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Abstract 
Owing to its rarity, solitary rectal ulcer syndrome (SRUS) is often misdiagnosed as malig­

nant ulcer, or ulcer in association with inflammatory bowel disease. We present two adult females 
with anorectal symptoms (i.e. pain, tenesmus and bowel habit changes). Both had normal levels of 
serum carcinoembryonic antigen. Barium enema revealed irregular mucosa with stricture of the 
lower rectum. An ulcer, 2.7 em in diameter, was found in one patient but not the other. Rectal biopsy 
under sigmoidoscopy demonstrated non-specific inflammation, without evidence of malignancy. 
Because of the intractable symptoms and the inability to discriminate between malignant and benign 
conditions, exploratory laparotomy was performed, followed by low anterior resection of the 
rectum. Histological examination of both specimens showed submucosal rectal fibrosis with a 
non-specific ulceration in one. These findings were compatible with SRUS. The patients' symp­
toms improved dramatically after the resection and they remain well, five months and one year 
after surgery. Awareness of this rare anorectal condition is necessary for appropriate management 
particularly to avoid unnecessary abdomino-perineal resection. 
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Solitary Rectal Ulcer Syndrome (SRUS), 
an uncommon benign rectal disease, was first des­
cribed as early as the 19th century by CruveilhierCl), 
but was not widely recognized until the 1969 publi­
cation of Madigan and Morson(2). Most patients 
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have rectal bleeding and a disturbance of bowel 
function(2,3) which may or may not be associated 
with ulcer. The ulcerative lesions are mostly located 
at the anterior or anterolateral wall of the rectum 
(2-4). The characteristic histological changes in the 
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rectal biopsy specimens are fibromuscular oblitera­
tion of the lamina propria accompanied by the 
thickening of the muscularis mucosae(2,5 ). The 
cause of the condition is unknown, but it has been 
ascribed to incomplete or total rectal prolapse(5,6). 
Various treatment strategies have been advocated, 
ranging from conservative management to a variety 
of surgical procedures. The optimal treatment for 
the condition remains unclear(3) . 

We report two cases, which resemble rec­
tal carcinoma in clinical presentation, endoscopic 
appearance, and radiographic appearance, to remind 
surgeons of this uncommon rectal condition and 
avoid unnecessary abdomino-perineal operation . 

CASE REPORT 
Case 1: 

A 45-year-old female had anal pain and 
weight loss (5 kg) for one month before being seen 
in hospital. Physical examination was normal except 
that a rectal examination revealed a constrictive 
lesion in her rectum. She had a normal level of 
serum carcinoembryonic antigen . Barium enema 
showed an irregular mucosa with stricture of the 
lower rectum (Fig. I). The initial radiological diag­
nosis was rectal carcinoma. Sigmoidoscopy revealed 
a multiple polypoid mass with white plaque, 5 em 
from the anal verge. The rectal biopsy under sig­
moidoscopy revealed chronic inflammation. No 
malignant cells were observed. Because of the in-

Fig. 1. Barium enema shows an irregular mucosa 
with stricture of the lower rectum. 
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tractable symptoms and the inability to discriminate 
between benign and malignant conditions, explora­
tory laparotomy with tumor resection and end­
to-end anastomosis was performed. Pathological 
examination of the resection specimen (S.41-
0 1882) revealed no ulceration of the mucosal sur­
face of the whole rectal segment which was I 0 em 
long. Histologically, H&E and Masson trichrome 
stains showed diffuse obliteration of the lamina 
propria of the mucous membrane by proliferation 
of fibroblasts producing abundant collagen fibers 
admixed with smooth muscle fibers derived from 
the relatively thick muscularis mucosae (Fig. 2A 
& 2B). The presence of smooth muscle tibers was 
better visualized by 1A4 stain (an immunoperoxi­
dase stain for smooth muscle actin) . The submucosa 
of the rectum showed marked fibrosis. The findings, 
when rectal prolapse was excluded, were highly sug­
gestive of solitary rectal ulcer. The patient is now, 
six months after treatment, gaining weight and 
without anal pain. 

