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SUMMARY
Patent urachus is a congeniial anomaty which resuhs
from the failure of the obliteration of the ventral aspect of
the cloaca. Carelul history and physical examination
usually suffice to make the diagnosis. A neonate whh
pa ten t  u rachus  i s  p resen ted ,  d iagnos t i c  and
therapeutic implicalions are discussed.
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INTRODUCTION
Failure of obliteration of the urachus is an uncommon
event in embryogenesis which creates dit{erent types of
urachal  anomal ies,  most  of  them requir ing surg ical
correction. Patent urachus, in which the entire tubular
structure remains intact has the leading frequency
among the other types of urachal anomalies (Flg. t ) (1).
In as many as 507" of bladder dissections, microscopic
communications exist between the urachus and the
bladder. Symptomatic patency however, seems to be
rare, wilh fevrer than 500 cases having been reported in
the l i terature (2) .  A neonate wi th patent  urachus is
presented, Ciagnostic and therapeutic implications are
discussed.

Case Report
A '15 days old female neonate was admitted to Pediatric
Surgery Department of Ege University Hosphal with
leakage of  a c lear  l lu id f rom the umbi l icus on the
at tempt of  mictur i t ion.  No s igni f icant  event  in  the
maternal history was noted. She had been born with a
caesar ien sect ion del ivery wi thout  any per inata l
problem. On the physical  examinat ion,  she weighed
3250 g and the length was 52 cm. The baby looked
heal thy and act ive.  The c iose examinat ion of  the
urnbil icus revealed a hyperemic fistula opening 1 mm in
diameter. The active leakage of urine oul of this fistula
was observed whi le  the baby was void ing.  No other
pathological  f ind ing was observed on the physical
exarnination. Her laboratory values were: Hb 16.2 g/dl,

Htc54/",WBC 10800/m13, totulprotein 6.5 g/dl, blood
urea28 mgidl, blood glucose 140 mg/dl. Leukocluria
was noted in  ur ine sediment .  A t is tu logram was
pedormed by in ject ion o l  contrast  mater ia l  v ia a
catheter  inser ted through the f is tu la opening (F ig 2) .
Fistulogram showed the patenry of the urachus wrth the

full bladder. Intravenous urography (lVU) revealed no
abnormality.

The patient was operated under general endotracheal
anesthesia With a median inferior incision, the tract ol
f istula and the bladder was exposed extraperitoneally
by the help of the cathether in the fistula tract. Fistula
tract was completely excised, the bladder and the
umbilicus were repaired. Pathologic examination of lhe
fistula showed transitional epithelium of the urachus.
The baby recovered uneventfully and was discharged
from the hospi ta l  on the f i f th  postoperat ive day.
Leukocyturia disappeared postoperatively.

DISCUSSION
The allantois obliterates at about the third month of
gestation and the ventral aspect ol the cloaca continues
to elongale as the urachus. h further narrows during the
fourth and fifth months and eventually, cbliterates to a
fibrous cord at or abotrt the ncrmal time of birth (3). Any
lailure in this obliteration will resutt in any one of several
urachal anomalies (FlS t ).

It is usr.raily nci so difficult to diagnose a patent urachus
wi th a carefu l  h is tory and physical  examinat ion.
However. a fislulogram or a cysicgram may be useful in
conforming the diagnosis. Ultrasound may be helplul in
the dlagnosis of urachal cyst or diverticulum. Since a
high incidence cf genitourinary anomalies is reporied
with patent urachus, i l  is recommended to pericrm IVU
routinely in patients with urachal anomalies (1).

Infection and malignity developing from the urachal
remnants are the two main compl icat ions of  these
les ions (2,4) .  Patent  urachus is  a lso repor ted to
complicate pregnanry (5).

Comp le te  su rg i ca l  exc i s i on  o f  t he  u rachus
exlraperiloneally with an intraumbilical incision is the
treatment of choice. No major complication is reported
related to the prccedure.

A basic knowledge of the embryology and anatomy of
urachal anomalies wil l allow the ohysician to maks the
prompt d iagnosis.
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FIG 1. Types of urachal anomalies: (a)
(e) alternating sinus.

c

patent urachus, (b) urachal sinus, (c) urachal divert'culum, (d) urachal ryst,
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FIG 2. Fistulogram showing patent urachus.
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