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y:N:3y 7 :\{e3 gl Introduction: Tailgut cysts are rare congenital entity that arises from the embryological hindgut and

usually located in presacral space. Here we report a case of tail gut cyst which is an infrequent condition.
Case report: Here, we report a nineteen year old male with lower abdominal pain. The relevant investigations were performed.
The CT abdomen revealed a well-defined cystic lesion in the pelvis in lower presacral region and posterior to rectum with small
calcified foci suggestive of tail gut cyst with scalloping of sacrum. MRI pelvis suggested large well defined unilocular cystic
lesion in the retro-rectal and pre-sacral region extending from S2 to mid coccygeal level showing thin imperceptible walls few
tiny projections and small rounded non enhancing nodule along its posterior wall with thin focal calcification seen in its wall
with no evidence of malignancy and no signs of osseous destruction. The patient was explored and intraoperatively findings
revealed a cyst of size 8 cm * 5 cm behind the rectum and in front of sacrum which was densely adhered to the posterior wall of
rectum but free from sacrum. The mass was resected as a whole and sent for histopathological exam which was suggestive of
tailgut cyst. Conclusion: Tailgut cysts is infrequent condition which manifests as chronic lower abdominal pain. It is crucial that
such entity be diagnosed and surgically excised early in its presentation. It is important to rule out malignancy in the post
operative biopsy.
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INTRODUCTION

Presacral tailgut cysts also known as retrorectal cystic

hamartomas are very infrequent entity which are considered

to originate from remnants of the hindgut during development
.[1,2]

ofembryo™ .

The usual location of tail gut cyst is in presacral space,
anteriorly close to the rectum, posteriorly bound by the
sacrum, superiorly covered by the peritoneal reflection,
inferiorly bound by the levator ani and pelvic floor, and
laterally related to the iliac vessels and ureters®”.These cyst
can be located in the unusually inthe prerectal, perianal, and
perirenal regions®” This entity is difficult to diagnose but
should be diagnosed and treated early in the course. B THe
preferred mode of treatment is to surgically excise the. Cyst
due to its malignant potential, secondary infection and
perianal fistula formation.

Case Report

We present a case 19 year male who came to the hospital with
the complaints of pain in the lower abdomen since 2 weeks
which was insidious in onset and dull aching in character.
There were no complaints of bowel or bladder disturbances.

Ultrasonography revealed a well defined cystic Lesion
measuring 5.9cm *6.7 cm *6.9 cm seen in midline in posterior
aspect of urinary bladder in close relation to prostate showing
echogenic debris within it and eccentric calcification foci with
no vascularity seeninit.

Contrast enhanced CT abdomen(Fig 1) showed well defined
hypodense /cysticlesion in the pelvis in lower presacral region
and posterior to rectum with small calcified foci suggestive of
tail gut cyst with scalloping of sacrum. MRI pelvis (Fig 2)
suggested large well defined unilocular cystic lesion in the

retro-rectal and pre-sacral region extending from S2 to mid
coccygeal level showing thin imperceptible walls few tiny
projections and small rounded non enhancing nodule along
its posterior wall with thin focal calcification seen in its wall
Tailgut Cyst with no evidence of malignancy and no signs of
osseous destruction. The physical exam showed a normal
anal tone with no intraluminal mass but revealed a fullness in
the posterior rectal wall

The intraoperative findings revealed a cyst of size 8 cm * 5 cm
behind the rectum and in front of sacrum which was densely
adhered to the posterior wall of rectum but free from sacrum.
(Figure 3). The mass was resected as a whole and sent for

histopathological exam suggestive of tailgut cyst. (Figure 4)
r ™ T ¥ r 3 r

Figure 1- Coronal section of contrast enhanced CT Abdomen
showing (Orange arrow)well defined hypodense /cystic lesion
in the pelvis in lower presacral region and posterior to rectum
with small calcified foci with scalloping of sacrum
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Figure 2 — MRI abdomen showing (Red arrow) large well
defined unilocular cystic lesion in the retro-rectal and pre-
sacral region extending from S2 to mid coccygeal level
showing thin imperceptible walls few tiny projections and
small rounded non enhancing nodule along its posterior wall
with thin focal calcification

Figure 3- Intraoperative finding of cystic mass of 8cm * § cm
behind the rectum and anterior to sacrum

Figure 4- Histopathological findings showing cyst lined with
pseudostratified ciliated epithelium with wall composed of
collagen and muscle tissue with congested blood vessels with
no evidence of dysplasia or malignancy

