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A Retrorectal Cystic Hamartoma (Tail Gut Cyst)
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ABSTRACT Retrorectal cystic  hamartomas are rare congenital anomalies most commonly seen in a retrorectal area; 
most common in middle aged women. This article reviews about the radiological appearances of tail gut 

cyst in a 65-year-old female patient with post operative history for breast cancer. The patient had no fresh complaints 
and came for follow up. Tailgut cyst was found as an incidental finding in this patient.

Introduction:
Tailgut cysts, also known as retrorectal cystic hamartomas, 
are rare congenital lesions thought to arise from the rem-
nants of the embryonic postanal gut. They predominantly 
occur as retrorectal multicystic masses in women. Nearly 
half of the cases are asymptomatic and are frequently 
found on routine physical exam. When present, reported 
complaints include chronic perirectal pain and symptoms 
secondary to mass effect. 

Case report: 
65y old female with previous diagnosis of right sided 
breast cancer, the patient underwent mastectomy for the 
cancer one year back. The patient came to the radiology 
department for followup. Patient had no other fresh com-
plaints.

 
Fig A :X ray lateral view of the sacrum and coccyx 
showed posterior displacement of the lower coccygeal 

segments without any soft tissue swelling

 
Fig B: Axial  and sagittal CT images of a 65yrs old 
asymptomatic patient showing a well defined homoge-
nous cystic density  lesion in the retrorectal space.

 
Fig C:AxialT1 and T2-weighted images of a 65yrs old 
asymptomatic patient showing a well defined homoge-
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nous cystic density  lesion in the retrorectal space.

Fig D: Sagittal T1 and T2 weighted images showing a 
well defined homogenous cystic lesion in the presacral 
space.

Discussion :-
RETRORECTAL CYTS :-
Retrorectal cystic lesions in adults are rare, and most cases 
are congenital1.Developmental cysts are the most common 
congenital entity encountered in the retrorectal space2,3. 
These include epidermoid cysts, dermoid cysts, and enter-
ic cysts. There are two types of enteric cysts4:

•	 Tailgut cysts (retrorectal cyst-hamartomas ) 
•	 Cystic rectal duplication 
 
Developmental cysts are defined by their Histologic com-
ponents  ,Retrorectal location, lying anterior  to the 
sacrum and posterior to the rectum. They occur mostly in 
middle-aged women and in a 3:1 female-to-male ratioThe 
most important complications of these cysts are infection 
with a secondary fistula and malignant degeneration of en-
teric cysts5,6.

TAILGUT CYST :- 
Tailgut cyst or retrorectal cystic hamartoma is a rare con-
genital lesion thought to arise from vestiges of an embry-
onic hindgut and is found in the retrorectal or presacral 
space7,8.The tailgut/postnatal gut normally involutes by 
the 8th  week of embryonic development. If a tailgut rem-
nant persists, it may give rise to a tailgut cyst.Tailgut cyst 
is more common in women and usually presents in middle 
age, but can present at any age.It is usually detected as an 
asymptomatic mass but may present with abdominal pain 
or constipation.

Grossly , tailgut cyst is a multiloculated, cystic mass with a 
thin wall and glistening lining , filled with a mucoid mate-
rial. 

Microscopy , shows a variety of epithelia without the pres-
ence of villi and crypts. An incomplete muscle layer is of-
ten associated with the cyst wall. Infection or inflammation 
may cause fibrosis of the cyst wall and breakdown of the 
cyst lining

The clinical presentation is variable, depending on the size 
and therefore mass effect of the developmental cyst and 
the presence of infection in the cyst 5,9. It has been esti-
mated that 50% of developmental cysts are asymptomatic 
10, being discovered during routine physical examination 
or ultrasonography (US). Physical examination can demon-

strate a funnel-shaped dimple in the postanal midline or 
a chronic fistula that may communicate with the cyst, in-
volving the perianal skin posterior to the anus or the anal 
canal in the midline. Digital rectal examination may reveal 
a smooth, firm mass in the retrorectal space, bulging into 
the rectal lumen4,5,9.

Symptoms are often related to local compression on the 
rectum, which causes constipation, rectal fullness, painful 
defecation, and lower abdominal pain, and to local com-
pression on the lower urinary tract, which causes dysuria 
and urinary frequency 1,4,9. Dystocia and sciatic pain have 
been reported (14). Developmental cysts are commonly 
revealed by complications such as local infection with a 
chronic perianal fistula or rectal bleeding 1,9.