Case 2: 
A 34-year-old female presented with a 2-

month history of mucous bloody stools and change 
of bowel habits . The rectal examination showed 
rectal ulcer anteriorly. She had a normal leve l of 
carcinoembryonic antigen. Barium enema revealed 
an ulcer with a constrictive lesion of the lower rec­
tum, being diagnosed as carcinoma of the rectum 
(Fig. 3). Sigmoidoscopy revealed a 2.7 em in dia­
meter, punched-out ulcer 8 em from the anal verge 
on the anterior rectal wall. Rectai biopsy under 
sigmoidoscopy revealed chronic proctitis with no 
evidence of malignant cells . For the same reason as 
the first case, low anterior resection with end-to-end 
anastomosis was performed . The resected segment 
of the rectum (S.40-5751) was 8.5 em long and 
showed a large flat ulcer of 2.7 em in diameter in 
the anterior wall. Microscopic examination dis­
closed similar findings to those in the first case 
except that mucosal ulceration was present (Fig. 4) . 
The patient is now, one year after operation, gain­
ing weight, completely asymptomatic and had 
normal finding on sigmoidoscopy. 

DISCUSSION 
SRUS has been underdiagnosed in Thai­

land because it is an unfamiliar condition. It is cha­
racterized by a combination of symptoms, clinical 
findings and typical histological abnormalities. 
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Fig. 2A. Photomicrography of 841-01882 (case 1) 
shows obliteration of the lamina propria 
and decreased globlet cells of the epithelial 
tubules. (H&E, x 200). 

Fig. 2B. Photomicrograph of 841-01882 (easel) illus­
trates nonulcerated rectal mucosa with thick 
muscularis mucosae and proliferation of 
fibroblasts producing collagen fibers 
admixed with smooth muscle fibers. (H&E, 
X 100). 

Fig. 3. Barium enema reveals an ulcer with a con­
strictive lesion of the lower rectum. 

Fig. 4. Photomicrograph of 841-5751 (case 2) shows 
ulceration of the rectal mucosa. The adjacent 
mucosa shows obliteration of the lamina 
propria due to replacement of normal tissue 
by proliferative collagen fibers and smooth 
muscle cells and thick underlying muscularis 
mucosa. (H&E, x 40). 
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count revealed a hematocrit of 31 per cent, WBC 
10,000 cell per mm3, neutrophils 66 per cent lym­
phocyte 27 per cent, monocytes 5 per cent, eos 1 
per cent. The serum electrolyte showed Na+ 135 
mmole/1, K+ 4.4 mmole/1, CI 17 mmole/1, and C02 
24 mmole/1. The serum albumin was 25.9 g/dl. 
The upper GI study revealed narrowing of the mid 
and lower esophagus with minimal mucosal irregu­
larity. The pylorus showed almost complete obstruc­
tion due to fibrosis, The gastroscope showed a 
shallow ulcer and mild luminal narrowing of the 
esophagus, fibrosis and obstruction at the pylorus 
and antrum of the stomach. Subtotal gastrectomy 
and Billroth-II anastomosis were performed. The 
pathological findings were similar to those of the 
two previous cases. The patient was discharged 7 
days after surgery without complication. He was 
seen one month later and was noted to have no pro­
blem in ingestion of food. 

