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Introduction 

Urachal anomalies are rare pathologies originating from the urachus, 

an embryological tubular structure located between the peritoneum 

and the transversalis fascia, which, around the 4th to 5th gestational 

month, undergoes obliteration and transforms into a fibrotic tubular 

structure forming the median umbilical ligament [15]. 

Among urachal abnormalities, four categories have been described: 

urachal sinus, urachal cyst, patent urachus, and urachal diverticulum 

[12]. Epidemiologically, the exact prevalence remains undefined; 

however, studies suggest that it is more common than previously 

thought, with a prevalence of approximately 1 in 600 children 

undergoing abdominal ultrasonography [8] and around 2% in adults 

[2]. 

In adults, the most frequent anomaly is the urachal cyst, followed by 

urachal sinus and urachal diverticulum. When symptomatic, the 

clinical presentation can vary, including abdominal pain associated 

with palpable masses in cases of infection [10], as well as dysuria, 

umbilical discharge, or even urinary leakage through the umbilicus 

[16]. 

More rarely, urachal anomalies can progress with complications such 

as fistulas to adjacent viscera, including uracho-colonic and uracho- 

enteric fistulas. [5, 12, 21]. 

Despite the absence of established protocols or guidelines defining a 

consensus on definitive treatment, urachal remnants can be managed 

conservatively or surgically, depending on the clinical presentation 

and the surgeon's preference. In adults, surgical management is 

generally recommended [7, 11, 20]. 

Due to its rarity in the literature, this article describes a case of a 

uracho-sigmoid-cutaneous fistula in an adult patient who was 

diagnosed and surgically treated at a Brazilian hospital. 

 

 

 

 

Clinical Case 

A 44-year-old male patient with a history of hypertension presented 

to the emergency department complaining of abdominal pain and 

discharge through the umbilical scar for the past 15 days, with no 

previous similar episodes. He denied fever, abdominal distension, or 

gastrointestinal alterations. On physical examination, he was in good 

general condition, afebrile, and showed no signs of sepsis. The 

abdomen exhibited hyperemia in the mesogastric region, with 

tenderness upon palpation in the periumbilical and hypogastric areas. 

The umbilical scar showed no active discharge. No abnormalities 

were detected in other systems. 

Laboratory tests, including leukogram, electrolytes, renal function, C- 

reactive protein (CRP), and urinalysis, were within normal limits. An 

abdominal computed tomography (CT) revealed a 2.5 cm umbilical 

hernia containing adipose tissue, associated with a tubular structure 

extending to the bladder, with thickened walls, surrounding fat 

stranding and gas content, suggestive of persistent urachus with 

associated infection. The urinary bladder was well distended, with 

smooth contours and homogeneous content. 

The patient was diagnosed with an infected urachal cyst, discharged 

from the emergency department with a prescription for antibiotics and 

a follow-up appointment in the urology outpatient clinic upon 

completion of treatment was scheduled. At follow-up, he showed 

improvement in the infectious condition and a reduction in purulent 

discharge from the umbilical scar. He was subsequently referred for 

elective surgery. 

One year later, while still awaiting elective surgery through the public 

healthcare system, the patient experienced daily leakage of gas and 

fecal discharge through the umbilical scar, with no other systemic 

abnormalities. He sought hospital care again and underwent a new 

abdominal CT scan, which reported: "Umbilical hernia with 

persistent urachus, containing interspersed gas and in close contact 

with a sigmoid loop, with no defined cleavage plane between the 
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structures." Laboratory tests, including complete blood count, C- 

reactive protein (CRP), and urinalysis, remained within normal limits. 

A diagnosis of a uracho-sigmoid-cutaneous fistula was established 

(Figure 1). 

 

Figure 1: Abdominal computed tomography with intravenous contrast. A) Axial view showing a fistula between the urachus and the sigmoid 

colon (arrow); B) Longitudinal view demonstrating urachal persistence (arrows). 

 

The patient underwent a new 7-day course of antibiotic therapy, followed by a retossigmoidectomy with en bloc resection by laparotomy. The 

middle third of the sigmoid colon was resected, including the fistulous tract and the urachus, with bladder suturing for hemostasis and primary 

colonic anastomosis, without complications (Pictures 1, 2, and 3). No communication with the bladder lumen was identified. 

 

Picture 1: Appearance of the umbilical scar with a fistulous opening. 
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Picture 2. Intraoperative view showing the resection of the patent urachal tract containing the fistula en bloc with the sigmoid colon. 

Picture 3. Surgical specimen of the en bloc resection of the urachus-sigmoid-cutaneous fistula. 
 

