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Tailgut Cyst is a rare lesion occurring in the retrorectal space. A complete resection is necessary for diagnosis and treatment

without morbidity. Here we report a case of a Tailgut Cyst successfully resected using the laparoscopic approach. A 63-year-

old woman presented to the orthopedic clinic with a complaint of right coxalgia and was referred to our department for treat-

ment of a suspected Tailgut Cyst demonstrated on magnetic resonance imaging. Laparoscopic surgery was performed in the

Trendelenburg position utilizing five ports. The mesorectum was mobilized at the level of the levator ani muscle. Upon con-

firmation, the tumor in the left posterior mesorectum was excised using laparoscopic coagulation shears for sharp dissection

around the tumor. The pathological diagnosis was a Tailgut Cyst with no evidence of malignancy. Her postoperative course

was uneventful and she had no signs of recurrence 6 months postoperatively. Thus, laparoscopic resection is a safe and feasi-

ble method for complete surgical resection of Tailgut Cyst.
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Introduction

Tailgut Cysts are rare lesions arising during development
from remnants of the embryonic postanal gut that have
not fully regressed."” They are mostly found in women
and are more frequently located in the retrorectal space.”
Posterior approach’ or open abdominal approach was
the method of choice for surgical resection; however, re-
cently, laparoscopic surgery for Tailgut Cysts has been
reported, which allows complete excision with a low

morbidity rate. The advantages of the laparoscopic ap-

proach include the following: less postoperative pain,
short hospitalization duration, less blood loss, fast recov-
ery, less complications, and improved cosmetic out-
comes.'

Although the laparoscopic approach has been applied
in several surgical procedures, limited reports about Tail-
gut Cyst excision have been published. Therefore, in this
paper, we present a case of a retrorectal Tailgut Cyst suc-

cessfully resected via the laparoscopic approach.
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Figure 1. MRI showing the cystic mass approximately anterior to the coccyx.

The cyst contents were a combination of low-signal intensity on TIWI (a and ¢, white arrows) and

high-to-low signal on T2WI (b and d, white arrows).

Case Presentation

A 63-year-old woman presented to the orthopedic clinic
with a complaint of right coxalgia. Since magnetic reso-
nance imaging (MRI) revealed a tumor anterior to the sa-
crum, she was referred to our department for further ex-
amination and treatment because a Tailgut Cyst was sus-
pected. She reported a history of breast cancer and glau-
coma. A lobulated cystic mass approximately 30 X 34
X 16 mm in size was found in the posterior lower rec-
tum and anterior coccyx by computed tomography. Tail-
gut Cyst was mostly suspected; however, no solid malig-
nant lesion was observed. An MRI showed a cystic mass
of approximately 36 X 16 X 22 mm in size anterior to
the coccyx. The cyst content was a combination of low-
signal intensity on T 1WI and high-to-low signal on
T2WI (Figures 1a-d). Low-intensity cysts in T2 ap-
peared to contain protein-rich content, consistent with the
pathology of a Tailgut Cyst.

After confirming the diagnosis of retrorectal Tailgut
Cyst, we explained to the patient that surgery is not par-

ticularly necessary if the tumor is now small, has no ob-

vious malignant findings, and has no symptoms or signs
of infection. After 8 months of follow-up, there was no
change in size. Since the malignant transformation in the
future cannot be denined, the patient had a strong desire
for surgery and we provided detailed information and ob-
tained consent for the surgery.

Laparoscopic surgery with five ports was scheduled,
i.e., a 12-mm port into the umbilicus for insertion of the
camera, two 5-mm ports on the right side, and two ports
on the left side. The patient was placed in the Trendelen-
burg position to exclude the small intestine. The sigmoid
mesocolon was incised and removed from the medial-to-
lateral side for mobilization of the rectum and the
mesorectum was mobilized at the level of the levator ani
muscle. After the tumor in the left posterior mesorectum
was confirmed (Figure 2a, b), it was en-bloc excised us-
ing laparoscopic coagulation shears for sharp dissection
around the tumor. At the conclusion of the surgery, a
drain was placed in the pelvic cavity. The total time of
operation was 129 minutes and the total amount of bleed-
ing was 3 mL. The en-bloc excised tumor was a 50 X 26

X 17 mm round cyst. The tumor opened and became
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Figure 2. Laparoscopic view.