DISCUSSION 
Accidental or intentional ingestion of caus­

tic substances results in burning of various degree 
in the esophagus, stomach, or proximal small bowel. 
It may present acutely as perforation or necrosis, 
necessitating emergency surgery, or it may manifest 
later owing to progressive scarring. Acids and alka­
lines affect tissue in a different manner. Alkalines 
dissolve tissue and therefore penetrate more deeply, 
while acids cause coagulative necrosis which limits 
their penetration(2). Vixol is one of the most com­
mon household products used for cleaning toilet 
bowls. It is composed of 23 per cent hydrochloric 
acid, 3.5 per cent alkylphenol polyglycol ether, and 
2.5 per cent of acrylic copolymer anhydrous. We 
reviewed three cases of gastric damage following 
ingestion of Vixol. We thought that the main patho­
logical finding was due to hydrochloric acid which 
is a corrosive substance. Gastric outlet obstruction 
was the late sequelae of all presented cases. The 
main pathology occurred at the prepyloric region 
along the lesser curvatures. A significant esophageal 
lesion was found in the third case who ingested a 
large amount of this agent (960 ml), whereas, the 
other two cases who ingested a lesser amount 
showed minimal changes. Chaudhar et al(3) reported 
34 cases of corrosive induced gastric injury similar 
to ours. However, all of those cases showed exten­
sive perigastric adhesion which was not found in 
our cases. In Chaudhar's study, almost all cases had 
preoperative jejunostomy to improve nutritional 
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status and elective surgery was done 3 to 24 months 
(average 7 months) later. Our cases were operated 
on earlier at 1,2,4 months respectively. In spite of 
earlier elective surgery without preoperative jeju­
nostomy we did not find more postoperative com­
plications. Although the ingestion of strong acids 
may cause injury to any part of the upper gastroin­
testinal tract, squamous epithelium seems to be more 
impervious to its effect than glandular mucosa. A 

Fig. 1. (H & E ; original magnification x 50) 
The photomicrograph shows inflammed 
mucosa and presence of ulcer (arrows) in the 
stomach. 

Fig. 2. (H & E original magnification x 10) 
The photomicrograph shows moderate in­
filtration of inflammatory cells in the mu­
cosa with thickening and derangement of 
muscalaris mucosa (arrows) in the stomach. 
Inset: (H & E; original magnification x 100) 
The thickened muscularis mucosa shows 
hyperplasia of smooth muscle fibers and 
infiltrated with inflammatory cells. 
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Rectal bleeding, disordered defecation and anal pain 
are associated with a benign rectal lesion with cha­
racteristic histological appearance(3). The lesions 
are not necessarily solitary. The macroscopic find­
ings range from hyperemia to ulceration or even a 
polypoid lesionC7). Rectal prolapse must be excluded 
since this can produce similar histological changes. 

The most common clinicopathologic mis­
diagnoses in SRUS patients with rectal ulcers or 
mucosal hyperemia include Crohn's disease and 
mucosal ulcerative colitis. In patients with "poly­
poid" SRUS, diagnostic confusion is usually with a 
neoplastic polyp(?). 

Sometimes the clinical and radiologic find­
ings can mimic rectal carcinoma and, conversely, 
underlying malignancy, metastatic carcinoma from 
stomach or ovary, direct invasion of anal squamous 
cell carcinoma or prostatic adenocarcinoma, can 
produce characteristics of SRUS-like histopatho­
logy(8). Therefore, if SRUS is suspected in any 
patient with anorectal symptoms, a tissue biopsy is 
recommended to exclude malignant disease and to 
confirm the diagnosis of this benign condition. 

As the real pathogenesis of this condition 
remains unknown, the definitive treatment has not 
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been established. Conservative treatments, includ­
ing laxatives, fiber supplementation and attempted 
reduction of straining, are of no proven benefit and 
there are no topical agents known to improve this 
condition(9). In one prospective study the use of bio­
feedback retaining was reported to improve symp­
toms for SRUS in a significant number of patients, 
but the median follow up period was only nine 
months. The authors concluded that biofeedback 
retraining is a useful treatment and long term studies 
are required(lO). Other non-invasive treatments, 
e.g. human fibrin sealantOl) and NdY AG lasers 
(12), have also been suggested recently but their 
long-term benefit is uncertain. 

The optimal surgical procedure is still un­
known, but local excision, rectopexy, and diversion 
have been tried with variable resuJts(2,3). Thus, sur­
gical treatment may be useful if medical treatment 
fails. When rectal prolapse is present, a rectopexy 
would be the most favorable procedure for abnor­
mal anorectal symptoms03). Our suggestion for 
SRUS is to remove the diseased segment by means 
of low anterior resection whenever possible. The 
main reasons are not only to cure the symptoms but 
also to rule out malignancy with certainty. 

(Received for publication on October 28, 1998) 
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