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A Rare Cause of Rectal Bleeding in Children Mimicking 
Rectal Cancer

INTRODUCTION

Rectal bleeding  is a common symptom of  gastrointestinal 

diseases. The etiology can be classified according to age group. 

The most common causes are anal fissure, food allergy (allergic 

colitis), Meckel’s diverticulitis,  inflammatory  bowel  disease, 

colon polyps, vascular malformations, amebiasis, malignancies, 

bleeding disorders, volvulus, intussusception, Henoch-

Schönlein purpura, hemorrhoids, and solitary rectal ulcer (1,2).

Solitary rectal ulcer syndrome (SRUS) is a rare benign disease, 

which is generally  characterized by rectal bleeding, 

constipation, difficulty in defecation, abdominal pain, mucus 

discharge,  tenesmus, rectal prolapse, and anemia  due to 

chronic rectal bleeding (3). The estimated incidence of solitary 

rectal ulcer is approximately 1/100,000 in adults, but  rarely it 
may affect pediatric patients  (4). Twenty-six percent of cases 
are asymptomatic (1,4). A limited number of cases have been 
reported in the literature, with variable clinical findings (5-7).

Due to the diagnostic challenge posed by SRUS, endoscopic 
and histological findings are important in suspected 
cases, in addition to clinical symptoms. Generally,  SRUS 
develops in the anterior rectal wall in about two-thirds of 
cases. The ulcer can be single, multiple, or circumferential 
and is usually superficial and non-penetrating.  Ulcers 
become  hyperemic and edematous,  strict bordered and 
not extremely superficial in  the inner surface  of  the anal 
canal. Colonoscopy reveals varying numbers of ulcers or 
tumoral masses resembling polypoid lesions. Fibromuscular 

ORCID IDs of the authors: B.A.C. 0000-0002-4744-1108; N.U. 0000-0003-4854-507X; R.U. 0000-0002-2999-7495; H.A. 0000-0001-7875-0627.

ABSTRACT
Solitary rectal ulcer syndrome is a rare lower gastrointestinal system disease that mainly manifests as rectal bleeding, tenesmus, chronic constipation, 
straining, and incomplete evacuation. It is usually diagnosed by histopathological examination via biopsy. The lesion takes on various sizes and 
shapes, ranging from mucosal erythema to single or multiple ulcers, ulcer-nodular lesions, or a polypoid mass. The colonoscopic findings may mimic 
rectal cancer and inflammatory bowel disease. Treatment of solitary rectal ulcer depends on the severity of the disease and ranges from behavioral 
therapy to lifestyle modification in mild cases, and medical and surgical procedures in severe refractory cases. Herein, we report on a 17-year-old male 
patient who presented with rectal bleeding, tenesmus, and constipation and was diagnosed with solitary rectal ulcer.
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hyperplasia, smooth muscle cells and collagen infiltration in 
the lamina propria, thickening of the muscularis mucosa, and 
crypt structure disruptions on histopathological examination 
are  the main findings that help  to  distinguish SRUS  from 
ulcerative colitis (1,8,9).

Herein, we present a 17-year-old male patient admitted with 
rectal bleeding, tenesmus, and constipation, diagnosed with 
solitary rectal ulcer.

CASE PRESENTATION
A 17-year-old male patient  was admitted to the emergency 
department with a  7-month  history of weakness and recent 
rectal bleeding. Based on his  medical history, he had 
progressively increasing amounts of rectal bleeding and 
intermittent difficulty in passing stool for the last 5 months, 
recently accompanied  by tenesmus, constipation,  and 
abdominal pain. His weight was 57 kg (<3 p), and his height 
was 162 cm (3-10 p). His general condition was  well, and 
his vital signs were normal.  No pathological findings were 
detected on physical examination. In the initial  evaluation, 
the abdomen was soft, bowel sounds were normal, and there 
was no hepatosplenomegaly.

Initial  laboratory findings were  normal (Hemoglobin: 14.8 
mg/dL, hematocrit: 43.4, white  blood  cells: 8,450 106/L, 
ferritin: 17 ug/L,  vitamin  B12: 210 ng/L, folic acid: 8.64 
ug/L,  total protein: 6.2 g/L, albumin: 3.8 g/L). Additionally, 
liver and kidney function tests, IgA: 167 mg/L, IgG: 1,030 
mg/L, IgM: 87 mg/L, tissue transglutaminase IgA: (-), fecal 
calprotectin: 1,466 µg/g, C-reactive protein, and coagulation 
profile were also normal.

Colonoscopic examination revealed a cauliflower-like lobular 
polypoid formation, which was large enough to fill the lumen 
up to 10 cm,  extending from  the anal canal to the lower 
rectum. The upper parts of the polypoid  formations were 
ulcerated and partially bleeding (Figure 1). Histopathological 
examination revealed fibromuscular tissue proliferation in 
the lamina propria indicating a solitary rectal ulcer (Figures 
2 and 3).