DISCUSSION

The retro rectal lesions are less common entity in adults and
the incidence from patients of Mayo Clinic have been found to
be 1 in 40,000 " Out of all retro rectal tumours, tailgut cysts
arise from failure to obliterate the embryological remnant of
hindgut

Tailgut cysts are uncommon but more predominant in female
population .Patsouras and colleagues found the female to
male ratio to be 7 : 1. Tailgut cysts are prevelant mostly in the
fifth decade of life; however, they can occur at any age."”'*The
signs and symptoms of the tailgut cysts are often nonspecific
and mostly diagnosed in the radiological investigations™”

Most common presenting symptoms are rectal pain,
constipation, tenesmus, painless per rectal bleeding, dysuria,
lower abdominal pain, back pain, and neurological
compressive symptoms due to pressure on the sacral plexus.
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Unusual symptoms are recurrent perianal infections, perineal
pain, perianal swelling and fistula, and sacrococcygeal
- (11,131

sinus.

The gold standard diagnostic tool to detect the tailgut cyst is
pelvic MRI which can find unilocular, multilocular or septated
cyst™. Atypical tailgut cyst on T1 weighted MRI has low signal
intensity and on T2-weighted images has high signal intensity.
In a few cases due to mucinous material, high protein content
or blood, Tl weighted high signal intensity images can be
seen”™"”. MRI is gold standard for the surgical planning and
also differentiates between benign and malignant tail gut
cyst. A typical malignant hind gut cyst is heterogeneous with
both solid and cystic content and irregular borders.

The preoperative biopsy in tailgut cyst is controversial topic.
Hall et al. "have found that ultrasound-guided needle biopsy
can be used for preoperative diagnostic modality for tailgut
cysts but this can cause seeding of tumour cells. " .The cysts
with mixed component can be biopsied by percutaneous Para
sacral approach so as to plan the surgery accordingly, for

prognosis of the disease and requirement of chemotherapy "*.

Tailgut cysts are usually lined with different types of
epithelium like cuboidal, columnar within same cyst hence
have high preponderance for malignant transformation
commonly adenocarcinoma and carcinoid tumours types.
However, other variety of tumours such as neuroendocrine
cancer, endometrioid cancer, adenosquamous carcinoma,
squamous cell carcinoma, and sarcoma can also be found.
1192 There are different studies showing rates of malignant
transformation in tailgut which in the largest series in the
literature in 1988 was 2%."” According to Patsouras et al. the
malignant transformation rate was 6% and other studies
found the rate to be 13t0 40% . “***

There are other entities like neurogenic cyst, sacral chordoma,
leiomyosarcoma, cystic lymphangioma, pyogenic abscess,
dermoid, epidermoid cyst, rectal duplication cyst,
neuroenteric cyst, teratoma, anterior sacral meningocele
which needs to be differentiated from tailgut cyst. " The
differential diagnosis for prerectal cysts can be simple cyst of
the seminal vesicle, bladder diverticulum, prostatic utricle,
simple cyst of the prostate, rectal duplication cyst.™”

The surgical approach is planned according to the proximal
extension of the cyst, size, infective component, proximity with
important structures like bladder , uterus and rectum and
presence of malignancy which involves en bloc resection . "*'®
The most commonly used approach is the posterior
approach.”  The other approaches commonly used for the
tailgut cyst are the anterior approach or laparoscopic
approach. In case of prerectal cysts meticulous dissection is
needed to prevent trauma to adjacent structures including the
vaging, uterus, bladder, and rectum.

McCarroll and Moore demonstrated * transanal minimally
invasive surgery technique for tailgut cyst surgery. Kildusis
and Samalavitius “'managed a case with open transrectal
approach. There are several studies which demonstrate
removal of coccyx so as to prevent nidus for recurrence. “**
There are several research evidences which do not
recommend removal of coccyx and recommend preservation
of the coccyx until it has to be removed in case of en bloc
resection for malignant cases. *” The avoidance of injury to the
rectal wall is important and is facilitated by packing rectum
with soft paraffin gauze so as to identify intraoperatively
along with preoperative adequate bowel preparation.

The recurrence rates are in range of 0%-16% , mostly due to
incomplete excision. "® A regular follow up is suggested for a
patient with typical symptoms and low malignancy risk. An
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exact diagnosis cannot be obtained till surgical removal and
histopathological analysis. **

CONCLUSION

Surgical excision is mandatory regardless of symptom status
because of the risk of malignancy. Complete surgical excision
is gold standard treatment which can be tailored according to
the patient and the surgeon's preference.
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