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Clinical Presentation and Surgical Out-
come in Patients with Solitary Rectal
Ulce_r Syndrome

Hong-Jo Choi, M.D., ‘Eung-]in Shin, M.D., Yong-Hee
Hwang, MD., Eric G. Weiss, M.D., Juan ]. Nogueras,
M.D., Steven D. Wexner, M.D.

Department of Colorectal Surgery, Cleveland Ciinic Florida, Ft.
Lauderdale, FL, USA

Purpose: Solitary rectal ulcer syndrome (SRUS) is a poorly
understood clinical condition and its scheme of treatment
_has not been defined yet. The aim of this investigation was
to review the clinical spectra and outcome of various
surgical treatments in patients. with SRUS, thus to define
more rational approach to the management of this am-
biguous condition.

Methods: The study population was composed of 49
patients, among whom 20 patients (|8 females and 2 males;
median age, 55) were diagnosed primarily as SRUS his-
topathologically (=primary SRUS). Reviewing all pathologic
reports and slides from specimens resected surgically in
patients with rectal prolapse, another 20 cases were
diagnosed to be combined with SRUS. Other 9 patients
included those who were diagnosed histologically as or to
be combined with SRUS after the operation for an
indication other than SRUS. The latter 29 cases (26 females
and 3 males; median age, 72) were defined as secondary
SRUS, and then differences in clinical features and outcome
of surgical treatment between 2 groups were reviewed
retrospectively. The median follow-up was 24 months
(range, 5~49 months).

Results: Ulcerative morphology was predominant in pri-
mary SRUS (70 ‘percent), whereas erythematous (45
percent) and polypoid.(34 percent) in the secondary ones.
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This difference in morphologic distribution between two
groups was significant statistically (P==0.0025). No statistical
difference was observed for symptomatologic distributions
between two groups. The most common problem as-
sociated with evacuation was rectal bleeding in both groups
(85 percent and 76 percent, respectively). In primary SRUS,
clinical and defecographic studies revealed a rectal prolapse
in 5 patients (25 percent), mtussusceptlon in |1 patients (55
percent), sigmoidocele (2°) in 4 (20 percent), and para-
doxical puborectalis contraction (PPC) in 3 (15 percent) to
be combined. Beside rectal prolapse in secondary group,
other defecographic findings associated with possible eva-
cuatory problem included sigmoidocele (2°) in 5 (25 per-
cent), rectocele and intussusception in 2 (10 percent),
respectively. Clinical improvement after surgery was ob-
tained in 14 of 9 procedures (74 percent) in |7 patients
with primary SRUS and 23 of 29 (79 percent) in secondary
SRUS, the difference of which was not significant. Though
statistically not significant, transabdominal rectopexy was
superior to local excision for symptomatic relief in primary
SRUS without overt prolapse (86 percent vs. 33 percent).
~Neither of changes in the percentage of symptoms before
and after the operation between two groups showed
significance. Clinical and pathologic variables were com-
pared between two treatment result groups of 'improve-
ment' and 'no improvement' and manifestations as tenesmus
and digitation correlated with a poorer outcome after
surgery (P=0.0065 and 0.02, respectively).

Conclusions: SRUS is rather a clinical condition associated
with functional anorectal evacuatory disorders than an
independent disorder. This study shows optimistic role of
a surgical treatment against underlying functional disorders
in the improvement of secondary SRUS. Proper surgical
option, however, for treatment in variable clinical spectra
of primary SRUS is still not established, which awaits a
conclusion from extensive prospective randomized trials.
] Korean Soc Coloproctol 2001;17:164-170
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Table 1. Patient demographics

Primary

SRUS

Secondary
SRUS

‘Number -(female:male) 20 (18 : 2)
Age (median, range, years) 55 (21~82)

Site of lesion

' Anterior/anteriolateral 13
Posterior/posterolateral 4
Circumferential 3

Gross merphology* .

