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CASE REPORT

A case of an abdominal wall cystic urachal carcinoma
in an unusual location
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ABSTRACT

A solitary cystic lesion in the abdominal wall is generally benign, such as an omental cyst, mesenteric cyst, enteric duplication cyst,
cystic mesothelioma, or skin appendage tumor. Furthermore, most malignancies in the urachal remnant are intraperitoneal lesions,
and generally develop on the anterior aspect of the bladder dome. Moreover, most urachal glandular malignant neoplasms are the
mucinous cystic type. We report a cystic urachal adenocarcinoma that presented as an abdominal wall cystic lesion. A 42-year-old
woman was admitted to Kangwon National University Hospital for a 5-cm palpable abdominal wall mass. Conservative surgical
excision was performed with subsequent histological and immunohistochemical evaluations, but only a few non-mucinous
invasive glands and finger-like growths were noted. During a 2-year period, the tumor recurred several times along the urachal
tract and metastasized to the regional lymph nodes. Despite receiving chemotherapy, the patient died 2 years after the first surgery.
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1. INTRODUCTION

The urachus is a vestigial tubular structure that connects the
urinary bladder to the allantois during early development.
The urachal remnant can be incidentally detected during 32%
of adult bladder autopsies. The urachal remnant typically
arises from the bladder apex and then continues upward
within the space of Retzius through a varied course toward
the umbilicus.[1] Carcinoma can also arise from any of the
urachal remnant compartments, with most carcinomas orig-
inating from the canal epithelium in adults.[2–4] Glandular
neoplasms in the urachus are classified as benign mucinous
cystic tumors, borderline malignant mucinous cystic tumors,
and malignant non-cystic neoplasms. Previous reports have
indicated that most cystic forms of urachal adenocarcinoma

are the mucinous type.[5] Immunohistochemical staining of
urachal adenocarcinoma typically reveals strong and uniform
positivity for cytokeratin 7 (CK7), variable expression of
CK20 and CDX-2, and no nuclear expression of ß-catenin.[6]

All reported cases of this adenocarcinoma have been located
in the intraperitoneal area, and generally developed on the
anterior aspect of the bladder dome.[1–16] We report the first
case of a cystic non-mucinous urachal adenocarcinoma with
finger-like growth in the abdominal wall.

2. CASE REPORT
A 42-year-old woman was admitted to Kangwon National
University Hospital for a palpable abdominal wall mass.
Abdominal computed tomography revealed a 17-cm well-
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defined multi-septated cystic mass in the midline anterior
abdominal wall (see Figure 1A). Conservative surgical exci-
sion was performed based on the impression that the mass
was benign, and gross examination revealed that the mass
was 17 cm × 5 cm × 4 cm, well circumscribed, round, cystic,
and surrounded by abdominal skeletal muscle. Multiple cysts
contained clear serous fluid (see Figure 1B). Microscopic
examination revealed benign cysts of various sizes, and the
cyst walls were lined with simple or stratified cuboidal ep-
ithelium and fibrous tissue (see Figure 1C). Invasive glands
(see Figure 1D) and finger-like projections were noted in the
intraluminal epithelium of some cysts (see Figure 1E). The
mass also exhibited a moderately differentiated glandular

structure, and the cells exhibited nuclear hyperchromasia,
irregular nuclei, and a high N/C ratio (see Figure 1F). The
lymph node metastasis exhibited a papillary growth pattern
(see Figure 1G). The entire excised specimen was subjected
to immunohistochemical staining, which revealed strong and
uniform positivity for pan CK and CK7 (see Figure 1H) and
membrane expression for ß-catenin, but no expression of
CDX-2, CK20, CD31, CD34, factor VIII, SMA, HMB45,
and myoD1. The resection margin was indeterminate. Dur-
ing a 2-year period, the adenocarcinoma recurred several
times along the urachal tract and metastasized to the regional
lymph nodes. Despite receiving chemotherapy, the patient
died 2 years after the first surgery.

Figure 1. Radiological and pathological
findings from the abdominal wall mass
(A) Abdominal Computed Tomography (CT)
revealed an anterior abdominal cystic mass.
(B) The cut surface of the excised specimen
exhibited multi-septated spaces that were
filled with a clear fluid (5 cm × 4 cm ×
17 cm). (C) Low-power imaging of the tumor
revealed cysts of various sizes, as well as
cystic wall-lining cells that are
non-mucinous simple or stratified epithelium
(hematoxylin and eosin, ×12.5). (D) Some
malignant components are observed on a
benign background (×40), and (E)
moderately differentiated glandular features
are visible (×100). (F) The tumor cells have
nuclear irregularity and a high N/C ratio.
(G-H) All glands of the tumor were positive
for pan cytokeratin and cytokeratin 7.
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3. DISCUSSION

The preoperative differential diagnoses of an abdominal
wall cystic lesion include an omental cyst, mesenteric cyst,
urachal cyst, cystic mesothelioma of the peritoneum, enteric
duplicated cyst, cystic teratoma, pseudocyst, skin appendage
tumor, and extrahepatic echinococcosis. Most of these le-
sions are benign, and an urachal carcinoma in an abdominal
wall cyst is rare.

Previous reports have indicated that the predominant histo-
logical type of urachal carcinoma is mucinous cystic ade-
nocarcinoma, followed by non-cystic invasive adenocarci-
noma.[5, 7] However, the present case involved a cystic and
non-mucinous adenocarcinoma, where the tumor cells had
raised the cyst-lining epithelium and developed into finger-
like intraluminal projections in some areas. Therefore, this
case was diagnosed as urachal adenocarcinoma, not other-
wise specified (NOS).

In addition, this case involved an unusual location, as urachal
adenocarcinoma typically involves the antero-inferior aspect
of the bladder wall or along the bladder wall, especially at the
dome.[4] Furthermore, the average patient at the diagnosis of

urachal adenocarcinoma is 57.2 years,[8] while our patient
was relatively young (42 years). Moreover, the prognosis of
patients with urachal carcinoma is generally poor because
their tumors often are not diagnosed until the late stages.[7]

This patient might have been expected to experience a rela-
tively good outcome, based on several factors: a relatively
small carcinoma area (< 1 cm), and a abdominal wall location
in the mass.

This case highlights the potential limitations of a preoperative
radiological diagnosis of an abdominal wall cystic adeno-
carcinoma, as well as the importance of a careful operative
margin resection despite any impression that the mass is
benign.
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