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Dear Editor

In the recent two decades, the rate of sphincter-
saving procedures following rectal resections 

has increased with improving pelvic dissection 
techniques, and this has significantly reduced 
the number of patients with a permanent ostomy. 
Reconstruction following rectal resection includes a 
colonic pouch after low anterior resection or a small 
bowel pouch following total proctocolectomy in 
cases of ulcerative colitis or polyposis. Maintaining 
gastrointestinal continuity is not necessarily 
associated with a good functional result as up to 60% 
of patients undergoing sphincter-saving procedures 
report some degrees of frequency, urgency, and 
uncontrolled passage of feces or gas (1). These 
symptoms are collectively considered as low anterior 
resection syndrome, the pathophysiology of which 
is related to internal anal sphincter denervation or 
injury to the extrinsic nerves from the spinal cord 
that mediate the rectoanal inhibitory reflex. Poor 

compliance of neorectum and rectal volume loss are 
other explanations for this pathology (2). Surgical 
attempts to reduce the burden of this pathology 
fail to maintain long-term patient satisfaction, with 
studies showing the same level of patient satisfaction 
one year after surgery (3). The first-line therapy 
for this syndrome is dietary modifications such as 
an increased intake of fiber-containing foods and 
decreased consumption of caffeine, citrus, spicy 
foods, and alcohol. Pelvic floor rehabilitation is the 
second line of therapy, especially if symptoms last 
for more than six months. If no response to the 
first and second-line therapies is achieved and the 
symptoms last for more than one year, the patient 
may benefit from sacral nerve stimulation (2). 
The main dark spot in our understanding of low 
anterior resection syndrome is the lack of long-term 
studies about the outcomes of different treatment 
modalities. 
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