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Abstract
Background: Solitary Rectal Ulcer Syndrome (SRUS) is an uncommon benign defecatory disorder
characterized by a combination of symptoms, endoscopic and histological abnormalities. A scarce
data is available about this often-misdiagnosed clinical entity.
Methods: All patients undergoing colonoscopic examinations for various indications who were
diagnosed SRUS by colonoscopy and histopathology from August 2016 to December 2019 in the
department of gastroenterology at Shifa Medical Centre, Srinagar, Kashmir, India were included in
the study.
Results: 105 patients diagnosed as SRUS over a period of three years were included in the study.
Mean age of the group was 38 ± 18 years with age range of 15 to 70 years; male to female ratio of
1.6:1. Bleeding per rectum was present in 77%, constipation in 66%, digital evacuation in 49%, and
straining at stool in 58% patients. Ulcerative lesions were seen in 92.4% patients of whom solitary
and multiple lesions were present in 82.5% and 17.5% respectively on colonoscopy. Polypoidal/
nodular lesions were reported in 6 (5.7%) while erythematous mucosa was found in 2 (1.9%)
patients. Biopsy revealed fibromuscular obliteration in 100% of patients, surface ulceration in 75
(72%) and crypt hyperplasia in 19 (18%) of patients.

OPEN ACCESS
*Correspondence:
Zafar Ali Wani, Department of
Gastroenterology, Shifa Hospital,
2nd Floor Superspeciality Building
Government Medical College (GMC),
Srinagar, Kashmir, India, Tel: +91
7006157144;
E-mail: zafar9602@gmail.com
Received Date: 16 Jun 2020
Accepted Date: 13 Jul 2020
Published Date: 16 Jul 2020
Citation:
Shiekh SA, Wani ZA, Khan BA,
Rasool I, Shah AI, Lone SS, et al.
Current Trend of Solitary Rectal Ulcer
Syndrome in a Tertiary Hospital in
Northern India. Ann Clin Exp Hepatol.
2020; 1(1): 1003.
Copyright © 2020 Zafar A Wani. This is
an open access article distributed under
the Creative Commons Attribution
License, which permits unrestricted
use, distribution, and reproduction in
any medium, provided the original work
is properly cited.

Remedy Publications LLC.

Conclusion: Prevalence of SRUS among the patients undergoing colonoscopy for various
indications was 2.1%. Bleeding per rectum was the most common symptom and ulcerative lesion
was most common endoscopic finding.
Keywords: SRUS; Bleeding per rectum; Fibromuscular obliteration

Introduction
Solitary Rectal Ulcer Syndrome (SRUS) is a rare benign defecation disorder characterized
by a combination of symptoms, endoscopic findings, and histological abnormalities. It was first
described by Cruveihier in 1829, when he reported four unusual cases of rectal ulcers [1]. The term
“solitary ulcers of the rectum” was used by Lloyd-Davis in the late 1930s and in 1969 the disease
became widely recognized after a review of 68 cases by Madigan et al. [2], and few years later, a
more comprehensive pathogenic concept of the disease was reported by Rutter et al. [3] SRUS is an
infrequent and under-diagnosed disorder, with an estimated annual prevalence of one in 100000
persons. It is a disorder of young adults, occurring most commonly in the third decade in men
and in the fourth decade in women. However, it has been described in children and in the geriatric
population.
Solitary rectal ulcer is a misnomer because ulcers are found in 40% of patients, while 20% of
patients have a solitary ulcer and the rest of the lesions differ in shape and size, including hyperemic
mucosa to broad-based polypoid lesions [4].
Several etiological factors play role in formation of SRUS. Most common etiopathogenetic
mechanism of SRUS is chronic mucosal hypoperfusion induced ischemic injury to the rectal mucosa
and is associated with paradoxical contraction of the pelvic floor leading to mucosal prolapse
and pressure necrosis of rectal mucosa [5,6]. High anal pressure causing incomplete evacuation
in obstructed defecation, internal anorectal intussusceptions and descending perineal syndrome
are other important factors described. Mechanical trauma due to digital self-evacuation is another
possible cause [7].
Endoscopically SRUS is difficult to differentiate from other causes of rectal bleeding [8]. SRUS
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Table 3: Various endoscopic features of SRUS in our study.

