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ABSTRACT

Obijective: Retrorectal tumors (presacral, precoccyxgeal) are rare, and remain a significant
diagnostic and therapeutic challenge. The aim of this study was to describe the surgical ex-
perience of | hospital with retrorectal tumors.

Methods: Twelve patients admitted to the Dr. Lutfi Kirdar Training and Research Hospital/
Istanbul Department of General Surgery between January 2012 and December 2016 were
included in our study. Medical records, radiology results, pathology reports, and surgical
techniques were analyzed retrospectively.

Results: Of the |2 patients evaluated, 10 were female and 2 were male. The mean age was
45 years (range: 31-65 years). Eight patients had masses of a congenital origin, 3 patients had
masses of neurogenic origin, and | had an angiomyxomatous tumor. Both an anterior and
posterior surgical approach were used.

Conclusion: Complete removal of the tumor and preservation of neurological function
remain major aspects of successful treatment. To achieve the best results, a multidisciplinary

surgery; tumor.

INTRODUCTION

Retrorectal tumors (presacral, precoccyxgeal) are rare,
and remain a diagnostic and therapeutic challenge.!! The
retrorectal space, also referred to as the presacral space, is
surrounded posteriorly by the presacral fascia, anteriorly
by the fascia propria of the rectum, and laterally by the iliac
vessels and ureters.”) Anatomically, the space is divided by
the rectosacral fascia into inferior and superior portions.
The floor of the retrorectal space is formed by the fu-
sion of the presacral parietal fascia and the rectal visceral
fascia, and lies above the levator ani muscle at the level of
the anorectal junction. Retrorectal tumors are classified
as congenital, neurogenic, inflammatory, osseus, or mis-
cellaneous, according to an extensive literature search3-7]

(Table 1).

The aim of this study was to describe the surgical ex-
perience of | institution with retrorectal masses. Cases
treated between January 2012 and December 2016 were
retrospectively analyzed.

approach and correct planning are important.

MATERIAL AND METHODS

Twelve patients admitted to the Kartal Dr. Lutfi Kirdar
Training and Research Hospital/lstanbul Department of
General Surgery between January 2012 and December
2016 were included in the study. Medical records, radiolo-
gy results, pathology reports, and surgical technique were
analyzed retrospectively.

RESULTS

Of the 12 patients evaluated, 10 were female, and 2
were male. The mean age was 45 years (range: 31-65
years). Eight patients had masses of a congenital origin
(I teratoma, 2 infected cysts, | keratinous cyst, 2 epider-
mal cysts, | dermoid cyst, | tailgut cyst), 3 patients had
masses of neurogenic origin (| benign spindle cell tumor,
2 myxopapillary ependimomas), and | patient had an an-
giomyxomatous tumor (Table 2). One of the myxopapil-
lary ependimomas metastasized to the right kidney in the
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Table I. Types of retrorectal tumor

Congenital Neurogenic Osseous Inflammatory Miscellaneous

(55-65%) (10-12%) (5-11%) (5%) (12-16%)

Developmental cyst Ganglioneuroma  Chondromyxosarcoma  Foreign body granuloma Leiomyoma/leiomyosarcoma

* Dermoid Giant cell tumor
* Epidermoid

Tailgut cyst

Teratoma

Teratocarcinoma

Chordoma

Adrenal rest tumor

Anterior sacral

meningocele

Rectal duplication

Infectious granuloma Hemangioma

Carcinoid tumor

Plasma cell myeloma
Hemangioendothelial sarcoma
Endothelioma

Pelvic ectopic kidney

Extra-abdominal desmoid

Table 2. Pathological type of retrorectal tumor in 12
patients
Pathology Number
Teratoma |
Infected cyst 2
Congenital (8 patients)  Keratineous cyst |
Epidermal cyst 2

Tailgut cyst |
Dermoid cyst |
Neurogenic (3 patients) Spindle cell tumor |
Myxopapillary ependymoma 2
Other (I patient)
Total 12

Angiomyxoma |

fourth year of follow-up and was resected with a right
lumbar incision.

Most of the patients were complaining of defecation prob-
lems, a palpable presacral mass, and vague symptoms di-
agnosed incidentally. History, physical examination, and
laboratory data revealed no abnormality. The majority of
the cases were diagnosed with pelvic magnetic resonance
imaging (MRI) (Fig. la, b).

The largest of these retrorectal masses was 18x13x5.5 cm
in size and was a deeply located, aggressive angiomyxoma.
Two previously described surgical techniques were used.l®!
For the anterior surgical approach, the patient was placed
in the supine position and the internal iliac artery and vein
were dissected on both sides. The external and middle
sacral arteries and veins were ligated. For the posterior
surgical approach, the patient was positioned in the jack-

knife position with cranial and caudal flexion of the opera-
tion table, and an incision was made from the sacrococ-
cygeal area inferiorly to the midline. Two patients were
operated on using the anterior approach, and 10 patients
were operated on using the posterior approach. There
were no significant postoperative complications; 2 pa-
tients showed signs of a surgical site infection, which was
treated successfully. There was no mortality. The median
hospitalization time was 2 days (range: |—4 days).

