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CASE REPORT

Laparoscopic approach to retrorectal cyst
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Abstract

Retrorectal cysts are rare benign lesions in the
presacral space which are frequently diagnosed in
middle-aged females. We report here our experience
with two symptomatic female patients who were
diagnosed as having a retrorectal cyst and managed
using a laparoscopic approach. The two patients were
misdiagnosed as having an ovarian cystic lesion after
abdominal ultrasonography. Computer tomography
(CT) scan was mandatory to establish the diagnosis.
The trocar port site was the same in both patients. An
additional left oophorectomy was done for a coexisting
ovarian cystic lesion in one patient in the same setting.
There was no postoperative morbidity or mortality
and the two patients were discharged on the 5th and
6th post operative days, respectively. Our cases show
that laparoscopic management of retrorectal cysts is a
safe approach. It reduces surgical trauma and offers
an excellent tool for perfect visualization of the deep
structures in the presacral space.
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INTRODUCTION

The retrorectal space (Figure 1) is defined as the
space bounded by the sacrum posteriorly, the rectum
anteriorly, the peritoneal reflection superiorly, the levator
ani and coccygeus muscles inferiorly. Its lateral margins
are formed by the ureters and iliac vessels.

Cystic lesions arising in this space are known as
retrorectal or presacral cysts and their incidence rate
is one in approximately 40000 patients!'. Although
they can be found in all age groups including
infants, they are frequently diagnosed in women
(81%), in their middle-agell. They are benign in
most of the cases, but malignant degeneration is
rare. If they turn malignant, they are commonly
diagnosed histopathologically as adenocarcinoma
ot catcinoidPl. In cases of malignancy, prognosis
depends upon acheiving total surgical excision with
clear margins as well as their histopathological criteria.
The prognosis of adenocarcinoma is unfavourable.

Retrorectal cysts can be uni or multilocular. The
content in retrorectal cysts varies from clear fluid to
dense mucus. Calcifications can occur in the wall of
the cyst and septa can be found inside. The lining
consists of more than one type of epithelium. It is often
surrounded by scattered bundles of smooth muscle but
has no myenteric plexus or serosa.

CASE REPORT

Case 1

The first case was a 43-year-old woman. She underwent
a diagnostic laparoscopy procedure after a suspecious
cyst was found in the left ovary at sonography. The
laparoscopic diagnosis was negative. The patient
suffered from permanent abdominal pain and was
further investigated using a computer tomography
(CT) scan which showed a2 9.5 cm X 4 cm X 6 cm well
circumscribed cystic lesion in the presacral space, to the
left of the rectum. Rectoscopy did not demonstrate any
extraluminal pressure and coloscopy was also negative.
The patient submitted to a laparoscopic operation for
cyst excision. A 10 cm X 8 cm X 6 cm cyst with white
mucous content was extracted laparoscopically (Figure 2).
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Figure 1 Retrorectal space.

Figure 2 Specimen of retrorectal cyst.

Histopathological examination of the cyst showed
dysontogenetic origin with tuboendometrial metaplasia.
Postoperative recovery of the patient was smooth
with no complications. She was discharged on the 6th
postoperative day.

The second case was a 28-year-old woman
complaining of anal pain. She underwent repeated
gynecological laparoscopic operations for cysts in both
ovaries. A CT scan showed cystic lesions in the left ovary
and another 9.3 cm X 5.8 cm X 6.4 cm cystic mass in
the presacral space (Figure 3). A 10 cm X 5.5 cm X 5 cm
cyst was extracted laparoscopically. Left oophorectomy
was performed in the same setting. Histopathological
examination of the cyst confirmed its benign origin
which is lined by simple columnar ciliated epithelium.
The postoperative recovery was smooth and the patient
was discharged on the 5th postoperative day.

The same laparoscopic approach was used in both
cases. After peritoneal insufflation, the pressure was
maintained at 11 mmHg A 10 mm umbilical trocar, a
12 mm trocar in the right hypogastrium and a 5 mm
trocar in the right mesogastrium were used for camera
and the surgeon working hands, respectively. A 10 mm
trocar in the left hypogastrium and a 5 mm trocar in
the left mesogastrium were used for the assistance.
The retrorectal space was opened using a harmonic
scalpel at the sacral promontory level, the mesorectum
was dissected free and the cystic lesion was identified.
The cyst was resected using a harmonic scalpel after its
complete dissection and separation from the surrounding
structures. The pelvic floor was reconstructed with suture
and a drain was placed in the Douglas pouch. The total
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Figure 3 CT scan of cystic mass in the presacral space.

operation time was 75 min for the first case and 90 min
for the second case.

