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ABSTRACT
A rare case of patent vitellointestinal duct along with patent urachus in an 8 months old male baby is reported 
here, who presented with umbilical discharge and swelling of the umbilicus since the separation of the umbilical 
cord. Our initial diagnosis was umbilical adenoma.  On exploration, the umbilicus was connected to the ileum and 
the apex of the urinary bladder through two communicating channels. The urachus was completely excised after 
ligation, the patent vitellointestinal duct was resected and the ileum anastomosed.
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Figure-1: Structures at the umbilical ring and in the 
umbilical cord3.

INTRODUCTION

The umbilical cord is the main portal for entry and exit 
of blood from the placenta to the foetus during 
intrauterine life. In addition to the paired umbilical 
arteries and umbilical vein, the umbilical cord also 
contains the vitellointestinal or omphalomesenteric duct 
and the urachus (Figure-1). Usually, the vitellointestinal 
duct obliterates by the 5th to 9th week of gestation, and 
the urachus obliterates to become the median umbilical 
ligament by the 4th to 5th month of intrauterine life. 
Failure to obliterate these structures gives rise to 
various congenital umbilical disorders which manifest 
as umbilical discharge, swelling, mass, and abdominal 
pain1,2.
The urachus is an embryonic remnant resulting from 
involution of the allantois, a canal that drains the 
urinary bladder (Cloaca) of the foetus, while the 
vitellointestinal duct is a communication between the 

midgut and the yolk sac. A patent urachus (PU) is a 
rare occurrence, with an estimated incidence of 1-2 per 
100000, while patent vitellointestinal duct (PVID) has 
an incidence varying from 1 in 5000 to 8000 live 
births4.  A patent urachus being associated with a patent 
vitellointestinal duct is very rare. We are presenting a 
case of patent urachus along with a patent 
vitellointestinal duct. 

CASE REPORT
An 8 months old male baby presented with umbilical 
discharge and a swelling on the umbilicus since the 
separation of the umbilical cord. He was born at home 
at term. Mother’s antenatal period was uneventful but 
not monitored sonogaphically. The base of the 
umbilical cord was slightly swollen and separated on 
the 4th day. After separation of the cord, parents noticed 
a yellowish discharge from the umbilicus. The 
discharge was foul-smelling and small in amount. 
Occasionally, clear, watery fluids came out through the 
umbilicus when the baby cried excessively. The patient 
passed urine and stools normally. The baby was seen 
by local physicians but the discharge did not stop. A 
few days later, they noticed a small pinkish mass on the 
umbilicus along with discharge. The mass was 
enlarging gradually. Chemical cauterization of the mass 
was done by a local physician. Following cauterization, 
the mass was reduced initially but, later on, recurred in 
its enlarged size. On examination, the umbilicus was 
inverted. A pinkish mass arising from the umbilicus, 
measuring about 1.25x1 cm in size, the surface smooth 
with slight discharge and peri-umbilical excoriation. 
Other abdominal findings revealed that everything was 
normal (Figure-2).

Ultrasonography also revealed normal findings. Our 
clinical diagnosis was umbilical adenoma, and we 
decided to do an exploratory laparotomy. During 
exploration, two communicating tracts connecting the 
umbilicus to the apex of the urinary bladder and the 
umbilicus to the ileum were seen. Both tracts were 
meticulously separated, ligated and excised. This 
included wedge excision of the vitellointestinal duct 
(VID) at the base, followed by transverse anastomosis 
of the gut and excision of the urachus near the urinary 
bladder following ligation. An umbilical adenoma was 
excised along with the common tract (Figure-3). 
Umbilicoplasty was done and the spaceman was sent 
for histopathology. The postoperative period was 
uneventful and the patient was doing well (Figure-4).
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Figure-3: Per-operative picture showing patent 
urachus (PU), patent vitellointestinal duct PVID and 
excised umbilical adenoma, ileum and urinary bladder 
(UB).

Figure-4: Picture during discharge showing healthy 
looking umbilicus and incision mark.
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DISCUSSION
Umbilical discharge is common in children. It is a 
symptom of varied pathology. Some congenital 
anomalies such as umbilical adenoma, patent VID,
patent urachus, and some acquired diseases such as 
omphalitis and umbilical granuloma are key concerns 
for paediatric surgeons and paediatricians. Some need 
operative treatment, while others can be managed non-
surgically.
Vitellointestinal duct anomalies are due to failure or 
incomplete obliteration of the vitellointestinal duct4.
The most frequent VID malformation is Meckel’s
diverticulum, and the rarest is complete patency of the 
duct. The incidence of Meckel’s diverticulum is 2-3% 
of the population, but mostly non-symptomatic. About
4% of children with a Meckel’s diverticulum develop 
symptoms and more than 60% are younger than 2 years 
of age5.
A patent urachus is a communication from the 
umbilicus to the bladder. It is due to failure of complete 
obliteration of the urachus and presents as leaking of 
urine through the umbilicus. Lower urinary tract 
obstruction may also be a contributing factor4.
A patent vitellointestinal duct (PVID) becomes 
symptomatic early in life as a feculent or serous 
discharge through the umbilicus. Without treatment, 
the disease can last into adulthood6,7,8. Diagnosis of a 
symptomatic vitellointestinal duct malformation 
depends on anatomic configuration, signs and 
symptoms. History and examination are enough for the 
diagnosis of PVID, and investigation is of limited 
value. A fistulogram may be necessary to identify the 
part of the intestine involved preoperatively when an 
opening is observed within the umbilicus5,6.
Diagnosis of patent urachus is mainly by history and 
physical examination and is confirmed surgically. In 
addition to clear discharge, patients may present with 
lower urinary tract symptoms. Ultrasonography is less 
effective in the case of patent urachus but more in 
urechal cyst1. In this case, the ultrasonogram failed to 
diagnose any of the two components.
An umbilical polyp or adenoma is a round, reddish 
mass at the base of the umbilicus that comprises 
embryologic remnants of the vitellointestinal duct or,
less commonly, the urachus. It is often brighter red and 
slightly larger than the umbilical granuloma. 
Sometimes umbilical polyps or adenomas are difficult
to distinguish from umbilical granulomas that present 
as minimum discharge with moist, raw, radish-pink 
tissue arising from the base of the umbilicus. Umbilical 

granuloma usually responds to cauterization, but 
polyp/adenoma does not respond. Following 
polyp/adenoma removal, histopathology should be 
performed to rule out embryological remnants9,10,11. In 
the present case, the patient was initially diagnosed as 
having an umbilical granuloma and treated by chemical 
cauterization. But the disease was not cured as the 
umbilical adenoma does not respond to cauterization.
The mainstay of treatment for patent VID and patent 
urachus is laparotomy followed by excision of the 
embryonic remnants. This can be approached directly 
through the umbilicus (intraumbilical) or through an 
incision in the infraumbilical or supraumbilical 
crease1,12. In this case, wedge excision of the 
vitellointestinal duct (VID) at the base followed by 
transverse anastomosis of the ileum was done. Due to 
its narrow base, the patent urachus was excised after 
ligation near to the urinary bladder.

CONCLUSION
The persistence of umbilical discharge may be due to 
congenital or acquired pathology. Acquired diseases 
usually respond well to conservative treatment. If there 
are no responses, one has to consider this may be due 
to persistence of the embryonic remnants (either 
urechus, vitellointestinal duct or both) and surgery is 
the mainstay of treatment.
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