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An Infected Urachal Cyst in an Adult Woman
Serdar Kaya,1 Besim Haluk Bacanakgıl,1 Zeynep Soyman,1 Roya Kerımova,1 Semiha Battal Havare,2 and Başak Kaya3
1Istanbul Education and Research Hospital, Department of Obstetrics and Gynecology, Fatih, 34098 Istanbul, Turkey
2Istanbul Education and Research Hospital, Department of Pathology, Fatih, 34098 Istanbul, Turkey
3Kanuni Sultan Süleyman Education and Research Hospital, Department of Obstetrics and Gynecology, Küçükçekmece, 34303 Istanbul, Turkey
Received 22 March 2015; Accepted 27 May 2015
Academic Editor: Claudio Giorlandino 
Copyright © 2015 Serdar Kaya  et al. This is an open access article distributed under the Creative Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
Abstract. 
The urachus is an embryologic remnant which degenerates after the birth. Defective obliteration of the urachus leads to urachal abnormalities. An infected urachal cyst is one of the urachal abnormalities and this pathology is rare in adult women. We report a case of 33-year-old woman with pelvic pain and dysuria who was diagnosed with infected urachal cyst. Infected urachal cyst is a rare pathology in adult women and this pathology should be considered in the differential diagnosis of acute abdomen.



1. Introduction
The urachus is an embryologic remnant which is formed by the obliteration of the allantois. This fibrous tubular structure is located in the midline and extends from the apex of the bladder to the umbilicus. The urachus degenerates after the birth and it is named as median umbilical ligament. The urachal abnormalities are caused by the defective obliteration of the urachus. Urachal abscess is an uncommon disease of the urachal abnormalities and it occurs especially rarely in adults [1, 2]. We report a case of urachal abscess which is originated from urachal cyst in an adult woman.
2. Case Presentation
A 33-year-old woman, gravida 2 and para 2, was admitted to the emergency department of our hospital with pelvic pain and dysuria lasting for 3 days. On her physical examination, there was tenderness in the lower abdomen, the body temperature was 38.4°C, the blood pressure was 110/70 mmHg, and the heart rate was 100 beats/min. Laboratory data revealed a white blood cell count of 12.800/μL and a C-reactive protein level of 8.6 mg/dL. Bimanual examination revealed pelvic tenderness and a suprapubic firm mass. Ultrasound examination showed an abscess-like mass (4.5 × 4 × 4 cm in diameter) located at the posterosuperior part of the bladder in the midline. The uterus and adnexa were regular. Abdominopelvic computed tomography revealed a hypodense abscess-like mass in the midline which extended to the rectus muscle and an indentation at the posterior part of the bladder (Figures 1 and 2). The margin of the bladder was regular. A treatment with antibiotics was started before the surgery. A laparotomy was performed via Pfannenstiel incision. Intraoperative observation revealed a semisolid extraperitoneal mass (5 × 6 × 5 cm in diameter) located at the superior part of the bladder. This mass had firm adhesions with anterior abdominal wall and bladder; therefore the mass was extracted with the dome of the bladder. Her postoperative course was uneventful and she was discharged on the sixth day after operation. Pathological examination revealed an infected urachal cyst.




	
	
		
			
		
	


Figure 1: Abdominopelvic computed tomography showing urachal abscess (coronal view).






	
	
		
			
		
	


Figure 2: Abdominopelvic computed tomography showing urachal abscess (axial view).


3. Discussion
The urachus is an embryonic connection between the bladder dome and the umbilicus, which elongates as the bladder descends. The urachus is obliterated by the fifth to seventh month of gestation and it forms the median umbilical ligament as a fibrous cord which lies between the transversalis fascia and parietal peritoneum [1, 2]. Urachal anomalies are rare in adulthood and are caused by the incomplete obliteration of the urachus. The congenital anomalies of the urachus are patent urachus, urachal sinus, vesicourachal diverticulum, and urachal cyst. Urachal cysts form when both the umbilical and vesical ends of the urachus close while an intervening portion remains patent. These anomalies account for 30% of the congenital urachal anomalies [3]. Urachal cysts usually become symptomatic when these are infected. Infected urachal cysts present with fever, abdominal pain, abdominal tenderness with erythema, lower abdominal mass, nausea, vomiting, and dysuria [4]. The diagnosis of urachal cysts is mainly clinic and the diagnosis is usually confirmed by ultrasonography, computed tomography (CT), and also magnetic resonance imaging (MRI). These imaging methods also give information about the size of cyst and its relationship with peripheral tissue. Ultrasound imaging commonly reveals a tubular mass in the midline below the umbilicus [5]. Although staphylococcal species are usually isolated from the culture of abscess, microorganisms like Escherichia coli, Enterococcus faecium, and Klebsiella pneumonia also can be isolated [6]. The recommended treatment of the urachal abscess is intravenous antibiotic therapy and total surgical excision. The resection of the cyst wall entirely is especially recommended. Because of the high recurrence rate and the risk of malignancy, drainage of the abscess is not recommended. Traditionally surgical excision is performed via laparotomy but laparoscopic excision is also acceptable [7]. Clinical presentation of the urachal abscess may mimic an acute abdomen. Thus in the differential diagnosis other causes of acute abdomen should be primarily considered. Because of urinary symptoms, cystitis and pyelonephritis are also getting involved in differential diagnosis [8]. Although infected urachal cyst is uncommon in adult women, it should be considered in the differential diagnosis of an acute abdomen especially with a mass in the midline. It should be underlined that infected urachal cysts can be misdiagnosed especially as acute appendicitis. The medical history and physical examination of the patient should be detailed.
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