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Term newborn, male, with no relevant family history. 
Monitored pregnancy, prenatal ultrasounds without 
described alterations, early neonatal period without 
intercurrences. Fall of the umbilical stump occurred on 
the 10th day of life.
Observed on the 15th day of life for purulent umbilical 
drainage, abdominal distention and maternal awareness 
of irritability with two days of evolution, without fever, 
change in intestinal transit or food refusal. Physical 
examination showed good vitality, a distended and 
tympanized abdomen with discomfort on palpation, 
which improved after defecation and the presence of 
purulent umbilical exudate, with no fetid odor and no 
other local inflammatory signs present. The analytical 
evaluation did not reveal elevation of inflammatory 
parameters or other alterations. A cultural examination 
of the exudate was performed and the patient was 
discharged with indication for hygiene care and 
surveillance. Two days later, the infant was reassessed 
for the reappearance of umbilical drainage with the 
same characteristics, with the objective examination 
and analytical evaluation overlapping. On suspicion of 
omphalitis, intravenous antibiotic therapy was started 
during hospitalization, with flucloxacillin 100 mg/kg/
day and gentamicin 4 mg/kg/day. In the ultrasound a 
tubular structure was visualized between the bladder 
and the umbilicus, with hypoechogenicity in the 
umbilical region, compatible with urachal sinus. The 
cultural examination of the umbilical exudate revealed 
the presence of methicillin-sensitive Staphylococcus 
aureus, so gentamicin was suspended on the 3rd day 
of hospitalization, having completed 10 days of 
intravenous flucloxacillin. There was a favorable clinical 
evolution, without the presence of purulent exudate 
or other inflammatory signs since the 3rd day of 
hospitalization.
The infant was discharged for a Pediatric Surgery 
consultation. Since then, he has remained asymptomatic 
under regular imaging control. The last imaging 
evaluation, at 21 months of age, revealed a slight 
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prominence in the vesical aspect of the urachus with 
no visible communication with the bladder or umbilical 
region, nor cystic translation.
Figure 1. Umbilical discharge.

What is a urachal sinus? Are there other urachal 
anomalies?
The urachus or median umbilical ligament, is a fibrous 
tubular structure that connects the upper portion 
of the bladder to the umbilicus. It corresponds to a 
vestigial remnant of two embryonic structures: the 
cloaca, a cephalic extension of the urogenital sinus 
and the allantois, a derivative of the yolk sac. Its 
involution and obliteration usually occur before birth.1,2,3 
Pathologies resulting from its abnormal involution 
are rare and are divided into four types, according 
to the location of the patent portion: patent 
urachus (50%), urachal cyst (30%), urachal 
sinus (15%) and urachal diverticulum (5%).4,5,6,7 
Urachal anomalies are mostly asymptomatic, 
with clinical manifestations being related to the 
underlying anomaly and resulting from the presence 
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of local complications, such as inflammation, infection, 
umbilical exudate, abdominal pain or malignancy.8,9 
A patent urachus occurs when there is a connection 
between the bladder and the umbilicus and can 
cause urine leakage at the umbilicus. A urachal cyst 
represents a section of the urachus that did not close, 
but there is not a connection between the bladder and 
umbilicus. It is often asymptomatic and can be only 
detected when an ultrasound is performed for other 
reasons or, in rare occasions, when the cyst becomes 
infected, leading to abdominal pain and distension. 
Urachal sinus occur when the urachus did not seal 
close to the umbilicus and leads to a blind ending 
tract from the umbilicus into the urachus. Urachal 
sinus may infect and present with abdominal pain and 
drainage of fluid. A urachal diverticulum occurs when 
the urachus did not seal close to the bladder and leads 
to a blind ending tract from the bladder into the urachus 
and can present with a urinary tract infection.3,10 
Clinical signs and symptoms can be confused with 
other abdominal and pelvic pathologies, so the 
diagnosis is challenging. When suspected, imaging 
techniques are useful in the diagnosis and a wide 
range is available, including ultrasonography, computed 
tomography, magnetic resonance and fluoroscopy 
studies.3 Treatment is controversial, with most authors 
advocating a conservative approach in asymptomatic 
patients, as spontaneous closure can occur.8,10,12 
This case stands out due to the rarity of the underlying 
pathology and early presentation, with a high level 
of clinical suspicion being important for its diagnosis. 
The presence of voluminous purulent exudate in the 
absence of other local inflammatory signs and systemic 
or laboratory repercussions led to the consideration of 
this diagnostic hypothesis, allowing a positive outcome.
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