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CASE REPORT 
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Abstract 
The Kraske procedure is a surgical technique in which the presacral space is accessed by removal of the coccyx and 
portions of the sacrum. This is an accepted procedure for mid-rectal lesions. An alternative to the Kraske procedure is 
Robotic-assisted Laparoscopy (RAL), a minimally invasive alternative approach that offers numerous benefits. We 
present the case of a patient with a retrorectal duplication cyst resected using a robotic-assisted laparoscopic procedure. 
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1 Introduction 
The Kraske procedure (originally developed by Paul Kraske in 1884 for carcinoma of the rectum) allows access to the 
rectum via the presacral space in instances where the lesion cannot be addressed transanally [1]. The most common 
presacral masses are developmental cysts [2-4], which histologically can be classified as epidermoid, dermoid, and enteric 
cysts. The latter can be subdivided into mucus-secreting and duplication cysts [3, 5]. 

Middle-aged females are more likely to have developmental cysts, with a 3:1 ratio when compared to their male 
counterparts. Although, it is estimated that about half of patients are asymptomatic, symptoms at presentation are usually 
associated with size (mass effect) and the presence of infections [3]. 

Differential diagnoses include cystic sacrococcygeal teratoma, perirectal abscess, presacral abscess, pilonidal disease, 
fistula in ano, anterior sacral meningocele, anal duct or gland cyst, necrotic rectal leiomyosarcoma, extraperitoneal 
adenomucinosis, cystic lymphangioma, pyogenic abscess, neurogenic cyst, and necrotic sacral chordoma [3, 5]. Complete 
excision is both diagnostic and therapeutic for developmental cysts [3]. 
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Choosing to use a robotic-assisted-laparoscopic approach should be determined on a case-by-case basis, with thorough 
assessment of its risks and benefits. With constant advances being made in technology, the future of robotic assisted 
procedures is undergoing a promising evolution. Further research and clinical studies must be done to explore its 
advantages. 
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