagnosis has to be perfor-
med with acute appendicitis and other inflammatory 
disorders.
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