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Urachal Xanthogranuloma: Laparoscopic Excision with
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Urachal xanthogranuloma is an extremely rare disease. A 23-year-old man
presented with severe lower abdominal pain and voiding frequency.
Computed tomography revealed a urachal mass with bladder invasion,
which was suspected to be a urachal carcinoma or abscess. Laparoscopic
urachal resection was performed with a minimal incision. Histopathologic
examination identified the mass as a urachal xanthogranuloma. (Korean

J Urol 2009;50:714-717)
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Urachal xanthogranuloma is an extremely rare disease. To the
best of our knowledge, about 18 cases have been reported with
respect to urachal xanthogranuloma in a meticulous search of
the PubMed database up to 2008."° This is the first case in
Korea and the first trial of laparoscopic excision through a
minimal incision.

Computed tomography findings of xanthogranulomatous ura-
chitis resemble those of urachal carcinoma and, although rare,
this entity should be included in the differential diagnosis of
urachal masses.” Therefore, surgical excision and histologic
examination are required to differentiate a urachal carcinoma
from xanthogranulomatous inflammation of the urachus.' We
report a patient with urachal xanthogranuloma who underwent

laparoscopic surgery with a minimal incision.
CASE REPORT

A 23-year-old Korean man presented with severe lower
abdominal pain and voiding frequency that had appeared 20
days prior to presentation. The patient had been healthy and
had no previous medical problems. He had no fever or loss of
weight. A urologist performed a physical examination and
identified diffuse hardness and tenderness without change of
skin color in the lower abdominal midline area. However, the

mass was not palpable. A complete blood count with a
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differential count revealed only a mild elevation of the platelet
count (534,000/ .21). A urine test revealed hematopyuria (RBC
50-100/HPF; WBC > 100/HPF). Urine culture was negative for
bacterial growth and urine cytology did not suggest mali-
gnancy. The results of an electrolyte battery and tests of liver
function and renal function were all within normal limits.
Computed tomography with contrast enhancement of the
abdomen and pelvis revealed a soft tissue mass lesion with an
approximate diameter of 4.9 cm attached to the anterosuperior
aspect of the bladder (Fig. 1). The location of the mass was

considered to be of urachus origin, and urachal carcinoma or

Fig. 1. Preoperative computed tomography revealed a urachal
mass.
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Fig. 2. Cystoscopic findings showed that the anterior bladder had
inflammatory changes.

inflammations such as adenocarcinoma, actinomycosis, abscess,
and so forth had to be excluded. There were no enlargements
of lymph nodes or suspected metastatic lesions in the abdomen
or the pelvis. Preoperative cystoscopy revealed diffuse mucosal
changes just like a cystic inflammation pushing outside at the
dome (Fig. 2).

Under general anesthesia, laparoscopic excision of the
urachal remnant and partial cystectomy was performed. The
patient was placed in the Trendelenburg position, with a 30°
elevation of the left hip and flank. The first 10 mm port was
placed by using the Hasson technique, on the right hemi-
abdomen, at the umbilicus and the lateral border of the rectus
muscle. A pneumoperitoneum was performed through this
trocar (dissector, grasper). The next ports were placed under
laparoscopic vision on the epigastrium (port 2, Optic) and the
line joining the umbilical cicatrix with the right anterosuperior
iliacus spina, always doing so along the lateral border of the
rectus, avoiding the epigastric arteries (port 3, Metzenbaum
scissors).6 The urachus was disconnected from the undersurface
of the umbilical skin and, with the help of grasping forceps,
was dissected away from the anterior abdominal wall to allow
dissection of the entire urachus with the overlying peritoneum
in a plane between the posterior rectus sheath and the under-
surface of the muscle belly of the rectus. Using a “twist and
roll” action as Wadhwa et al’ mentioned, the urachus was
twirled around the grasping forceps, which provided strong

traction and a clear view of the plane of dissection (Fig. 3).

