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Rare Case of Retrorectal Abscess and Meningocele
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Background Retrorectal abscess associated with meningocele is very rare. Sacral pain and fever are common 
symptoms of retrorectal abscess. The significance of retrorectal abscess associated with pain, fever, 
and severe headache is presented in this unusual case presentation of retro rectal abscess and a pelvic 
meningocele.

Summary A 41-year-old woman presented with fever, back pain in the sacral region, and headache resistant to 
painkillers of a two-week-long duration. The presence of a painful rectal mass on rectal examination 
prompted an abdominal MRI, which revealed a retrorectal inflamed mass compressing a meningocele 
with a hypoplastic dysplastic coccyx and last sacral elements. The patient was treated with IV 
antibiotics and surgical drainage of the retrorectal abscess through a sacral approach without 
compromising the meningocele. The meningocele compression was relieved and resulted in a 
decrease in intracranial pressure and headache. Three-year follow-up has revealed an asymptomatic 
meningocele with no recurrence of pelvic or cerebral problems.

Conclusion Patient presenting with an inflamed rectal mass on rectal examination associated with fever and 
persistent headache should undergo pelvic MRI before surgery. This measure will assist the surgeon in 
planning a safe surgical approach to the pelvic abscess with a presence of a meningocele.
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Case Description
A 41-year-old woman presented with fever, back pain in 
the sacral region, and headache resistant to painkillers of 
a two-week-long duration. Past medical history was nega-
tive. On physical examination, there was an erythematous 
sacral perineal area painful to the touch (Figure 1).

An anal exam revealed the presence of a painful posteri-
or mass. Lab test: WBC 18.800, Hgb 10.1 g/dl ESR 100 
mm/h. A pelvic sonogram indicated an 8.5 cm retrorectal 
mass without defined margins. An MRI of the abdomen 
was requested and showed the presence of presacral mass 
above the levator musculature, anterior to the retro sacral 
fascia, posterior to the rectum compressing a meningocele 
with a hypoplastic dysplastic coccyx and last sacral ele-
ments (Figure 2).

The patient was taken to the operating room, and a pos-
terior sacral approach was chosen to drain the retrorectal 
abscess. Before skin incision, a left colonoscopy and reverse 
inspection of the anal canal was performed to exclude pos-
sible colonic or anal cryptoglandular disease as an origin 
of the pelvic abscess; methylene blue was injected in the 
colon and looked for when the abscess cavity was entered. 
Elliptical excision of skin in the area of the missing coccyx 
was made to guarantee large drainage (Figure 3).

Figure 1. Erythematous Sacral Area. Published with Permission

Figure 3. Posterior Sacral Surgical Approach. Published with Permission

Figure 2. MRI Showing Presence of Retrorectal Presacral Mass 
Compressing Meningocele. Published with Permission
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The retrorectal cavity was bluntly entered. There was no 
presence of methylene blue in the abscess cavity. The drain-
ing purulent material was sent for culture and cytology. 
The pus was totally evacuated, and the cavity was washed 
with saline solution—attention was paid to not touch the 
meningocele. Histology of the abscess wall revealed a dif-
fuse inflamed necrotic wall. Antibiotic therapy was contin-
ued with ceftriaxone 2 g/day, metronidazole 1.5 g/day, and 
amikacin 1 g/day. Escherichia coli was cultured from the 
abscess cavity. The patient was discharged after ten days 
without pain, fever, or headache. Follow up at 3, 6, 12, 24, 
and 36 months revealed an asymptomatic patient (Figure 
4).

Discussion
Retrorectal abscess associated with meningocele is very 
rare.1–3 Meningocele is a cystic meningeal protrusion 
through the presacral space. Anterior meningocele can 
be related to some agenesis of the anterior sacrum. When 
associated with congenital caudal anomalies, anal stenosis 
and sacral defect can be part of the Currarino syndrome.4–6 
Epidermoid and dermoid cysts represent 50 percent of ret-
rorectal mass and result from defective closure of ectoder-
mal tube; 30 percent of these cysts can become infected 
form an abscess with or without fistula, and are benign.

Complications of a meningocele are headache, infection 
with or without fistulization, rectothecal fistula, and men-
ingitis. The symptoms of retrorectal tumors depend on the 
size of the mass and location. Sacral pain is a common 
symptom associated with fever in case of an abscess or 
urinary infection.7 The significance of retrorectal abscess 
associated with pain, fever, and severe persistent headache 
is presented in this unusual case presentation of retrorectal 
abscess and a pelvic meningocele. Pappalardo and coau-
thors propose a preoperative CT and an MRI anatomical 
and topographical classification to allow an adequate sur-
gical approach.8

Our surgical strategy included preoperative colonoscopy 
to exclude possible colonic or anal origin for the abscess. 
This measure allowed us to approach the retrorectal abscess 
through a posterior incision in the coccygeal area, avoiding 
meningocele injury. The meningocele was asymptomatic 
for three years; therefore, no further surgical treatment was 
deemed necessary by our neurosurgeons. The histology of 
the abscess wall revealed an inflamed necrotic tissue; there 
was no confirmation of a suspected cystic origin infection. 
For this reason, the patient was followed up with an MRI 
for three years with negative radiological findings.

Conclusion
A patient with a rectal abscess mass on rectal examina-
tion associated with fever and persistent headache should 
undergo an MRI before surgery. This approach will help 
the surgeon evaluate the extent and source of the abscess 
and exclude the presence of a meningocele to plan a prop-
er surgical approach and avoid possible meningitis and 
meningo-perineal fistula from the surgery.

Lessons Learned
When a rectal abscess mass is found on rectal examina-
tion associated with fever and persistent headache, sacral 
meningocele is a possibility. MRI will confirm the presence 
of a meningocele, assisting the surgeon in planning a pro-
cedure to avoid possible meningitis and meningo-perineal 
fistula.

Figure 4. Follow-up MRI Showing Resolution of Retrorectal Abscess and 
Expansion of Meningocele. Published with Permission
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