DISCUSSION

Retrorectal cystic hamartoma (hindgut cyst) is a rare
developmental lesion arising from the vestiges of
the embryonic hind gutll. Other developmental cysts
(epidermoid, dermoid with skin appendages and rectal
cystic duplication with well-defined muscle layers,
myenteric plexus and serosa) can occur in retrorectal
spacel. Anal gland cysts can develop near the anal
sphincter. All these cysts are similar to retrorectal
cystic hamartoma and their exact diagnosis depends
on the histopathological examination including
immunohistochemical profile.

Retrorectal cysts are asymptomatic in 50% of
the cases and the lesion is an incidental finding. A
cyst becomes symptomatic due to its mass effects on
surrounding organs (rectal fullness, painful defecation,
dysuria). Cysts with secondary infection have typical
symptoms of abscess and fistula. Perianal changes and a
draining sinus in the sacrococcygeal area can be found.
The presence of retrorectal cyst can bring about the risk
of complicated labor.

Diagnosis of cysts by ultrasound is difficult, and
cysts can be easily misdiagnosed as an ovarian lesion,
especially if the ovaries are not visualized precisely. Since
diagnostic laparoscopy can be false-negative because of
retroperitoneal localization of the cyst, it is necessary to
think of a retrorectal cyst when ultrasound shows a cyst
and laparoscopic findings are negative.

Computed tomography (CT) and MR imaging are
necessary to confirm the diagnosis of cystsi’l. CT scans
usually show the cyst as a well-circumscribed hypodense
retrorectal lesion without invasion of its adjacent
structures. Infection of a cyst may cause wall thickening;
Parietal calcifications can be found, but they are more
typical in dermoid cysts, teratoma, neuroblastoma,
chordoma and mucinous adenocarcinoma. The cyst
signal on MR imaging depends on its content. Malignant
changes are suspected in a case of focal parietal
thickening or with invasion of the adjacent organs.

Endorectal ultrasound can also be usefull®.
Rectoscopy or sigmoidoscopy can verify external
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compression on the rectum. Digital rectal examination is
simple, but essential for cyst diagnosis because 75% of
retrorectal masses are palpable.

Routine preoperative biopsy (transrectal or
transcutaneous) is not recommended because it carries a
significant hazard of spillage of possible malignant cells
into the peritoneal cavity and can lead to infection of
cystl?8l.
indicated in case of inoperable or locally advanced lesion

CT-guided extrarectal or presacral approach is

or in patients at a high surgical risk™>¥. Histopathological
examination is necessary to determine adjuvant therapy.

The differential diagnosis of a retrorectal cyst
includes malignant and inflammatory lesions which
can occur in presacral space. Chordoma is the most
common primary tumot, followed by leiomyosarcoma,
neuroblastoma, ganglioneuroblastoma, chondrosarcomas,
hemangiopericytoma, teratocarcinoma, squamous-cell
carcinoma, neuroendocrine carcinomal’ carcinoid!’
and adenocarcinoma. Adnexal tumor or endometriosis
is difficult to diagnosel'". Malignant lesions are solid
with signs of local invasion and bone destruction.
Sacrococcygeal teratoma with cystic and solid
components and calcification is usually discovered in
neonates. Anterior sacral meningocele is associated with
sacral defect. Primary retrorectal adenocarcinoma arising
from cystic lesions (hind gut cysts) is rarel'¥. Lipoma,
myelolipoma and hemangioma are rare in presacral space
too. For completeness, it is necessary to mention bone
tumors including osteosarcoma, chondrosarcoma, giant
cell tumor, bone cysts and bone metastases. Infected
hindgut cyst may be misdiagnosed as a pilonidal cyst, an
anorectal fistula or a recurrent rectal abscess.

Surgery is the first line in management. Simple cyst
marsupialisation with drainage is insufficient and leads
to recurrence and possible infection. Surgical approaches
used for excision are as follows: anterior (abdominal),
posterior (intersphincteric, parasacrococcygeal,
transsphincteric, transsacral, transsacrococcygeall’®l]
transanotrectal, transvaginal) or combinated. The
approach depends on location, size of the lesion and
its relationship with adjacent structures!". Digital rectal
examination is helpful for the choice of approach.
If the superior border of tumor can be palpated, the
posterior approach can be performed successfully.
The posterior (most often transsacral or parasacral)
approach is indicated for low-lying tumors (below the
sacral promontory) and the abdominal approach is
recommended for lesions above the sacral promontory.
Laparoscopic transabdominal approach presents a
minimally invasive approach with reduced surgical

trauma and an excellent means for visualization of the

presacral space and its contents!'>'%l.

In conclusion, laparoscopic excision of retrorectal
systs is a safe and efficient option. Laparoscopic
approach minimizes the surgical trauma and offers
perfect visualization of the deep structures in the
presacral space.
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