Table 1: Categorization of patients as per various age groups.
Age in Years

Frequency

Endoscopic finding

Frequency

Percent

Ulcer (s)

97

92.4

Percent %

15-30

21

20

31-50

47

44.7

Solitary lesion

80

82.5

17

17.5

6

5.7

51-70

35

33.3

Multiple lesion

>70

2

1.9

Polypoidal/nodular

Total

105

100

Erythema
Total

2

1.9

105

100

Table 2: Symptomatology analysis of the study patients.
Symptoms

Frequency

Percent %

Bleeding PR

81

77

Constipation

69

66

Straining at stool

61

58

Mucus per Rectum

42

40

Sense of incomplete Evacuation

55

52

Anemia

29

27

Digital Evacuation

52

49

Abdominal Pain

22

21

Tenesmus

22

21

Asymptomatic

14

13

is misnomer in sense it usually denominates a single ulcerative
lesion with induration in rectum but the multiple, polypoidal or
circumferential lesions do occur.

Figure 1: Various endoscopic presentations of SRUS in our study.

Scanty data on endoscopic and clinical spectrum of SRUS is
available from this part of the world. Therefore, we carried out this
study to see the clinical and endoscopic spectrum in patients with
SRUS in our population.

more than 70 years (Table 1). Male patients comprised 65 (62 %) with
male to female ratio of 1.6:1.
The most common symptom was bleeding per rectum affecting
81 (77%) patients followed by constipation 69 (66%), straining on
stool 61 (58%), digital evacuation 52 (49%), sense of incomplete
evacavation 55 (52%). Anemia was seen in 27% patients (Table 2).
Endoscopic findings revealed typical indurated ulcers in 97 (92.4%)
patients and polypoidal (nodular) lesions in 6 (5.7%) patients.
Solitary ulcer was seen in 80 (82.5%), multiple ulcers were seen in 17
(17.5%) patients (two ulcers in 10 patients, three ulcers in five patients
and four ulcers in two patients (Table 3) (Figure 1)). The associated
findings were hemorrhoids, CRC, polyps (Table 4).

Methods
In this study records of 5000 patients who underwent colonoscopic
examination for various symptoms over a period of three years and
five months from August 2016 to December 2019 in the department
of gastroenterology at Shifa Medical Centre, Srinagar, Kashmir, India
were analyzed. Out of them 105 patients were diagnosed as solitary
rectal ulcer on the basis of clinical, colonoscopic and histopathologic
features and were included in the study. Shifa Medical Centre is a
high-volume tertiary care and referral center for gastrointestinal
diseases.

Ulcer size ranged from 5 mm to 3 cm. Majority of patients 56
(57.7%) had ulcer size 5 mm to 10 mm, 27 (27.8%) patients had 11
mm to 20 mm and 14 (14.4%) patients had ulcer size 21 mm to 30
mm. Four patients (4.1%) had circumferential ulcers (Table 5).
Biopsy of the lesion revealed fibromuscular obliteration in 100% of
patients, surface ulceration in 75 (72%) and crypts hyperplasia in 21
(20%) patients (Table 6).

Colonoscopy and histopathology
We divided lesions on endoscopy on the basis of number (solitary
or multiple) and appearance (ulcerative, polypoidal/nodular).
Histological features included were fibro muscular obliteration,
surface ulceration, crypts and mucosal gland distortion.

Associated endoscopic findings were hemorrhoids in 18 (26.7%),
hyperplastic polyps in 3 (2.8%), adenomatous polyps in 4 (3.8%),
diverticulosis in 3 (2.8%) patients.

Statistics
The data was analyzed on the SPSS version 22.0 (SPSS, Inc.,
Chicago, IL, USA) and frequency analysis performed. Continuous
variables are presented as mean ± standard deviation and categorical
variables as number of patients and percentages in parenthesis.

Discussion
Solitary Rectal Ulcer Syndrome (SRUS) is a chronic benign
disorder of defecation with characteristic clinical, endoscopic
and histological features and was described by Madigan et al. [2].
Most common clinical symptom is bleeding per rectum and other
symptoms include constipation, abdominal pain, and pain during
defecation, tenesmus and mucous discharge [7]. Although mortality

Results
Records of 105 patients diagnosed as solitary rectal ulcer over a
period of three years were analyzed. The mean age of the patients was
41 years and range of 15 years to 70 years. Majority of patients (45%)
were in age group of 31 years to 50 years and only 2 patients had age
Remedy Publications LLC.
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clinical symptoms. Rectal bleeding, constipation, and abdominal
pain were the most common symptoms as in other studies were rectal
bleeding and constipation were the most common presentations
[11,13-15].

Table 4: Associated endoscopic findings.
Associated endoscopic findings

Frequency (n)

Percentage (%)

Hemorrhoids

18

17

Adenomatous polyps

4

3.8

Hyperplastic polyps

3

2.8

Colorectal carcinoma

2

1.9

Diverticulosis

3

2.8

In other studies authors have reported a higher proportion
of asymptomatic patients. In these series SRUS was diagnosed
incidentally during colonoscopy done for other reasons. In our study
14 (13%) patients were asymptomatic. Tjandra in his study reported
that 26% of patients as asymptomatic [11].