(a) showing the tumor tip on the dorsal side of the mesorectum (Ra)
(white arrows).

(b) showing the tumor on the dorsal side of the mesorectum and
levator ani (white arrows).

smaller after removal from the body (Figure 3a). On
transverse surface, a multilocular cystic lesion with vari-
ous white- or orange-colored contents was detected. On
microscopic evaluation, it was a polycystic cyst filled
with protein-like eosinophilic substances. The inner sur-
face of the cyst consisted mainly of columnar epithelium
with goblet cells (Figure 3b). The pathological diagnosis
was a Tailgut Cyst with no evidence of malignancy.
Since her postoperative course was uneventful, she was
discharged on the 7th postoperative day, with no symp-

toms of recurrence at 6 months postoperatively.

Discussion

The area surrounded by the rectum, anterior sacrum, and
levator ani muscles serves as a contact point between the
endoderm, mesoderm, and ectoderm, causing several
congenital tumors,’ known as developmental cysts such
as Tailgut Cysts.*’

Hawkins et al.’ defined a cystic tumor caused by a de-
velopmental abnormality in the posterior space of rectum

as a developmental cyst, and classified it into three cate-
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Figure 3. The macroscopic view of the en-bloc excised tumor.

The tumor opened and became smaller after removal from the
body.

(a) Microscopically, the cyst was filled with protein-like eosino-
philic substances and (b) the inner surface of the cyst was mainly
composed of columnar epithelium with goblet cells.

gories: dermoid cyst, epidermoid cyst, and enteric cyst,
further classified enteric cysts into cystic rectal duplica-
tion and mucinous secreting cysts according to the pres-
ence or absence of traffic to the intestinal tract.

Hjermstad et al.” recommend that the mucinous secret-
ing cyst is due to the remnants of tailgut and call it Tail-
gut Cyst.

The posterior space of rectum is the outside the fascia
propria recti, Tailgut Cyst is also located outside the fas-
cia propria recti. During our surgery, we stripped the
layer of mesenteric resection, as in normal rectal cancer
surgery, although in our case the mesentery is preserved.
The tumor was found outside the fascia propria recti.

The pathological diagnostic criteria for Tailgut Cyst
are some columnar epithelium or transitional epithelium

but generally no serosal muscular structure.”
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Differential diagnosis includes dermoid cyst, epider-
moid cyst, and cystic rectal duplication. These can be
systematically distinguished, but preoperative discrimi-
nation is difficult. In addition, teratoma, double intestinal
tract, etc. are also included in the differential diagnosis.’

Akbukut et al.® reported a malignant transformation
rate of 14.1% in a study of 155 Tailgut Cyst cases.

Surgical resection is recommended for patients with
infection, pain due to cyst compression, and excretory
dysfunction. In our case, no subjective symptoms were
observed, but the patient had a strong desire for surgery
and we performed surgery.

Tailgut Cysts are rarely associated with malignant
findings.” Although MRI has a high diagnostic ability,"
pathological diagnosis is ultimately required. Because bi-
opsy carries the risk of tumor dissemination, bleeding,

and infection,”"" "

a complete resection is recommended
for both diagnosis and treatment. It was previously re-
ported that infection with cystic lesions might increase
the risk of local recurrence.”

The excision route is transsacral or transabdominal.

Laparoscopic resection of a retrorectal Tailgut Cyst
was first reported in 2011," and since then this approach
has gained increasing popularity and has been widely
used.""** The pelvic floor, where the tumor was located,
was reached using the laparoscopic approach and the tu-
mor was completely resected. All the reports concurred
that accurate mobilization of the rectum rendered by ex-
cellent visualization via the laparoscopic approach, de-
spite the large size of the tumor, was extremely necessary
for complete excision of the tumor. We should therefore
determine the appropriate approach for the complete re-
section of tumors related to developmental cysts; how-
ever, the laparoscopic approach is increasingly employed

in cases where Tailgut Cysts are suspected.
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