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Differentiating Urachal Abscess versus Urachal 
Malignancy – A Case Report and Literature Review

Introduction
Urachal malignancies pose a diagnostic challenge with varied presentations.
Urachal adenocarcinoma is a rare condition comprising 0.1-0.3% of all bladder
malignancies and has a poor prognosis1. Possible pathogenesis of urachal
malignancy includes benign lesions acting as nidus of infection leading to
metaplasia, dysplasia and subsequent malignancy. It is paramount to
differentiate benign pathologies (such as urachal abscesses which can
present with fever, leukocytosis, nausea, vomiting and a mass) and malignant
conditions so that appropriate care is rendered2.

Case Study – History & Examination
We report a 59-year-old Chinese gentleman who presented with suprapubic
discomfort without urinary symptoms or fever. He was a non-smoker with a
background of hypertension and diabetes. On examination, there was
suprapubic tenderness but no abdominopelvic masses. The umbilicus and
digital rectal examination were normal.

Case Study – Investigations 
Laboratory data revealed a hemoglobin level of 11.7g/L, a total white cell
count of 18.23 X 109/L and normal creatinine and liver function tests. In terms
of urinary studies, urine full examination microscopy examination (UFEME)
revealed 3 red blood cells and 4 white blood cells, urine culture had no
bacterial growth while urine cytology had no high-grade malignant cells. A
computed tomography (CT) of the abdomen and pelvis noted a 0.8 X 4.6 X
4.1cm abutting the dome of the urinary bladder (Figures 1a-1c). A CT thorax
was performed which confirmed no metastatic lung lesions.

Case Study – Flexible Cystoscopy 
Flexible cystoscopy noted a smooth mass at dome of bladder with cystitis
overlying mucosa (Figures 2a-b). Bilateral ureteric orifices were orthotopic and
far from mass.

Case Study – Management and Follow-Up
Initial management included empiric intravenous amoxicillin clavulanic acid
followed by a two-week course. Differential diagnoses of infection versus
urachal malignancy were discussed with the patient. After opting for definitive
surgery, he underwent an open umbilectomy, excision of urachal mass and
partial cystectomy. Findings and operative procedures are summarized:

oExtraperitoneal dissection performed
§Palpable urachal mass at superior aspect of bladder with surrounding
inflammation and induration
§no peritoneal nodules or visceral metastasis

oCircumscription of umbilicus and umbilectomy (Figure 3a)
oIntraoperative cystoscopy performed

§Inflammatory looking mass at bladder dome, no other masses seen
oCircumferential 1cm clear margin of bladder identified with cystoscopy then
cystostomy at bladder dome
oRadical excision of the urachus, medial umbilical ligaments and associated
peritoneum from umbilicus to bladder dome was performed (Figure 3b)
o2-layer closure of bladder performed followed by leak test and insertion of
abdominal drain & indwelling catheter (IDC)

Postoperatively there were no complications and patient was discharged with
IDC in-situ. Cystogram performed on postoperative day 14 noted no contrast
leak followed by a satisfactory fill & pull with minimal residual urine. The
patient remained well on postoperative outpatient reviews. Histology
confirmed an inflammatory mass compatible with an abscess.

Discussion
Urologists must be wary of urachal malignancies mimicking an abscess and
vice versa with the former commonly presenting with hematuria, lower urinary
tract symptoms, mass and mucinuria3. Current literature suggests ultrasound
as a first line however computed tomography or magnetic resonance imaging
can provide further evaluation of local disease4. For a definitive diagnosis, a
percutaneous needle biopsy is needed5. However, this may result in seeding
in the case of malignancy. Management is controversial with regards to
prophylactic excision of benign urachal lesions such as infections to avoid a
future malignancy. Gleason et al suggests that the number needed to be
excised to prevent a single case of urachal adenocarcinoma was 57216.
However, urachal cancer is associated with advancing age and a poor
prognosis thus some studies advocate surgical excision due to lack of criteria
predicting future malignant conversion7,8. Furthermore, without excision, there
is a 30% reinfection rate and a risk of malignant degeneration5. In any case,
we demonstrate that surgical excision is associated with minimal morbidity.

Conclusion
Urachal abscess can be difficult to distinguish from a urachal carcinoma on
clinical presentation and imaging features. Surgical excision would still be
recommended due to the risks of reinfection and malignant degeneration.
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Figure 1a: Coronal view of 
suprapubic lesion (white arrow)

Figure 1b: Sagittal view of 
suprapubic lesion (white arrow)

Figure 1b: Transverse view of suprapubic 
lesion (white arrows)

Figure 2a: Cystoscopic view of 
urachal lesion

Figure 2b: Cystoscopic view of 
inflammatory tissue over 

urachal lesion 

Figure 3a: Circumscribed umbilicus 
attached to the urachal mass

Figure 3b: Defect after excision of bladder 
dome attached to urachal mass 
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