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coloplasty, and side-to-end anastomosis [6]. In our case, we
considered that a transanal hand-sewn anastomosis would
be too technically challenging because of the anal stenosis
and that a functional end-to-end or side-to-side anasto-
mosis would be difficult because of the shortness of the rec-
tal stump. However, we believed that a colonic J-pouch
anastomosis, coloplasty, or side-to-end anastomosis could
solve these problems by allowing us to fix the anvil to the
rectal stump intracorporeally and to insert the circular stap-
ler through the proximal stump [6] or vertical incision
without the need for an extra incision in the colon.

It is still unclear whether a J-pouch anastomosis,
coloplasty, or side-to-endanastomosis is the optimal
procedure in this situation. All these procedures
achieve better anal function than end-to-end anasto-
mosis with DST [7, 8]. However, anastomotic leakage
occurs significantly more often in coloplasty than in
J-pouch anastomosis [8]. Moreover, J-pouch or side-
to-end anastomosis resultsin less anastomotic leak-
age because of better blood flow to the anastomotic
site [9]. A J-pouch anastomosis is technically and

anatomically more challenging to perform because it
requires a longer segment of colon, a wide pelvis,
and an extended operating time [10]. Therefore, we
opted for a side-to-end anastomosis in this case. We
chose a 3-cm limb because of the finding in a ran-
domized trial that a shorter limb had a better func-
tional outcome than a longer limb [11]. This
procedure may have prevented anastomotic leakage
and defecation problems in this case.

In our case, the anvil was fixed to the rectal stump
using a purse-string suture that was hand-sewn robotic-
ally. This procedure is technically more demanding
when performed in conventional laparoscopic surgery
and is more invasive when performed in open surgery.
Robotic surgery has overcome the limitations of laparo-
scopic and open rectal surgery by providing stable
camerawork, three-dimensional magnified views, and
articulating instruments while canceling out tremor. We
have been performing robot-assisted colorectal surgery
for more than 10 years with favorable short- and long-
term outcomes [1]. Therefore, we had sufficient experi-
ence and knowledge to be able to perform successful
robotic suturing and tying deep in the narrow pelvis in
this case.

Intracorporeal opening of arectal stump for fixing
of the anvil head has the risk of spilling ECCs into
the rectal lumen. In a report by Maeda et al., ECCs
were detected in the first-washout samples in 29 of
30 patients with rectal cancer [12]. However, in an-
other study, no ECCs were detected after washout
with 1.5 L of saline in patients with a tumor located
below the peritoneal reflection, and only a small
number were detected after washout with 2.0 L of sa-
line in patients with a tumor located above the peri-
toneal reflection [12]. Furthermore, Kodeda et al.
showed that rectal washout significantly decreased the
risk of local recurrence [13]. Therefore, we performed
rectal washout with 2.0 L of saline before opening the

Fig. 2 a The shaft of the circular stapler was introduced through the sigmoidal stump and inserted via the umbilical wound.b A surgical glove
was attached to the wound retractor and the shaft of the circular stapler to maintain pneumoperitoneum

Fig. 3 Side-to-end anastomosis was performed intracorporeally
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