 

The postoperative progression was satisfactory, with hospital 

discharge on the seventh day, follow-up at 14 days for suture removal, 

and a late follow-up at 60 days postoperatively, with no complications 

(Picture 4). The histopathological examination of the surgical 

specimen  showed  “Acute  and  chronic  inflammatory  process, 

fistulous, between the sigmoid colon wall and the urachus, with 

extensive areas of granulation tissue up to the adherent skin; the 

colonic segment exhibits a cystic area with mucinous content, without 

apparent epithelial lining; absence of malignancy.” 

 

 

Picture 4: Abdominal appearance on the 14th day postoperatively. 
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Discussion 

Complications of urachal anomalies are rare, and there are only 10 

reported cases of urachal fistulas involving the intestine in the 

literature. Among the described cases, only two are of the urachus- 

sigmoid-cutaneous fistula type, the first reported in 2009 as a result 

of an infected urachal cyst [1], and the most recent report published 

in 2025, treated by laparoscopic surgery [19]. 

Authors suggest that inflammatory or infectious processes of urachal 

remnants [1, 10, 13] or conditions such as diverticulitis [3, 12, 14, 17] 

may be suspected causes of urachus-intestinal fistulas. Less frequent 

signs and symptoms have been reported, such as subcutaneous 

emphysema of the abdomen and thorax [21] and pneumaturia 

associated with fecaluria [1]. Only two reported cases did not present 

fecal discharge through the umbilicus. In children, primarily 

stricturing or penetrating Crohn’s disease is reported as an important 

cause of these fistulas, even involving other intestinal segments such 

as the cecum and ileum [5]. 

The diagnosis of these fistulas generally involves the use of 

ultrasonography and computed tomography, which are effective in 

identifying urachal anomalies and their complications. Additionally, 

magnetic resonance imaging and cystoscopy can be utilized in 

complex cases [9, 22]. In this case, the diagnosis was made through 

computed tomography, which initially revealed the presence of an 

umbilical hernia and an infected urachal cyst. The progression of the 

condition revealed the fistula with the sigmoid colon after one year, 

with a new CT scan clearly demonstrating the uracho-sigmoid- 

cutaneous fistula. Similarly, other cases in the literature initially 

presented with isolated urachal abnormalities that later evolved into 

complications with fistulas to the colon, indicating that the initial 

condition may be underdiagnosed. [19, 21] 

The treatment of uracho-intestinal fistula is predominantly surgical, 

involving complete excision of the fistulous tract, the urachal 

remnant, and the affected intestinal segment en bloc, as described by 

various authors [1, 12, 14, 17, 19]. In cases of active infection or 

abscess formation, a two-stage approach is often recommended due 

to the risk of surgical site infection, which is more common when 

primary excision is performed in an infectious setting [6]. In this case, 

a  7-day  course  of  oral  ciprofloxacin  and  metronidazole  was 

 

 

administered prior to surgery and continued until the 7th 

postoperative day, with no occurrence of surgical site infection. Few 

authors describe the duration of antibiotic therapy used, which varies 

from 4 to 6 weeks, including the preoperative and postoperative 

periods [12, 13]. 

Regarding surgical techniques, the laparoscopic approach has been 

described as a viable and safe alternative, offering advantages such as 

lower morbidity, shorter hospital stay, and better aesthetic outcomes 

[6]. Three reported cases of uracho-intestinal fistula were managed 

laparoscopically with good outcomes [14, 17, 19], although one 

patient was discharged 9 days after surgery, compared to 7 days in the 

present case, which was managed via laparotomy. Laparoscopy 

allows for detailed visualization of the anatomy and the extent of the 

fistula [6]. Nevertheless, laparotomy performed through a 

transumbilical, infraumbilical, or transverse incision remains widely 

used, especially in complex cases or those with extensive infection, 

where broad excision is required [6, 12]. 

The decision regarding primary anastomosis of the colon is not 

described in all reported cases. However, when performed, it appears 

to yield good outcomes, as observed in the present case [10, 14, 17]. 

Additionally, there is a report of primary anastomosis with loop 

ileostomy in one case [3]. The choice of technique depends on the 

patient's clinical condition, the surgeon's experience, and the 

availability of resources. 

 

Conclusion 

Cases of uracho-sigmoid-cutaneous fistula are extremely rare in 

adults and are surgically treated with a block resection of the fistula 

along with the associated viscera. The approach can be either 

laparoscopic or open surgery, depending on resource availability and 

the patient’s clinical condition. Primary colonic anastomosis appears 

to be safe when clinical conditions are favorable. In this case report, 

which involved a chronic evolution, treatment was performed via 

laparotomy after 7 days of antibiotics, with an bloc partial colon 

resection including the fistula, followed by primary anastomosis and 

an additional 7 days of antibiotics, without complications. 
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