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Case Report

Urachal Actinomycosis Mimicking a Urachal Tumor
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A 26-year-old man presented with lower abdominal discomfort and a palpable mass
in the right lower quadrant. An abdominal computed tomography (CT) scan revealed
an abdominal wall mass that extended from the dome of the bladder. Fluorine-18 fluo-
rodeoxyglucose (FDG) positron-emission tomography/CT (PET/CT) showed hyper-
metabolic wall thickening around the bladder dome area that extended to the abdomi-
nal wall and hypermetabolic mesenteric infiltration. Differential diagnosis included
a urachal tumor with invasion into adjacent organs and chronic inflammatory disease.
Partial cystectomy with abdominal wall mass excision was performed, and the final
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pathologic report was consistent with urachal actinomycosis.
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Urachal actinomycosis is an uncommon disease that has
rarely been reported [1-3]. It is a chronic suppurative in-
flammatory disease caused mainly by Actinomyces israeli.
We report a case of urachal actinomycosis that presented
as lower abdominal pain and a palpable mass mimicking
a urachal tumor.

CASE REPORT

A 26-year-old man presented to our outpatient clinic with
complaints of lower abdominal discomfort and a palpable
mass in the right lower quadrant. The patient had no re-
markable past, familial, or personal history. The abdomen
examination revealed a 6 cm palpable mass without ten-
derness in the right lower quadrant. Routine urine analy-
sis revealed pyuria of 10-19 white blood cell (WBC)/high-
power field (HPF) and microscopic hematuria of 5-9 red
blood cell (RBC)/HPF. No organism was cultured from the
urine, and urine cytology showed benign cells.

Chest and abdomen X-ray findings were within normal
limits. Abdominal ultrasonography revealed irregular
wall thickening of the bladder dome with extension to the
abdominal wall. An abdominal computed tomography (CT)
scan revealed an abdominal wall mass that extended from
the bladder dome and irregular perivesical infiltration,
suggesting urachal remnant-associated disease (Fig. 1). A
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cystoscopic biopsy that had been performed before the oper-
ation revealed chronic inflammation. Additional fluorine-18
fluorodeoxyglucose (FDQG) positron-emission tomography
(PET)/CT was performed to rule out a urachal tumor. The
PET/CT showed hypermetabolic bladder wall thickening
with mesenteric and omental infiltration, extending along
the urachus (Fig. 2). Partial cystectomy with resection of

FIG. 1. Abdominal computed tomography (CT) showing wall
thickening and a mass on the bladder dome. The mass extends to
the abdominal wall from the bladder dome.
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FIG. 2. Serial positron-emission tomography/computed tomography (PET/CT) images showing mild hypermetabolic wall thickening
in the anterosuperior portion of the bladder (arrow heads) with hypermetabolic mesenteric and omental infiltration (arrows)

extending along the urachus (thin arrow).

FIG. 3. (A) Partial cystectomy specimen revealing diffuse fibrotic thickening of the wall and relatively preserved luminal surface.
There is an irregular necrotic lesion with yellowish foci in the deep resection margin. (B) Bacterial colony in the abscess background
showing central entangled filamentous bacteria with a sunray appearance in the peripheral portion (H&E, x400).

the abdominal wall mass was performed because malig-
nancy could not be ruled out completely. The mass con-
tained necrotic lesions with yellowish foci in the deep re-
section margin and the final pathology was consistent with
Actinomyces israelii with sulfur granules (Fig. 3).

The patient underwent treatment with oral fluoroquino-
lone for 3 months and recovered without complications.

DISCUSSION

Actinomycosis shows chronic, indolent, and recurrent clin-
ical courses [4]. The most common sites involved are the
cervicofacial, abdominal, and thoracic region [5]. The ap-
pendix and cecum are the most commonly affected abdomi-
nal organs [6]. Actinomyces israelii invades and penetrates

the intestinal mucosa and bowel wall, producing localized
or extended peritoneal and retroperitoneal abscess for-
mation. Actinomyces israelii is a commensal organism
within the oral cavity, alimentary tract, and vagina and
spreads by direct extension. It produces multiple ab-
scesses, resulting in necrosis and fibrosis [7]. Abdominal
actinomycosis has no specific symptoms. It usually pres-
ents with a palpable mass, weight loss, and anorexia [7].
Definite diagnosis can be made by demonstration of Actino-
myces israelii in a needle or surgical biopsy specimen.
The general PET/CT finding of actinomycosis is intense
hypermetabolism as in malignancy [8]. Hypermetabolic
changes at the bladder dome and urachus on PET/CT made
the diagnosis very elusive in this case. Because there is not
much difference in the PET/CT findings between malig-
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nancy and actinomycosis, utilization of PET/CT to rule out 3.

malignancy does not seem to be necessary, unless the case
is strongly suggestive of malignancy.

We performed a partial cystectomy to clarify this elusive
disease entity and confirmed Actinomyces israelii colonies
in the specimen. Medical treatment for actinomycosis is an-
tibiotic therapy and the drug of choice is penicillin. Intrave-
nous administration of penicillin should be given, followed 6
by oral penicillin or amoxicillin [9]. If the patient has pen-

icillin allergy or resistance, ceftriaxone, doxycycline, clin- 7.

damycin, or fluoroquinolone is recommended [10].
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