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CASE REPORT 

Tailgut kisti retrorektal/presakral mesafede görülen nadir konjenital hastalıktır. Anatomik pozisyonu ve lezyonun nadir görülmesi genellikle cerrahi 
yönetim ve tanıda zorluğa neden olur. Laparoskopik yaklaşımı kullanarak retrorektal tailgut kist olgularını sunduk. Her iki hasta uzun süredir ve 
özellikle otururken olan anal bölgede ağrıdan yakınmaktaydı. Hastalar dış merkezde yapılan tetkiklerde, retrorektal bölgede saptanan kitle nedeni 
ile merkezimize yönlendirilmiş. Manyetik rezonans görüntüleme tetkiklerinde, her iki hastada benign özellikte retrorektal bölgede kitle mevcuttu. 
Bu nedenle hastalara laparoskopik yaklaşımı tercih ettik. Burada her iki hastada otururken olan anal bölgedeki ağrı, literatürden farklı olarak klinik 
prezentasyon göstermekteydi.
Anahtar Kelimeler: Retrorektal mesafe, tailgut kisti, laparoskopik yaklaşım, her iki hastada otururken anal bölgede ağrı

ABSTRACT

ÖZ

The tailgut cyst is a rare congenital disease of presacral/retrorectal space. The rarity of the lesion and its anatomical position usually lead to difficulty in 
diagnosis and surgical management. We present cases of retrorectal tailgut cyst managed using a laparoscopic approach. Both patients had long-term 
complaints of pain in the anal area, especially when sitting. The patients were referred to our center for masses detected in the retrorectal region in 
the exams conducted in the external center. Magnetic resonance imaging examinations revealed a benign mass in the retrorectal area in both patients. 
We therefore preferred a laparoscopic approach. In both of our cases, the pain in the anal area upon sitting was a different clinical presentation than 
that described in the literature.
Keywords: Retrorectal space, tailgut cyst, laparoscopic approach, the pain in the area which was sitting in both patients

Introduction
Retrorectal masses are rare lesions, usually with a prevalence 
of about 1 in 40.000.1 These include tailgut cysts, which 
are well-defined masses, typically multicystic and non-
encapsulated, and may be unilocular.2 Although tailgut 
cysts are congenital lesions diagnosed in newborns, they 
may also be diagnosed in the fourth to sixth decades of life.3 
They are more common in women.4 Half of all tailgut cysts 
are asymptomatic and are sometimes detected incidentally 
during examination.4 Due to their low prevalence and 
anatomic location, they are challenging both to diagnose and 
to treat surgically.5

Abdominal or anterior, transsacral or posterior, and 
combined abdominosacral approaches have been described 
in the literature. There are also a few reports of transvaginal 
and anorectal approaches,6 as well as patients managed with 
diversion colostomy.7 In our cases, we preferred laparoscopic 
surgery considering the benign nature of both our patients’ 
lesions and the minimally invasive nature of the procedure.

Case Reports

Case 1
A 27-year-old female patient presented with a 1-year 
history of abdominal pain, especially in the pelvic region, 
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and perianal pain that worsened when sitting. Her 
medical history was unremarkable except for idiopathic 
thrombocytopenic purpura and corticosteroid use. She 
was referred to our clinic after a pelvic mass was discovered 
in the lower abdomen during ultrasonography at another 
center. Contrast pelvic magnetic resonance (MR) revealed 
a 5.8x5.2x7.3 cm soft tissue lesion (suspected tailgut 
cyst) showing smooth contours and cystic structure with 
dense content. The mass was located in the presacral 
area, displacing the rectum anteriorly; the inferior aspect 
extended posterior of the anal canal and the superior aspect 
extended to the presacral/precoccygeal region (Figure 1). 
The patient’s tumor markers were normal. After radiology 
and surgery consultation, the mass was diagnosed as 
benign tailgut cyst based on the absence of any malignant 
component or invasive signs and was laparoscopically 
excised (Figure 1, 2). No postoperative complications were 
observed and the patient was discharged one postoperative 
day 3. The pathology report indicated epidermoid cyst 
(tailgut cyst). The patient provided written informed 
consent for inclusion in this report.

