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ABSTRACT
The urachus is a tubular embryonic structure connecting the allantois at the umbilicus to the bladder during development of foetus.
It gets obliterated at 12th week of gestation and remains as a fibrous cord like structure extending from the umbilicus to the dome
of the bladder. Complete or partial failure of this process results in urachal anomalies. We are reporting a rare case of young lady
presenting with features of dysuria and passage of jelly like material in urine which was subsequently diagnosed as vesicourachal
diverticulum by cross sectional imaging, cystoscopy and managed with minimally invasive surgical excision.
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Introduction
A 40-year-old female presented with dysuria and passage of
jelly like material with urine for the last three months. She was
haemodynamically stable and no lump was palpable abdominally.
Her complete blood count was normal and her serum creatinine
was normal denoting normal renal functioning status. Laboratory
investigations revealed presence of 6-8 pus cells per high power
field in the urine and urine culture was positive for Klebsiella
species. Abdominal ultrasound revealed 4.9 x 4.2cm cystic Space
Occupying Lesion (SOL) anterior to urinary bladder with debris
inside with doubtful line of cleavage between SOL and outer wall
of bladder [Table/Fig-1]. Contrast enhanced CT scan of abdomen
showed a thick walled cyst of size 4.6x4.9x5.1 cm in front of
urinary bladder with lower margin of the cyst inseparable from
the bladder [Table/Fig-2]. Cystoscopy revealed a 4-5mm opening
at the dome of bladder and the mucosa nearby was healthy
[Table/Fig-3]. The diverticulum was explored laparoscopically, no
attachment was found with the umbilicus and it was adherent
to the omentum and gut. After dissecting the diverticulum from
surrounding tissues, the communication between bladder and
diverticulum were freed from adjacent structures. An endoloop
was inserted through one of the ports and it was placed around
the ostium of the communication like a noose. The endoloop was
tightened and tied to close the communication. The diverticulum
was severed from the urinary bladder and retrieved. Gross
examination of the specimen showed a thick walled cyst filled with
gelatinous fluid [Table/Fig-4]. Postoperative period was uneventful
and the patient was discharged on the 5th postoperative day after
removal of abdominal drain. It was histologically reported as a
cyst lined by mucin secreting tall columnar epithelium with focal
areas of low grade dysplasia and fibrocollagenous deposits on the
wall suggestive of urachal remnant. Because of the histological

[Table/Fig-1]: USG image of cystic SOL of 4.9 x 4.2cm seen on the anterior aspect of the bladder with debris inside; [Table/Fig-2]: Coronal section of the CECT
KUB showing a cyst of 4.6 x 4.9 x 5.1cm in front of bladder with some septation,
focal calcification at lower end and thick content inside.
KUB: Kidney ureter bladder; SOL: Space-occupying lesion
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[Table/Fig-3]: Cytoscopic view of the diverticulum opening in the bladder.
[Table/Fig-4]: Specimen of the vesicourachal diverticulum.

evidence of dysplasia patient is kept under follow up with three
monthly urinary cytology for malignant cells and cystoscopic
examination.

DISCUSSION
The urachus is a tubular structure which remains patent during
gestation but during foetal development it connects the allantois at
the umbilicus to the dome of the bladder. The lumen normally gets
obliterated at around 12th week of gestation and remains as a fibrous
cord (median umbilical ligament) in the midline extending down to
the dome of the bladder [1]. Failure of complete obliteration of the
lumen results in urachal anomalies. They are twice as common in
men than in women and are rarely observed clinically. They often
occur in children and remain silent until complicated by infection.
There are four types of congenital urachal anomalies: patent
urachus (50%, where there is communication with both umbilicus
and bladder), urachal cyst (30%, where there is no communication
with umbilicus or bladder), umbilical urachal sinus (15%, where there
is patency at the umbilicus only) and vesicourachal diverticulum
(3-5%, where there is communication with the bladder only) [2].
Vesicourachal diverticulum is a rare anomaly and constitutes
approximately 3-5% of the urachal anomalies. Just over 10
cases have been reported in the literature [3-9]. They rarely cause
problems because of presence of large opening in the bladder.
Majority of patients with urachal abnormalities are asymptomatic.
However, they may become symptomatic if these abnormalities
are complicated by infection. They tend to be found in patients
with chronic bladder outlet obstruction and may be complicated
by UTI, intraurachal stone formation and an increased incidence of
adenocarcinoma after puberty [10]. In present case, the presence
of dysuria and abnormal passage of jelly like material with urine
suggested the possibility of vesicourachal diverticulum.
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Infection has been reported as the most common complication
in urachal anomalies [11]. Most common organism cultured from
infected urachal cyst was staphylococcus aureus and others were
streptococcus, E. coli, citrobacter. In our patient, the sample of
urine was sent for culture and sensitivity and the organism isolated
was E. coli.
In the era of minimally invasive surgery, multiple reports of
laparoscopic and more recently robotic assisted laparoscopic
resection of urachal remnant in children have emerged. Visualization
is excellent with a laparoscopic approach for the bladder but can
be more challenging at the umbilicus if the ports are not carefully
placed. In our case, as the bladder mucosa looked healthy at
the opening of the diverticulum, so laparoscopic resection was
performed. Also, there is controversy as to whether or not complete
resection requires excision of the dome of the bladder [12-14]. If
there is any doubt as to the extent of the lesion being excised, then
one should be on the side of a more complete resection.

CONCLUSION
Vesicourachal diverticulum is a rare among the urachal anomalies.
They may be symptomatic in the later part of life. They can be
complicated by infection especially if their opening is narrow.
Laparoscopic technique is a good and less invasive modality for the
resection of these diverticula.
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