Ulcerative - 14 (70%)
Erythematous. 3 (15%)
Polypoid- . 3 (15%)

Manifestation
Rectal bleeding 17 (85%)
Mucous discharge 9 (45%)
Tenesm»usA v 15 (75%)
Straining : 15 (75%)
Anorectal pain 13 (65%)
Digitation 9 (45%)

29 (26 : 3)
72 (15~84)
Not specified

6 (21%)
13 (45%)
10 (34%)

22 (16%)
15 (52%)
10. (34%)
12 (41%)
13 (45%)
7 (24%)

SRUS ‘= solitary rectal uicer syndrome;

square test).

*P=0.0025 (chi-
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Table 2. Initial clinical diagnosis

Primary SRUS Secondary SRUS

SRUS 12

SRUS +RP 5

SRUS +PPC 3

RP 20
Polyp* 8
Other '

SRUS = solitary rectal ulcer syndrome; RP = rectal prolapse;
PPC = paradoxical puborectalis contraction; *both neoplastic
and nonneplastic polyps; leagnosm as ulcerative colitis.

Table 3. Defecographic finding

Primary SRUS Secondary SRUS

Number of cases 20 20
Defecographic findings
RP 5 16
RI 11 2
Rectocele 3 2
PPC
Sigmoidocele (=>2°% 4 5

SRUS = solitary rectal ulcer syndrome; RP = rectal prolapse;
+ RI = rectal intussusception; PPC = paradoxical puborectalis
contraction.
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Fig. 1. Outcome of surgery with or with out rectal prolapse.
*improved/not improved. TAR = transabdominal rectopexy;
. TAE = transanal excision; RP = restorative proctectomy; CJP
= colonic J pouch; LAR = low anterior resection; PRS =
perineal rectosigmoidectomy; TAC = transabdominal colec-
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tomy; HP = Hartmann procedure. 3k whel Fo] “Hubgh&FE(mucosal prolapse syn-
Table 4. Outcome of operative treatment
Improvement™
No. of procedures
() ()
Primary SRUS 19 14 (74%) 5 (26%)

*  Transabdominal rectopexy 7 6 1
Perineal rectosigmoidectomyJr 4 3 1
Transanal excision 3 1 2
Colonic J pouch 1 1
Low anterior resection 1 1
Delorme procedure ' 1
Fecal diversion 2 2

Secondary SRUS . 29 23 (19%) 6 (21%)
Perineal rectosimoidectomyJr 17 13 4
Transanal excision 8 6 2
Delorme proqedure 3 3
Other* 1

SRUS' = solitary rectal ulcer syndrome; *P=0732 (Fisher’s exact test) for difference bbetween two groups; Teither with or

without levatoplasty,

total abdommal colectomy with Hartmann procedure.
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‘Fig. 2. ‘Change in percentage of manifestations before and after surgery in primary SRUS group (A) and secondary SRUS
(B). Neither of them showed significant difference between two groups.

Table 5. Relationship between preoperative clinical variable
and surgical outcome

Improvement Improvement

(+) @=34) (-) (0=12)

Age (median) 69 ‘ 62
Morphology ,

Ulcerative 14 (41%) 3 (25%)

Polypoid 9 27%) 4 (33%)

Erythematous 11 (32%) 5 (42%)
Degree of diagnosis

Primary 11 (32%) 6 (50%)

Secondary 23 (68%) 6 (50%)
‘Diagnosis of SRUS

SRUS' only 9 (64%) 5 (36%)

SRUS%Other diagnosis 25 (78%) 7 22%)
Rectal bleeding 26 (77%) 10 (83%)
Mucous discharge 15 (44%) 8 (67%)
-Tenesmus® 12 (35%) 10 (83%)
Straining v 16 (47%) 8 (67%)
Digitation . : 6 (18%) 7 (58%)
Anorectal pain ' 15 (44%) 9 (75%)
Multiple surgical history 19 (29%) 5 (42%)

*P=0.0065; Tp=0.02 (Fisher’s exact test).
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