Table 5: Ulcer characteristics*.
Ulcer size (mm)

Frequency

Percent

05-10

56

57.7

11-20

27

27.8

21-30

14

14.4

Total

97

100

*

Rectal digitations have been claimed to contribute to rectal injury
[13], in up to 28% of the patients in other series [7]. In our study 32
(34.8%) patients gave such a history. Behera et al. [10] reported digital
evacuation in 34 (36.9%) patients.
Eighty-seven (94.6%) of the patients in our study had rectal
ulceration, with solitary lesion in only 78.3%. We found polypoidal
lesion in 2.2% of patients on colonoscopy. Behera et al. [10] reported
83% patients had ulcerations with solitary and multiple ulcers in
almost equal proportions. 17% patients had polypoidal lesions.
Series published by Torres et al. [15] found that 65.3% of the patients
had ulceration. Tjandra et al. [14] reported in his study that 29% of
patients had ulcers and 44% had polyps. It is obvious from above
data that SRUS has varied endoscopic presentation and all kinds
of rectal lesions can be expected ranging from mild erythema to a
solitary ulcer, multiple ulcers and polypoid lesions. Majority of the
lesions in our study were located 5 cm to 10 cm from the anal verge
on the anterior rectal wall. This location of the ulcer is probably due
to excessive straining during defecation.

Total of 97 patients had ulcers

Table 6: Spectrum of histological findings observed in the studied patients.
Histological finding

Frequency (n)

Percentage (%)

Fibromuscular obliteration

105

100

Surface Ulceration

75

72

Crypts distortion

21

20

Distortion of glands

16

15

Crypts hyperplasia

19

18

Table 7: Concomitant endoscopic features like hemorrhoids, polyps,
diverticulosis, and malignancies have been reported in various studies.
Present study

Behera et al. [10]

Abid S et al. [9]

The size of rectal ulcer in our study ranged from 0.5 cm to 3 cm.
Histopathology is necessary for the diagnosis of SRUS and excluding
any other causes. The biopsy features are highly characteristic. Key
histological features include fibromuscular obliteration of the lamina
propria with splaying of muscularis mucosa upward between the
crypts, thickened mucosa and glandular distortion [1,5]. However,
these morphological features can also be seen in other benign
defecation disorders including rectal prolapse, and inflammatory
polyp [16,17]. The SRUS is differentiated from inflammatory
bowel disease and chronic ischemic colitis by presence of collagen
infiltration of the lamina propria [18].

N (%)
Hemorrhoids

18 (17 %)

10 (10.9)

7 (6 %)

Polyps

7 (6.6 %)

5 (5.4)

6 (5.5 %)

Diverticulosis

3 (2.8 %)

NA

NA

CRC

2 (1.9 %)

2 (2.2 %)

2 (2 %)

is not an issue with this disease but it has significant morbidity and
poorly affects the quality of life of these patients.
In this study we analyzed the records of 5,000 patients who
underwent colonoscopic examination for various symptoms over
the study period of three years and five months. Among them 105
patients were diagnosed as solitary rectal ulcer syndrome on the basis
of clinical, endoscopic and biopsy features and were included in the
study. We found that the prevalence this disease was 2.1% among
the patients undergoing colonoscopy for various indications which
grossly shows that this disorder is not uncommon.

In our study, we found fibromuscular obliteration in all cases and
surface ulceration in more than half of the patients. Other findings
were crypt distortion, mucosal gland distortion. Our findings were
similar with to the study by Behera et al. [10] from India and Abid
et al. [9] from Pakistan. Al Brahmin et al. [19], in his study found
surface ulcerations and crypt distortion in all 13 patients.
Concomitant endoscopic features like hemorrhoids, polyps,
diverticulosis, and malignancies have been reported in various
studies. We have summarized them in Table 7.

We found in our study male predominance (62% males and 38%
females) with ratio of 1.6:1. Abid et al. [9]. Behera et al. [10] and Chiang
et al. [11] also reported a similar male preponderance. On contrary
two studies have demonstrated a slight female preponderance [12,13].

Conclusion

In our study age ranged from 15 to 70 years with a mean age of 41
years. The series from Cleveland Clinic [14] demonstrated a similar
wide age range of 14 to 76 years Marchal et al. [13]. In his study
reported an age range of 25 to 86 years.

In our study we found that SRUS is the diagnosis in 2% of patients
undergoing colonoscopy for various indications. Rectal bleeding,
abdominal pain, constipation and digital evacuation of feces are
common presentations. Ulcerative lesion was the most common
endoscopic finding.

The mean age of the patients was 38 ± 18 years; Behera et al. [10]
reported mean age of 41 ± 19 years.