On imaging , ultrasound is of limited value, showing only 
a multilocular cyst with debris and gelatinous material seen 
as internal echoes. On CT it appears as a discrete, well-
marginated mass of water or soft-tissue density. Calcifica-
tion of the thin wall may rarely be seen10 . In case of in-
fection or rarely malignant transformation, loss of discrete 
margins and involvement of adjacent structures may be 
seen. On MRI tailgut cyst  is typically hypo intense on T1W 
and hyper intense on T2W images, a heterogeneous ap-
pearance on MRI may be seen owing to mucin, proteina-
ceous material, or hemorrhage within the cyst.

Complications
Infection :- the most frequent complication. The infection 
may manifest as pelvic pain, a local abscess, and a sec-
ondary perianal or anorectal fistula with discharge of pus. 
A communication or primary fistula may exist between the 
cyst and the anorectal lumen without infection1,5,9.

Malignant degeneration :- Malignant degeneration has 
been reported in enteric cysts6,7,11,12, and results in adeno-
carcinoma or squamous carcinoma. It has been estimat-
ed that malignant degeneration occurs in 7% of enteric 
cysts13.  

DD’s :- 
Sacrococcygeal Teratoma :
Sacrococcygeal teratomas are germ cell tumors containing 
elements derived from all three germ layers. Sacrococcy-
geal teratoma is the most frequently encountered presacral 
lesion in the pediatric age group, and most (90%) are di-
agnosed in the newborn period and are benign. The prev-
alence of malignancy increases with age; however, they are 
rarely discovered in adult life. They are found more fre-
quently in females 4,14,15. At CT or MR imaging, sacrococ-
cygeal teratomas appear as heterogeneous, well-defined 
lesions with mixed cystic and solid components. Uncom-
monly, sacrococcygeal teratomas are entirely cystic, and 
these are more likely to be benign. Sacrococcygeal terato-
mas contain fat or calcifications in 50% of cases.

Anterior Sacral Meningocele:
Anterior sacral meningocele is a rare congenital disorder. 
Anterior sacral meningocele is defined as a meningeal cyst 
that occurs in the presacral space secondary to agenesis of 
a portion of the anterior sacrum. In approximately 50% of 
cases, associated malformations are found, such as spina 
bifida, spinal dysraphism, bicornuate uterus, and imper-
forate anus. Plain radiography shows a typical scimitar-
shaped sacral bone defect in 50% of cases16,17. CT and MR 
imaging demonstrate the sacral defect in association with 
a well-defined, unilocular, fluid-filled lesion in the retrorec-
tal space. MR imaging may demonstrate the stalk of the 



INDIAN JOURNAL OF APPLIED RESEARCH  X 329 

Volume : 6 | Issue : 3 | March 2016 | ISSN - 2249-555X | IF : 3.919 | IC Value : 74.50ReseaRch PaPeR

meningocele, which communicates with the thecal sac.

Anal Duct or Gland Cyst:
At histopathologic analysis, anal duct or gland cysts are 
mucus-secreting cysts lined with a combination of stratified 
squamous epithelium, columnar epithelium, and transition-
al epithelium. They often communicate with an anal duct 
or crypt. CT and MR imaging demonstrate a uni- or multi-
locular cystic lesion near the anal sphincter in the retrorec-
tal space. Anal duct or gland cysts may involve the coccyx 
and the ischioanal space18.

Rectal Leiomyosarcoma:
Rectal leiomyosarcomas (malignant rectal stromal tumors) 
are rare, accounting for less than 0.1% of all malignant tu-
mors of the rectum. Rectal leiomyosarcomas are malignant 
tumors of smooth muscle. Most rectal leiomyosarcomas 
occur in the lower third of the rectum, and they are more 
common in men.

The spread of these tumors is principally local and hema-
togenous. They may involve the rectal mucosa, leading to 
surface ulceration and bleeding19. CT shows a well-circum-
scribed, heterogeneously enhanced, multilobulated tumor 
with cystic necrotic components

Treatment :-
The recommended treatment for developmental cysts is 
complete surgical excision of the epithelial lining of the 
cyst because of the risks of recurrence, malignant degener-
ation, and chronic infection 5. If malignant degeneration is 
suspected, total excision including the normal rectum may 
be necessary.

Conclusion :- 
A wide variety of cystic lesions occur in the retrorectal 
space, and most are congenital. Developmental cysts are 
the most common lesions that represent a real radiologic-
histopathologic entity, resulting in a diagnostic dilemma. 
Imaging may show specific signs, but the diagnosis re-
mains histopathologic. The surgical approach is the rule to 
accurately establish the diagnosis and avoid complications.
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