
Case Report

Large presacral epidermoid cyst in an asymptomatic woman
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A B S T R A C T

An epidermoid cyst is an infrequent entity among cysts found in the presacral region, fre-

quently coexistent with a meningocele. Diffusion-weighted imaging is known to be a useful

diagnostic measure for differentiating presacral epidermoid cysts. Here, we present a large

but asymptomatic case found in the presacral region. Epidermoid cysts should be consid-

ered in patients with presacral cysts.

© 2017 the Authors. Published by Elsevier Inc. under copyright license from the University

of Washington. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

An epidermoid cyst is an infrequent entity among cystic pa-
thologies found in the presacral region, which includes benign
tumors represented by epidermoid, dermoid, and enteric cysts,
and malignant pathologies represented by teratoma, terato-
carcinoma, and yolk sac tumor [1]. An epidermoid cyst
frequently coexists with a meningocele, the spina bifida, thick
filum terminale, and lipoma. Also, an epidermoid cyst can
coexist with anorectal malformation manifesting hemisacral
agenesis [2–6]. Here, we present an asymptomatic case of a large
epidermoid cyst in the presacral region. This cyst interfered
with the treatment of a markedly compressing cervical cancer.

Case presentation

A 34-year-old woman had been followed up for 8 years at the
Department of Gynecology for an asymptomatic pelvic mass.
No anorectal or urological abnormalities were identified in this
patient. Episodes of recurrent meningitis were not noted. At
the time, the patient was diagnosed with a cervical cancer by
tissue biopsy that required surgical resection. However, as the
uterus was markedly compressed and deformed by the pelvic
mass, it was difficult to examine the extent of the cervical
cancer. A lumbar magnetic resonance image of the patient sug-
gested a possible association between the pelvic mass and the
sacral spinal sac. The patient was referred to our department
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at this time. At presentation, the neurologic examination of the
patient indicated no abnormal findings. Superficial findings in
the lumbosacral region were normal. Computed tomography
scans indicated a well-demarcated hypodense mass in the pre-
sacral region that was 12 × 10 cm in maximal dimension. The
hypodense mass accompanied chronic-appearing, well-
marginated bony defects in the ventral sacrum. Three-
dimensional computed tomography scans indicated a spina
bifida below the S3 and the scimitar outline in the sacrum
(Fig. 1). T1-weighted magnetic resonance imaging showed an
entirely capsulized large cyst that appeared heterogeneously
hypointense. The cyst appeared heterogeneously hyperin-
tense on T2-weighted images, although its intensity was lower
than that of cerebrospinal fluid. A thick filum terminale con-
tinuous with the cyst wall and a membranous structure dividing
the cyst from the sacral subarachnoid space were also noted
(Fig. 2). On diffusion-weighted imaging (DWI), the cyst

contents appeared hyperintense in the posterior portion and
hypointense in the anterior portion (Fig. 3A). On the appar-
ent diffusion coefficient map, the former presented as an iso
signal, whereas the latter presented as mixed signals (Fig. 3B).

A surgery using a posterior sacral approach was carried
out based on a presumptive diagnosis of a presacral menin-
gocele. Laminectomy of the dysraphic S3 followed by incision
in the transitional area between the normal and the patho-
logic dura exposed the thick filum terminale. The filum was
cut at the S4 level to untether the cord. The defect in
the ventral sacrum was then circumferentially dissected. The
dissection revealed a membranous structure dividing

Fig. 1 – (A) Sagittal CT scan showing a well-demarcated
hypodense mass in the presacral region (asterisk)
12 × 10 cm in maximal dimension accompanying chronic-
appearing, well-marginated bony defects in the ventral
sacrum (arrows). (B) Dorsal view from a 3-dimensional CT
scan showing a spina bifida below the S3 level (short
arrows) and the scimitar outline in the sacrum (long
arrows). CT, computed tomography.

Fig. 3 – (A) Axial diffusion-weighted magnetic resonance image at the neck level of the lesion (inset) appearing
hyperintense in the posterior portion and hypointense in the anterior portion (asterisk). (B) Axial apparent diffusion
coefficient map at the same level showing the former as an iso signal and the latter as mixed signals.

Fig. 2 – Sagittal T1- and T2-weighted magnetic resonance
images showing a capsulized large cyst. The cyst appears
heterogeneously hypointense on T1-weighted imaging (A)
and heterogeneously hyperintense on T2-weighted
imaging (B), but appears less intense than cerebrospinal
fluid on T2-weighted imaging. Note that a thick filum
terminale (arrow, B) is continuous with the cyst wall and a
membranous structure separates the cyst from the sacral
subarachnoid space (asterisk, A and B).

739Rad i o l o gy Ca s e R e p o r t s 1 2 ( 2 0 1 7 ) 7 3 8 – 7 4 0

https://doi.org/10.1016/j.radcr.2017.07.017


the sacral sac from the cyst. Solid pearly tissue was observed
upon incision of the membrane instead of fluid contents.
This tissue was radically resected and histologically verified
as an epidermoid cyst.

Discussion

Developmental cysts arising in the presacral region include vari-
able benign and malignant tumors. These cysts often mimic
adnexal cysts on imaging examinations. As a result, defini-
tive diagnosis is commonly made intraoperatively [1]. Of note,
reported cases of epidermoid cyst have been coexistent with
meningoceles in variable proportions [2–6]. In contrast, the
natural history of epidermoid cysts arising in the presacral
region is elusive. In addition, when and how to treat asymp-
tomatic cases are not defined.

A previous study reported that DWI can be used to differ-
entiate perineural cysts from other slow-growing cysts [7].
Consistently, the presacral epidermoid cyst in the present
case was well-characterized by DWI. The peculiar appear-
ance of the cyst on DWI, with a hyperintense posterior
portion and a hypointense anterior portion, may indicate a
long-standing and continuous keratin deposition in the ante-
rior direction. Presacral cysts often mimic adnexal cysts. In
addition, most of the reported cases of epidermoid cyst in
this region, including the present case, have been observed
in women with a broad range of ages [2–6]. Therefore, DWI
should be included in routine sequences when examining
women with presacral cysts.

Conclusions

Epidermoid cyst should be considered when encountering
female patients with cysts in the presacral region. DWI is a
useful diagnostic measure for the detection of presacral epi-
dermoid cysts.
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