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SUMMARY
Solitary rectal ulcer syndrome is a rare benign disorder that has a wide range of clinical presentations and vari-
able endoscopic fi ndings which makes it diffi cult to diagnose and treat. The clinical and endoscopic picture in 
this condition can also mimic malign ulceration, malignancy or Crohn’s disease. Behçet’s disease can affect 
the gastrointestinal tract. However to the best of our knowledge, no case with solitary rectal ulceration has been 
reported so far in literature. We herein present a patient diagnosed with Behçet’s disease admitted to our clinic 
with rectal bleeding due to solitary rectal ulceration.
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n	 INTRODUCTION

Solitary rectal ulcer syndrome (SRUS) 
is an uncommon clinical condition 

which presents a symptom complex of 
rectal bleeding, painful and mucous def-
ecation, tenesmus, constipation and rectal 
prolapse. Although it was fi rst identifi ed in 
1829 by Cruveilheir (1), it gained impor-
tance after its histopathological and clini-
cal determination in 1969 by Madigan and 
Morson (2). Its etiology is still unclear, but 
it seems to be associated with trauma and 
local ischemia secondary to constipation, 
forced defecation and digital stimulation. 
Behçet’s disease (BD) is a multisystem dis-
order associated with a triad of symptoms: 
recurrent oral aphta, genital ulcer and 
uveitis. It can affect any part of the gastro-
intestinal tract, but it most often involves 
terminal ileum and caecum (3, 4). Unlike 
in Far Eastern countries, gastrointestinal 
involvement is not common in our country 
(5). To the best of our knowledge, the co-
existence of BD and SRUS has never been 

reported in literature. Herein we describe a 
case of BD, presenting with massive lower 
gastrointestinal bleeding associated with 
SRUS.

n	 CASE REPORT

A 39 year-old man with Behçet’s disease, 
followed up for seven years, was admitted 
to our outpatient clinic with rectal bleed-
ing. He had ongoing rectal bleeding re-
quiring a transfusion of 7 units. He had a 
history of recurrent aphthous stomatitis, 
scrotal ulcers, uveitis, thrombophlebitis, 
pulmonary embolism and neurological in-
volvement. He was administered 100 mg/
day azathioprine, 5 mg/day warfarin and 
4 mg/day prednisolone. He was suffer-
ing from constipation and had a history of 
forced defecation (digital stimulation). An 
irregular broad hard lesion was palpated 
in the rectum about 5-6 cm from the anal 
verge. Colonoscopy revealed an abnormal 
map shaped ulceration extending 7-8 cm 
into the rectum from the beginning of anal 
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canal (Figure 1). The histopathological 
analysis of biopsy specimens taken dur-
ing colonoscopy showed an infiltration of 
mixed inflammatory cells with increased 
dysplastic tissue, cumulative gland units 
with an increased chromatin and mitotic 
activity (Figure 2). These findings were 
compatible with a solitary rectal ulcer. He 
was then diagnosed with SRUS and enema, 
and prednisolone was added to his treat-
ment schedule. After this treatment rectal 
bleeding stopped and symptoms improved.

n	 DISCUSSION

The solitary rectal ulcer syndrome is a 
benign rectal lesion most frequently seen 
in adults between 30-50 years of age. The 
most frequent symptom is rectal bleeding 
with a 90% incidence. Other symptoms are 
tenesmus, constipation, mucous defecation 
and lower quadrant stomach pain. Almost 
25% of these subjects complain no symp-
toms. 
On examination the rectum is perceived as 
thick and rigid or a polypoid mass may be 
detected (6). A typical colonoscopy finding 
of SRUS is an ulceration often located at 
5-10 cm from the anal canal in the anterior 
rectal wall, surrounded with hyperemic, 
edematous mucosa with regular edges (7). 
SRUS can mimic inflammatory bowel dis-
eases, ischemic colitis, cancer and trauma 
associated intussusception or rectal pro-
lapse, therefore it can be potentially mis-
diagnosed. Due to its complex clinical and 
endoscopic findings, a biopsy and an his-
topathological examination are required to 
confirm the diagnosis. The main pathologi-
cal findings are fibromuscular dysplasia, 
collagenous and muscle cell infiltration in 
the lamina propria, a thickening of mus-
cularis mucosa and deformations in crypt 
units (8). 
Although there are various treatment op-
tions that range from conservative therapy 
to surgery, so far no therapy has proved 
to be more effective than the others. Sur-
gery, medical therapy or biofeedback can 
be applied when conservative therapy is 
not helpful. The medical therapy consists 
of the following options: 5-aminosalicylic 

acid enema, sucralfate enema and steroid 
enema applications (9, 10). The selection 
and success of therapy varies from patient 
to patient. Recently, the argon plasma co-
agulation technique has been reported to 
be effective in SRUS therapy (11). Patients 

Figure 1 - Colonoscopy: shaped ulceration 
and surrounding mucosal erythema. 

Figure 2 - Histopathological examination: 
the rectal mucosa showes an infiltration of 
mixed inflammatory cells with increased 
dysplastic tissue, cumulative gland units 
with increased chromatin and mitotic activ-
ity (HE stain ×40).
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should also be discouraged from using 
the digital stimulation technique to ease 
defecation. Gastrointestinal involvement 
is detected in more than 40% of patients 
with Behçet’s disease (12). Gastrointestinal 
symptoms are stomachache, diarrhea, nau-
sea and abdominal distention. Although 
gastrointestinal symptoms are common in 
BD, gastrointestinal ulcer (intestinal BD) 
has a 1-2% incidence (13). 
The most common sites of ulceration are 
the terminal ileum and the caecum, yet 
any area of gastrointestinal system can be 
involved. Only 15% of cases present a dif-
fuse colon involvement in which rectum is 
bewared. Behçet’s colitis doesn’t affect the 
rectum like Crohn’s disease. Ulcerations 
are generally large bottomed and separated 
from each other and might be located in 
normal or inflamed mucosa (14). The histo-
pathological examination of the lesion may 
reveal a vasculitic innovation in small and 
middle sized vessels. A dense infiltration of 
lymphocytes can be determined in the peri-
vascular area (15). Rectal involvement is not 
common in BD. SRUS must be suspected 
in patients diagnosed with Behçet’s disease 
affected by massive rectal bleeding. In con-
clusion, this is the first study reporting the 
coexistence of Behçet’s disease and SRUS 
in literature. Symptoms including rectal 
bleeding, tenesmus and mucous defecation 
SRUS must be taken into consideration for 
the purpose of differential diagnosis.
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