The patient was conservatively treated with a high-fiber diet, 
a laxative (lactulose 1 cc/kg/day divided into three doses), 
defecation training and a mixture of  5-aminosalicyclic 
acid (ASA)  (50 mg/kg/day,  2 doses), sucralfate (5 cc/
dose, two doses/day), and methylprednisolone (10 mg/dose, 
two doses). The rectal bleeding started to decrease following 
treatment. A follow-up rectosigmoidoscopy was performed 
after 3 months, and the  lesion had improved markedly 
(Figure 4).  When compared with the initial colonoscopic 
examination, the lesion had shrunk approximately 3x3 
cm, and clinical symptoms improved after treatment 
(Figure 5). The rectal enema treatment was continued as a 
single dose. He is still under follow-up in the  pediatric 
gastroenterology clinic.

DISCUSSION
SRUS is a rare, benign disease of  childhood and is generally 
characterized by rectal bleeding, constipation, tenesmus, 
abdominal pain, or localized pain in the perineal region. It was 
first described by Cruveilhier (3) in 1830, and detailed clinical 
and histopathological characteristics were reported by Madigan 
and Morson in 1969. The pathogenesis of SRUS is not yet clearly 
understood. Pressure necrosis of the rectal mucosa due to high 
intrarectal pressure caused by paradoxical contraction of the 
pelvic floor, puborectal muscle contractions and rectal mucosal 
blockage as a result edema and ulcer formation are proposed 
mechanisms (4,7). Common clinical findings of SRUS are rectal 
bleeding, mucous passage, tenesmus,  and constipation. It is 
more common in male than in female patients (1-7).

The lack of  typical  clinical  symptoms or atypical signs 
and symptoms  can cause a delayed diagnosis or even 
misdiagnosis,  such as rectal tumoral mass  (6-8,10).  The 
diagnosis of SRUS is established by symptoms together with 
endoscopic and histopathological findings. Since it is quite 
rare in children, and symptoms are not characteristic, clinicians 
and pathologists should keep SRUS in mind to prevent 
diagnostic delays.

The mean duration between symptom onset and diagnosis 
is 3.2 years and varies between 1.2 and 5 years in pediatric 
patients, which is shorter than that in adult patients (1,4). Like 
other similar cases in the literature, our case was also a male 
patient admitted with rectal bleeding and a recent  history 
of straining and defecation. Different treatment methods were 
suggested to him, especially for constipation and preliminary 
diagnosis of anal fissure.

Figure 1. First colonoscopic view with different polypoid lesions
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The sigmoendoscopic findings of SRUS can be detected 
in  three macroscopic types: Ulcerative, polypoid, and 
hyperemic. The ulcer site does not differ between the three 
types. The ulcerative form is the most common  type  in 
pediatric patients (60%), and the most frequent sites are the 
anterior or anterolateral wall of the rectum, 5-10 cm proximal 
to the dentate line. Ulcers are usually 1-1.5 cm and encircled 
with hyperemic and edematous mucosa.  SRUS cases with  a 
macroscopic polypoid appearance can be  misdiagnosed 
with inflammatory polyp, hyperplastic polyps, or rectal cancer 
(1,7-9). Since we observed lobular, cauliflower-like, hyperemic 
surrounded formations in different sizes, starting from the 
anal canal and filling the lumen up to 10 cm in the colonic 

examination of our case, we thought it might be a tumoral 

mass. The histopathological examination  of biopsy material 

revealed fibromuscular proliferation in the lamina propria, and 

a diagnosis of solitary rectal ulcer was made based on clinical, 

colonoscopic findings and histopathological evaluation.

There  is  a  no  standard therapeutic approach for pediatric 

SRUS patients. The treatment is unique  for each  patient 

and  the condition quite difficult to manage.  Patients  and 

their  parents should be informed and convinced  that SRUS 

Figure 2. Nonorganized colonic crypts, enlarged vessels, 
hyperplasia of the lamina propria. Hematoxylin and eosin (H&E), 
100×

Figure 3. Polypoid granular lesion with ulceration, fibromuscular 
hyperplasia, filled with mucin and without atypia. H&E, 40×

Figure 4. Contraction of the polypoid lesion after 3 months of 
treatment

Figure 5. After 6 months of treatment
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is a benign and chronic disease. The goal of treatment is to 
improve bowel habits and rectal ulcers. The current treatment 
includes a high-fiber diet, toilet training, bulking agents 
(lactulose), enemas (steroid and mesalamin), oral 5-ASA, 
sucralfate, biofeedback, endoscopic steroid injection, laser 
treatment, argon plasma coagulation and,  in selected cases, 
surgical intervention (rectopexy, ulcer excision) (1,6,8,10). There 
are studies reporting that local sucralfate, sulfasalazine, or 
steroid enemas were effective (1,7).

As reported by others in the literature, we obtained recovery 
in both clinical complaints and endoscopic findings with 
conservative treatment including a high-fiber diet, defecation 
training, laxatives and sucralfate, steroids, and 5 ASA enema in 
our patient 3 months after the onset of the treatment. After 
treatment, rectal bleeding and partial blockage findings of our 
case gradually improved.

SRUS is a chronic condition that significantly decreases quality 
of life. SRUS must be kept in mind in children presenting with 
chronic rectal bleeding, tenesmus, and constipation who are 
refractory to treatment. Endoscopic examination is necessary 
to prevent delayed diagnosis or misdiagnosis.
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