References

All patients in our series reported to the hospital because of their

Remedy Publications LLC.

1. Cruveihier

3

J.

Ulcer

chronique

du

rectum.

In:

Bailliere

JB.

2020 | Volume 1 | Issue 1 | Article 1003

Zafar A Wani, et al.,

Annals of Clinical and Experimental Hepatology

Anatomiepathologique du crops humain. Paris: 829.

12. Raja W, Jan R, George N, Mathai SK. Solitary rectal ulcer syndrome
- A retrospective hospital based study in Kerala- South India. EJBPS.
2016;3(12):438-43.

2. Madigan MR, Morson BC. Solitary ulcer of the rectum. Gut.
1969;10(11):871-81.

13. Marchal F, Bresler L, Brunaud L, Adler SC, Sebbag H, Tortuyaux JM, et al.
Solitary rectal ulcer syndrome: A series of 13 patients operated with a mean
follow-up of 4.5 years. Int J Colorectal Dis. 2001;16(4):228-33.

3. Rutter KR, Riddell RH. The solitary ulcer syndrome of the rectum. Clin
Gastroenterol. 1975;4(3):505-30.
4. Zhu QC, Shen RR, Qin HL, Wang Y. Solitary rectal ulcer syndrome:
Clinical features, pathophysiology, diagnosis and treatment strategies.
World J Gastroenterol. 2014;20(3):738-44.

14. Tjandra JJ, Fazio VW, Church JM, Lavery IC, Oakley JR, Milsom
JW. Clinical conundrum of solitary rectal ulcer. Dis Colon Rectum.
1992;35(3):227-34.

5. Choi HJ, Shin EJ, Hwang YH, Weiss EG, Nogueras JJ, Wexner SD. Clinical
presentation and surgical outcome in patients with solitary rectal ulcer
syndrome. Surg Innov. 2005;12(4):307-13.

15. Torres C, Khaikin M, Bracho J, Luo CH, Weiss EG, Sands DR, et al. Solitary
rectal ulcer syndrome: Clinical findings, surgical treatment, and outcomes.
Int J Colorectal Dis. 2007;22(11):1389-93.

6. Al-Brahim N, Al-Awadhi N, Al-Enezi S, Alsurayei S, Ahmad M. Solitary
rectal ulcer syndrome: A clinicopathological study of 13 cases. Saudi J
Gastroenterol. 2009;15:188-92.

16. Tendler DA, Aboudola S, Zacks JF, O’Brien MJ, Kelly CP. Prolapsing
mucosal polyps: An under-recognized form of colonic polyp–a
clinicopathological study of 15 cases. Am J Gastroenterol. 2002,97(2):3706.

7. Kannappan O, Mathew S, Naalla R. Solitary rectal ulcer syndrome - the
masquerader. Int J Sci Res Publicat. 2015;5(5):1-5.

17. Chetty R, Bhathal PS, Slavin JL. Prolapse-induced inflammatory polyps of
the colorectum and anal transitional zone. Histopathology. 1993;23(1):637.

8. Yazdarpanah K, Shavakhi A, Sanei MH, Pezeshki AH, Sarrami AH. An
unusual endoscopic presentation of solitary rectal ulcer syndrome. Ind J
Gastroenterol. 2013;32(1):58-9.

18. Levine DS, Surawicz CM, Ajer TN, Dean PJ, Rubin CE. Diffuse excess
mucosal collagen in rectal biopsies facilitates differential diagnosis of
solitary rectal ulcer syndrome from other inflammatory bowel diseases.
Dig Dis Sci. 1988,33(11):1345-52.

9. Abid S, Khawaja A, Bhimani SA, Ahmad Z, Hamid S, Jafri W. The clinical,
endoscopic and histological spectrum of the solitary rectal ulcer syndrome:
A single-center experience of 116 cases. BMC Gastroenterology.
2012;12:72.

19. Al-Brahim N, Al-Awadhi N, Al-Enezi S, Alsurayei S, Ahmad M. Solitary
rectal ulcer syndrome: A clinicopathological study of 13 cases. Saudi J
Gastroenterol. 2009;15(3):188-92.

10. Behera MK, Dixit VK, Shukla SK, Ghosh JK, Abhilash VB, Asati PK
et al. Solitary rectal ulcer syndrome: clinical, endoscopic, histological
and anorectal manometry findings in north Indian patients. Trop
Gastroenterol. 2015;36(4):244-250.
11. Chiang JM, Changchien CR, Chen JR. Solitary rectal ulcer syndrome
an endoscopic and histological presentation and literature review. Int J
Colorectal Dis. 2006;21(4):348-56.

Remedy Publications LLC.

4

2020 | Volume 1 | Issue 1 | Article 1003

