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Case Report

Patent Urachusin a Neonate presenting

with Severe Umbilical Bleeding: A Case Report.

M. Keshava Murthy, Naveen S., Hanumanthaiah, Adarsh E., Sunil B.
Departments of Pediatric and Pediatric Surgery, RRMCH, Bangalore, Karnataka, India

Abstract: We present 11 day old baby with patent urachus, presenting unusually with massive umbilical bleeding. Ultrasound of
unibilical region showed a fistulous track with secondary omphalitis; MCUG could not confirm the patency of urachus which was
demongtrated on MRI. Open surgical excison of the urachus controlled the bleeding.

INTRODUCTION

The firgt reported case of patent urachus was by Cabriolus in 1550, there after
many case reports were done with varied presentations. The persgtent dlantois
communicating from the dome of the bladder to the umbilicus is the urachus,
which ultimately undergoes apoptoss and gives rise to the median umbilica
ligament. Persistence of the urachus may be partid giving rise to urachd cysts,
urachd diverticulum or Snus, or may be complete alowing communication with
the bladder. Patent urachus was first described in the sixteenth century and just
over 100 casesin the neonata period have been reported so far.

CASE REPORT

A 11 day old female baby who camewith severe bleeding from the umbilicus since one
day, the parents gave the history of pressure dressings atempted thrice since the first
episode of bleeding a private clinic but bleeding persisted and thus the baby was
referredtothenearby hospital, a admission totheneonata unit baby wasin hemorrhagic
shock, baby was stabilized haemodynamicaly and the bleeding umbilica artery was
ligated and pressure dressings were applied, haematologica parameters were sent
reported an increase in APTT, PT with direct hyperbilirubinemia and Hb-11gm%, the
baby was transfused with blood and blood products, the vitalsimproved and baby had
oneepisode of Maena, subsequent investigations showed normalizing heematol ogical
parameters. The ultrasound scan around the umbilicus was suggestive of patent urachus
with afistulous track measuring 6mm in width with secondary omphditis and mildly
thickened bladder wall (figure 1). the baby was shifted to our tertiary children’s hospital
for further surgical management. He underwent an MCUG which did not show any
associated urologica anomaliesand wasasoincondusiveof uracha patency. Onfurther
discussion with the radiologists the baby was subjected to MRI using DWI which
demonstrated uracha patency with bladder wall thickening and increased bladder

echogenicity. Finadly baby was planned for surgery using open technique through sub
umbilica incision, intreoperatively the urachus was patent, thus complete surgica
excison of the patent urachus was done (figure 2). The Postoperative period was
uneventful. He was discharged home on antibiotic prophylaxis and is followed up by
the paediatric and paediatric surgical team.

Fig.1 Fig.2
DISCUSSION

Congenital patent urachus is a rare anomay with an estimated incidence of
0.25:10,000 ddliveries. Males are affected twice as commonly as femades The
urachus (median umbilica ligament), is a midline tubular structure that extends
upward from the anterior dome of the bladder toward theumbilicus. Itisavedtigia
remnant of at least two embryonic structures: the cloaca, which is the cephdic
extension of the urogenital Sinus (aprecursor of thefetal bladder) and thedlantois,
whichisaderivativeof theyolk sac. Thetubular urachusnormaly involutesbefore
birth, remaining as a fibrous band with no known function. However, persistence
of embryonic uracha remnant can giveriseto various dinica problems, not only
ininfants and children but dso in adults®.

Theurachusand umbilica arteriesare situated inthe space of Retzius, whichisan
extraperitoned fascid plane?, this may be one of the reason for severe umbilica
bleeding as seen in our patient and the other reason which could aso include
omphditiswith eroson of umbilica artery. Umbilical dischargeis not an unusua
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presentation in infants and children, the most common cause being umbilical
granulome®.

Few medica causes of umbilical bleeding in neonata period need to be ruled out
in norma neonates such as I TR, vitamin K deficiency.

Persistent clear fluid leskage (likely urine) in an infant is highly suggestive of a
patent urachuswhilecloudy, serous, or bloody fluidismoreindicative of an uracha
snusor cyst. Thereisabimoda age distribution with presentation a amean of 1-
3 months of age for thase with a urachd sinus or patency versus amean age of 3
yearsfor thasewho present with aurachd cyst. The characterigtics of thedrainage
fluid areacluetoitscause’. Inour case unlike the usua mode of presentation the
baby came to uswith severe umbilical bleeding.

The differential diagnosis of umbilical drainage also includes omphalitis,
omphalomesenteric duct remnant, or an umbilica granuloma and some rare
conditions includes anterior abdomina wall defects, bladder exostrophy, vascular
lesions of umbilical cord (haemangioma, varix, true knot).

Ultrasonography (USG) is idedly suited for demonstrating urachal remnant
diseases. A patent urachus is demonstrated at longitudind US and occasiondly a
CT can be hdpful in imaging the urachus and showing lesions which may be
missed by ultrasound . Preoperative micturating cystourethrogram (MCUG,) is
helpful in confirming the diagnosis of a patent urachus?. It provides an anatomical
assessment for bladder outl et obstruction, and the presence of vesi coureteric reflux®.
Very recently MRI using TWI sequencesrepresentsasafer and moreussful second-
line cross-sectiona imaging moddity than CT to arrive at this diagnosis’.

The complications of patent urachus are recurrent omphdlitis, cydtitis, ascending
pyelonephritis, cacifications and very rardly asymptomatic urachal anomaly can
go on to develop carcinoma and thus the value of prophylactic excison of an
urachd anomaly is of unknown value®.

Symptomatic uracha remnantsshould betreated with surgical excision. Thisshould
include complete excision of the urachus from the umbilicus to the dome of the
bladder®. Ininfantsand smal children complete resection of the urachus can easily
beaccomplishedthroughasmadl 1-1.5cmincison. Inthiseraof minimaly invasive
surgery, multiple reports of laparoscopic, and more recently, robotic-assisted
lgparoscopic resection of uracha remnantsin children have emerged™®. However a
smdl incison is comparable to the size of incision needed for the 12 mm camera
port of the surgical robot and keeps the procedure entirely extra-peritoned,
diminating potentid intra-abdomina complications. Pathologica anayssof excised
uracha remnants shows persgtent epithelium in the remnant

CONCLUSION

Urachd anomalies may present in various forms. They typically present with
umbilica drainage or infection (suprgpubic mass) and as in our case as severe
umbilical bleading. Asymptometic anomaliesmay befound on ultrasound or VCUG
studies evaluating children for urinary tract infections. Symptomeatic urachal
anomdiesshouldbesurgicaly excised. Histologica studiesshow that most urachal
anomalies have some persistent epithelium.  Simple excision prevents risk of
developing infection or maignant degeneration.
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