Case 2
A 43-year-old female patient presented with complaints of 
perianal pain, especially during defecation and sitting, for 
the last 6 months. She had been diagnosed with a retrorectal 
lesion at another center and referred to our clinic. Pelvic MRI 
revealed a uniformly limited cystic (tailgut cystic) lesion 
18x12x8 mm in size adjacent to the distal coccyx, anterior 
of the coccyx, and posterior of the rectum. The lesion 
showed intermediate intensity on T1-weighted images and 
no contrast enhancement following injection of intravenous 
contrast material (Figure 3). Tumor markers were normal. 
On rectal palpation, a smooth lesion was detected on the 
posterior surface of the rectum 4 cm cranial of the anal verge. 
Colonoscopy showed a lesion in the distal rectum thought 
to be of extraluminal origin, displacing the posterior rectum 
anteriorly. The lesion was considered benign and was 
removed by laparoscopic excision. The patient experienced 
no problems after surgery and was discharged on the second 
postoperative day. The pathology report indicated chronic 
inflammation as benign simple cyst (suspected tailgut cyst).

Discussion
The retrorectal (presacral) region is bordered anteriorly by 
the rectum, posteriorly by the sacrum and coccyx, superiorly 
by the peritoneal reflection, inferiorly by the vena cava 
levator ani and coccygeal muscles, and laterally by the iliac 
vascular structures and ureter.8,9 Retrorectal tailgut cysts, also 
known as retrorectal cystic hamartomas, are rare congenital 
lesions in the retrorectal space.10 These embryogenic cell-
derived cysts can be classified as epidermoid cysts, dermoid 
cysts, neurogenic cysts, teratomas, and enteric cysts.11,12 
Retrorectal cysts have also been described under various 
names including tailgut cysts, postanal intestinal cysts, 
mucus-secreting cysts, enterogenic cysts, simple cysts, 
myoepithelial hamartomas of the rectum, and retrorectal 
cystic hamartomas.13 The pathology report in our two cases 
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Figure 1. Laparoscopic excision

Figure 2. The excised mass Figure 3. The retrorectal mass indicated with white arrow



indicated tailgut cyst and simple cyst, respectively. Tailgut 
cysts are usually asymptomatic in adults. Symptoms arise 
due to local effects of the mass on surrounding organs and 
include sensation of rectal fullness, constipation, painful 
defecation, lower abdominal and back pain, and dysuria.11 
There are cases in the literature of these masses occurring 
with recurrent anal sinus, fistula, or abscesses, but urine 
retention, changes in stool calibration, and rectal bleeding 
have also been reported.14 In both of our cases, the patients 
presented clinically with symptoms of pain in the anal 
region, especially when sitting. Although the majority 
of patients are asymptomatic, long-term symptoms may 
include alterations in bowel habits and perineal area pain.14 
In both of our patients, the perianal pain experienced while 
sitting could be interpreted as a different clinical symptom.
MR imaging (MRI) can help determine the relationship 
between the mass and surrounding tissues and distinguish 
between benign and malignant masses. Performing biopsy 
for retrorectal masses is a controversial issue. It is not 
recommended in the literature because it may increase the 
risk of disseminating potentially dysplastic cells.3 Imaging 
findings that support a diagnosis of malignancy are nodular 
wall thickness and thickening of the mass, intracystic 
vegetations, indistinct boundaries, cranial extension of the 
mass beyond S3, and lymphadenopathy.15,16 Preoperatively, 
MRI has critical importance in determining whether 
abdominal, transperineal, or a combined surgical approach 
will be optimal.15 The transperineal or transsacrococcygeal 
approach may be chosen for cases in which the mass is 
limited to the S3 level or inferior and shows no invasion 
of the pelvic lateral wall, bone, or viscera. However, 
abdominal or combined approaches are preferred for 
masses that invade adjacent tissues and exhibit features of 
malignancy on MRI.1 We opted for laparoscopic (abdominal 
approach) surgery in both of our cases because their MRI 
findings were considered benign. In brief, tailgut cysts are 
congenital remnants of retrorectal cysts, the most common 
of the primitive hindgut, and can be symptomatic or 
asymptomatic. MRI is the most important tool in diagnosis 
and treatment planning. These lesions are usually benign 
and have good prognosis. Our cases differed from the 
literature in terms of clinical presentation in that both 
of our patients had complaints of pain in the anal region 
that increased while sitting. Considering the advantages 
of abdominal/laparoscopic surgery, such as reduced pain, 
early mobilization, and early return to work, we believe 
this approach is a good option for benign lesions such as 
these.
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