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1. Abstract

Retrorectal tailgut cyst is located in the presacral space. They are congenital
malformations that result from inborn errors of tissue development. These
congenital cysts are more common in women and sometimes causes
defecation problems in proportion to its size. They are generally benign
lesions but malign transformation of the cyst has also been reported.
In this case report, we present a 45 year-old woman who was admitted
to the hospital with the abdominal pain and constipation for ten years.
The tailgut cyst diagnosis was established with the magnetic resonance
imaging. She relieved from her complaints with surgical excision.
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3. Introduction

Retrorectal cystic hamartoma, more commonly known as the retrorectal
tailgut cyst, is located in the presacral space. They are congenital
malformations that result from tissue development errors. These
malformations are characterized by abnormal mixtures of mature tissue
indigenous to that area. Hamartomas may be derived from any of the

three primordial germ layers: ectoderm, mesoderm, and endoderm.
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They sometimes causes defecation problems with the proportional to its
size. They have no connection with the rectal lumen as long as it does
not fistulized to the rectum because of the infection. Most of the time
careful digital physical examination is enough for the diagnosis of the
rectal submucosal mass. Pelvic magnetic resonance imaging (MRI) or
computerized tomography scan is helpful in the differentiation of a solid
or cystic mass. Surgical excision is the definitive treatment.

4. Case Presentation

A 45 year old female patient was complaining about abdominal pain and
discomfortness from his bottom for ten years. She also had experiencing
difficult defecation from time to time. Physical examination in the
lithotomy position revealed a submucosal mass occupies right-posterior
half the circumference of the lumen in the lower part of the rectum.
There was no blood or fistula opening except for mucosal bulging in the
rectal lumen colonoscopically. Laboratory findings were normal. MRI
confirmed a 7x5cm cystic lesion with multiple thin septa between the
posterior mesorectum and the coccyx (Figure 1).

Figure 1: Retrorectal tailgut cyst in a 45 year-old woman. On sagittal T2-
weighted image shows a large cystic lesion with multipl thin septabetween
the rectum and the coccyx (arrow).

The operation was performed in the prone jackknife position (Kraske
Operation) under the spinal anesthesia. The coccyx was excised to reveal
the lesion entirely (Figure 2).
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Figure 2: Surgical field of the patient in prone-jackknife position.

The cystic lesion was removed from the posterior aspect of the rectum
without any damage to the fascia propria (Figure 3).

Figure 3: Retrorectal tailgut cyst and the coccyx

The wound was closed primarily with the help of a prolen mesh and a
suction drain cathether was placed to the presacral area. The patient was
discharged postoperative day five without any problem.

Pathological examination was revealed multiloculated cystic lesion lined
with squamous, transitional, and mucinous epithelium in the sections
(Figure 4).
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Figure 4: Histopathological photo of the multiloculated tailgut cyst. Cyst
lined with transitional epithelium (arrow), smooth muscle fibers (triangle),
mucinous glands (circle), cyst lined with

mucinous epithelium (star), organized proteinous material (lightning)
inside the cyst are seen.(Hemotoxylin eosin x100)

Disorganized smooth muscle bundles were commonly noted adjacent to
the lesion wall. While glandular structures are observed in the wall of cyst,
some of them have keratinous material. The final diagnosis of the lesion
was tailgut cyst and the malignancy was rule out. The patient provided
written consent for the publication.

5. Discussion

Retrorectal tailgut cysts are congenital lesions that are derived from the
hindgut germinal layers, and any type of intestinal tissue may predominate
without a definite muscular or serous coat. Other retrorectal cysts may be
confused with tailgut cysts. For instance, dermoid cysts are characterized
by only a squamous type of epithelial lining. Duplication cysts have a
well-defined muscular wall with a myenteric plexus. Tailgut cyst term
includes either actual malformation with tissue excess present at birth or
inborn tissue anomaly that manifests itself by excessive growth continuing
until puberty. Therefore, it can occur at any age including childhood.
According to the literature, Middledorph described the first presacral
mass in a one-year old girl in 1885 [1]. The largest case series of tailgut
cysts was reported by Hjermstad and Helwig in 1988 [2]. They had found
female dominance in 53 patients and half of them were symptomatic with
the most common symptoms being rectal pain and constipation.

Patients may be asymptomatic but perirectal pain, rectal fullness,
tenesmus, and defecation problems are common symptoms if the mass
is large enough. They are usually found to have an extrarectal mass as
an incidental finding on rectal examination. Colonoscopic examination
is unrewarding. Magnetic resonance imaging, computed tomography,
and endorectal ultrasonography is useful for the differential diagnosis.
Preoperative biopsy is unnecessary and should not be performed because
of the perforation risk. Moreover, histopathological differentiation of the
cyst from the other cystic lesions can be difficult with a biopsy sample.

Complete surgical excision of the tailgut cyst is the recommended
treatment of choice because of the complication risks. The best known
complication is the malignant transformation of the cyst which is rare.
The first malignant tailgut cyst was described by Ballantyne in 1932 [3].
Adenocarcinoma of the cyst is the most common type of malignant tailgut
cysts [4-7]. Mucinous carcinoma, neuroendocrine tumor, and carcinoid
tumor have also been reported [8-10]. MRI may help the diagnosis of
malignant transformation of these inborn retrorectal cysts [11]. Other
complications are included infection, abscess, rectal or perianal fistula
formation [12]. The type of surgery to be performed is determined by
the location of the lesion. If the cyst is located above the sacral three
level, abdominal open or laparoscopic surgery is done [13,14]. Robotic
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surgery has been applied in recent years [15]. A combined abdominal
and sacral approach should be performed when malignant transformation
is suspected. Below the coccygeal level or levator muscle a posterior
sacral approach (Kraske Operation) without entering the abdomen is
appropriate, as was done in this case. Transanal endoscopic microsurgery
is also feasible [16]. Non-surgical methods has no place for the treatment
of the tailgut cysts.

6. Conclusion

Retrorectal tailgut cysts are not rare lesions. They should be considered
in the differential diagnosis of rectal fullness and defecation problems.
Complete surgical removal is the only effective treatment whether they
cause complaints or not.
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