Figure 1. (a, b) Pelvic magnetic resonance images of retrorectal
tumors.
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The majority of the cases were followed up for approxi-
mately 20 months (range: 9-58 months). Only | patient,
whose pathology was myxopapillary ependimoma, was re-
operated on 3 years later due to a local recurrence.

DISCUSSION

The rarity of retrorectal tumors has contributed to the
difficulties associated with successful diagnosis and treat-
ment. In this series, 12 patients were treated within a
short period of time. We believe being a referral center
led to a large number of these cases.

In general, the physical examination plays a major role in
the diagnosis of these masses. The majority of our patients
revealed physical signs. We were able to palpate some of
the masses with a digital rectal examination. Some pa-
tients were complaining of defecation problems and rectal
fullness. We believe retrorectal masses should be taken
into consideration in the differential diagnosis of mechani-
cal intestinal obstructions.

Although some researchers believe that plain abdominal
X-rays may be utilized for diagnosis, they did not reveal
any sign of the masses in our series. Some authors have
reported using computed tomography (CT) scans to de-
tect these tumors. They reported that CT scans could
differentiate cystic and solid components. MRl is able to il-
luminate any kind of invasion to adjacent tissues and nerve
involvement.[*'% We used pelvic MRI studies for the diag-
nosis in all cases. We believe that MRl is the best modality
for diagnosis. Our preoperative strategy was planned ac-
cording to MRI studies and the individual patient.

We did not perform any biopsies and this was consistent
with the current literature. Biopsies can cause fatal septic
complications and should be performed only when the le-
sion appears to be unresectable and a tissue diagnosis is
required to guide adjuvant therapy.l'"'?

Complete resection of the tumor, preservation of neu-
rological and sphincteric function, and a low mortality
rate remain major factors for successful surgery. Surgical
treatment is based on the size of the tumor, the cau-
dal extent, involvement of visceral structures and the
sacrum, and features of malignancy on imaging studies.
For masses above the S3 level, an abdominal approach
is recommended. In our series, only 2 cases were above
the S3 level and our surgical choice was transabdominal
resection. Tumors below the S3 level can be resected
posteriorly, and result in faster recovery with less pain.['’]
We applied this technique in 10 of our patients. Visceral
or sacral involvement requires an abdominal or combined
approach irrespective of the tumor level. Alternative op-
erative methods include transrectall'l and transvaginalt'’]
approaches. Some authors have preferred to use lapa-
roscopy!'®'”] or transanal endoscopic microsurgery!'® for

retrorectal lesions, but these were small series. Future
studies are required.

There are some reports related to surgical complications,
such as wound infections and hemorrhage.! We experi-
enced 2 surgical site infections with no instance of mortal-
ity. To prevent major complications, we believe that this
type of surgery should be performed by experienced sur-
geons at referral centers.

Conclusion

Complete removal of the tumor and preservation of neu-
rological function remain the major aspects of successful
treatment. A multidisciplinary approach and careful plan-
ning should be employed to achieve the best results.
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p
Nadir Tant Alan Retrorektal Tumorler: Tek Merkezli Klinigin Tecribesi

Amag: Retrorektal tiimérler (presakral, prekoksigeal) nadir karsilagiimasindan dolay: tani ve tedavisi zordur. Bu galismanin amaci hastane-
mizdeki retrorektal timérlere cerrahi deneyimimizi irdelemek.

Gereg ve Yontem: Galismamizda Ocak 2012 ve Aralik 2016 tarihleri arasinda S.B. Universitesi Kartal Dr. Liitfi Kirdar Egitim ve Arastirma
Hastanesi/istanbul Genel Cerrahi Klinigi'ne basvuran 12 hasta degerlendirildi. Radyolojik bulgular, patoloji raporlari ve cerrahi teknik geriye
doniik olarak tibbi kayitlardan analiz edildi.

Bulgular: Toplam olarak 12 hasta degerlendirildi; 10 hasta kadin, iki hasta erkekti, ortalama yas 45.2 (dagilim, 31-65 yas) idi. Sekiz hastanin
kitlesi dogustan orijinli iken ti¢ hastanin kitlesi nérojenik orijinli ve bir hastaninki anjiyomiksomat6z kaynakli tiimordi. Anteriyor ve poste-
riyor olmak Uzere iki cerrahi teknik uyguland.

Sonug: Tuimoriin total cerrahi rezeksiyonu ve nérolojik fonksiyonlarin korunmasi basarili tedavinin asil amacidir. En iyi sonuca ulagmak igin
multidisipliner yaklasim ve dogru planlama énemlidir.

Anahtar Sozciikler: Cerrahi; retrorektal; timor.
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