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The traditional treatment of choice for urachal
carcinoma has been either an open radical cystectomy
or the more recently accepted extended partial
cystectomy and umbilectomy.  Recently a laparoscopic

technique has been reported.  We report for the first
time a robot-assisted technique for an extended partial
cystectomy with en bloc umbilectomy for the
management of urachal carcinoma in a 49-year-old
man.
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groups have shown that extended partial cystectomy
and umbilectomy carry survival rates comparable to
those of radical cystectomy while maintaining
quality of life.4-7

The introduction of minimally invasive surgery to
urologic oncology is pushing the envelope to adopt
these techniques to attain similar or better outcomes.
An example of which was the recent reporting of the
first case of a laparoscopic extended partial
cystectomy with en bloc removal of the umbilicus and
urachus for the excision of a primary malignant
urachal tumor.8  To our knowledge, the case reported
herein is the first reported of a robotically assisted
extended partial cystectomy with en bloc removal of
the umbilicus and urachus for the management of a
urachal carcinoma.

Introduction

Urachal carcinoma is rare and reported to account
for no more than 0.5% to 2% of all bladder tumors.1,2

It has been reported to have a poor prognosis, with
5-year survival rates of 6.5% to 55%.3,4  The accepted
treatment for patients with resectable tumors is
cystoprostatectomy and wide excision of the urachus
and umbilicus.  However, a bladder-sparing
approach has been gaining popularity, as several
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Case report

A 49-year-old man presented with complaints of
intermittent, painless gross hematuria and vague
lower abdominal pain of 3 months duration.  His
physical examination was unremarkable, and urine
cytology was within normal limits.  The patient
underwent cystoscopy revealing a mass at the dome
of the bladder.  No additional lesions were found
in the bladder.  Biopsy of the mass was reported as
invasive adenocarcinoma.  Contrast-enhanced
computed tomography of the abdomen and pelvis
showed an enhancing mass approximately 3 cm x
4 cm x 4 cm that extended from just above the
bladder dome toward the anterior abdominal wall,
Figure 1. Other primaries of adenocarcinoma
origins were excluded after appropriate workup
and as such a diagnosis of urachal carcinoma was
made.

The patient underwent repeat cystoscopy followed
by robot-assisted partial cystectomy and bilateral
pelvic lymphadenectomy with en bloc resection of the
umbilicus, urachus, and bladder dome.  The total
operative time was 280 minutes, with an estimated
blood loss of 100 ml.  The final pathologic analysis
showed an invasive, poorly differentiated,
adenocarcinoma that extended to the perivesical fat
(Sheldon stage IIIA) with negative margins.  A total
of 10 lymph nodes were identified and none were
metastatic.  The patient was discharged on postoperative
day 3.  At 12 months follow up he remains free of
recurrence with no lower urinary tract symptoms.

Surgical technique

After induction of general anesthesia, cystoscopy was
performed, and the patient was then placed in a modified
lithotomy position at 15° Trendelenburg.  The approach
was transperitoneal.  A midline 10-mm trocar port was
placed 5 cm above the umbilicus for the camera port.
Two 5 mm ports were then placed 7 cm lateral to and at
the level of the umbilicus.  Laparoscopic dissection of
the umbilicus with peritoneum and posterior rectus
sheath was carried out.  The dissection was continued
laterally to include the medial umbilical ligaments and
caudad toward the space of Retzius until the urachal
tumor was evident.  Under direct laparoscopic vision
two 5-mm trocars were placed in the both lower
quadrant, and two 8-mm robotic arm trocars were placed
three fingerbreadth medial to both anterior superior iliac
spines, Figure 2.  Then the laparoscope was removed
while the da Vinci robot was engaged coming in with
the camera at the original port above the umbilicus.  The
instruments used for dissection were ultrasonic shears
on the right arm and a Cadiere Forceps (Intuitive Surgical
Inc., Sunnyvale, California) on the left arm.

The bladder dome was fully mobilized, and the
bladder distended with 300 ml normal saline to facilitate
additional mobilization and dissection.  Excision of the
mass and bladder dome was then performed leaving a
2 cm normal mucosal margin.  The urachal stalk and
large urachal tumor and bladder wall were placed within
an EndoCatch bag that was closed to minimize potential
tumor spillage.  The bladder defect was closed in two
layers with absorbable sutures using the robot.
The bladder was filled with 200 cc of methylene blue to
test the closures integrity.  After which a bilateral pelvic
lymphadenectomy was performed.  The umbilicus was

Figure 2.  Port placement.

Figure 1.  CT scan of the abdomen with the urachal
tumor invading the bladder wall.
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circumscribed and the entire specimen was removed
through the extended umbilical defect that measured
4 cm in size.  The anterior rectus sheath and all port sites
were closed in a standard fashion.

Discussion

As urologic laparoscopic and robotic surgery continues
to evolve, we describe what we believe is the first
reported case of robot-assisted extended partial
cystectomy for the treatment of urachal carcinoma.
Our combined laparoscopic and robotic approach is
technically feasible and mimics the traditional open
technique of extended partial cystectomy with en bloc
umbilectomy.  The robotic approach allows for precise
tissue dissection and tissue reconstruction while the
patient benefits a diminished blood loss, shorter
hospital stay, and faster convalescence whilst adhering
to oncologic surgical principles.  We believe that robot-
assisted partial cystectomy for urachal carcinoma
could be considered as an alternative approach for
appropriately selected patients.
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