Fig. 3. Laparoscopic excision of the urachus. By use of a “twist
and roll” action, the urachus was twirled around the grasping
forceps.8

This dissection was followed caudally, in an antegrade manner,
to subsequently enter the prevesical space of Retzius. There
were severe infiltrations and hard adhesions around the pre-
vesical mass. Laparoscopic excision could not be performed
further. A minimal lower abdominal transverse incision (about
5 cm in size) was made, and the urachal remnant was excised
and a partial cystectomy was performed through this window.
A frozen biopsy of the main mass revealed inflammatory cells
and no tumor cells. The resection margin showed no evidence
of tumor cells. Therefore, we performed only pelvic lymph
node sampling.

The final histologic examination revealed that the urachal
mass was composed of a urachal cyst with xanthogranu-
lomatous inflammation and chronic perivesical inflammation
and fibrosis (Fig. 4A, B). Lesions showed typical lipid-laden
foamy histiocytes favoring xanthogranulomatous changes (Fig.
4C, D). There was no evidence of neoplasm or carcinoma in
situ. So far, 10 months after surgery, there have been no signs

of recurrence or symptoms.
DISCUSSION

Xanthogranulomatous lesions are unusual forms of chronic
inflammatory processes, pathologically characterized by the
presence of large lipid-laden macrophages. Such lesions have
been described in many urologic anatomic sites, such as kidney,
bladder,g’9 testis, urachus, and retroperitoneum. The etiology of

xanthogranulomatous lesions, however, is unclear. Xanthogra-
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Fig. 4. (A) Gross Specimen. The mass is transected and shows a yellowish necrotic area between adipose tissues. (B) Microphotography
showing urachal remnant (center) and inflammatory changes (H&E, x20). (C) Infiltration of foamy histiocytes favoring xanthogranulomatous
changes (H&E, x200). The right lateral side is a smooth muscle of bladder (normal). (D) Lesion showing typical lipid-laden histiocytes
with fine cytoplasmic vacuolization and scattered lymphocytes (H&E, x400).

nulomatous cystitis has been proposed to follow chronic
infection of an urachal diverticulum or cyst, because 75% of
all previously reported cases were associated with a remnant
and 76% were located at the dome of the bladder. It is
suggested that an immunologic defect is involved in the patho-
genesis of xanthogranulomatous cystitis.'” Urachal xantho-
granuloma is considered to have a similar etiology.

In all the Japanese studies regarding urachal xantho-
granuloma, the patients presented with similar symptoms. All
complained of sepsis and a lower abdominal mass.* These are
common presentations of urachal xanthogranuloma. However,
our patient complained of symptoms of cystitis, including fre-
quency, dysuria, and lower abdominal pain, which are typical

symptoms of xanthogranulomatous cystitis."'" The symptoms

may have been caused by reactive cystitis adjacent to the
urachal xanthogranuloma that was shown by cystoscopy.
The laparoscopic approach for benign urachal anomalies has
been reported to be safe and efficacious. Laparoscopic partial
cystectomy has been described for various benign diseases of
the bladder, such as bladder leiomyoma, pheochromocytoma,
and endometriosis. Recently, it was published that laparoscopic
en bloc partial cystectomy with bilateral pelvic lymphade-
nectomy for urachal adenocarcinoma is a safe, feasible,
minimally invasive alternative to open partial cystectomy for
a urachus tumor.” Therefore, we think that urachal tumors such
as our case are a good indication for laparoscopic surgery.
Adhesion is an important problem for laparoscopic surgery.

It is difficult preoperatively to know whether there is severe
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infiltration and adhesion around the urachus and the bladder in
a urachal tumor or xanthogranuloma. Laparoscopic dissection
may be difficult around a xanthogranuloma; however, it is easy
to dissect a urachus remnant behind the umbilicus and laparo-
scopic excision is useful, even if the extraperitoneal space
around the lesion has severe adhesion, as in our case. Increased
experience with pelvic laparoscopic surgery will help us to
improve our ability to deal with severe adhesion around this
area. However, adding a minimal lower abdominal transverse
incision (about 5 cm sized) to laparoscopic surgery is another
option for a beginner for pelvic laparoscopy when the whole
laparoscopic surgery is not done successfully. Excision of a
urachal remnant, partial cystectomy, bladder repair, and spe-
cimen retrieval were performed through this window in this

case.
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