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Fig. 1 Barium enema examination showing ele-
vated lesions on the lower rectum (arrow)

Fig. 2 Endscopic finding showing multiple
polypoid lesions
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Fig. 3 Intraoperative picture showing the
mucosal tube encircled by a Nelaton catheter
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Fig. 4 Resected specimen : Multiple polypoid

lesions are shown (arrow)
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Fig. 5 Histologic picture showing fibromuscular
obliteration (HE, X100)

Fig. 6 Histologic picture showing an erosive area
(HE, x40)
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Fig. 7 Postoperative anorectal manometry taken
as the catheter is with drawn

a) High pressure zone is located 3.5~4.5cm from
the anal verge.

b) Existence of “inhibitory reaction” is confirmed
by infilling the ballon catheter with 100cc-water.
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A Case of Solitary Rectal Ulcer Syndrome Treated by Transsacral Proctomucosectomy

Yoshiya Kawaguchi*, Toshikuni Nishikawa, Shunzo Maetani and Takayoshi Tobe
First Department of Surgery, Kyoto University School of Medicine
*Department of Surgery, Kurashiki Central Hospital

We report a case of solitary rectal ulcer syndrome treated by trans-sacral resection of the rectal mucosa. For
the past 8 years, this 20-year-old man had suffered from rectal bleeding, mucous discharge and tenesmus despite
medical treatments and restraint from straining at defecation. There were multiple polypoid lesions in the lower
rectum, and biopsy showed fibromuscular obliteration of the lamina propria. After trans-sacral, longitudinal
incision of the posterior wall of the rectum, the entire circumference of the mucosa was dissected from the
muscular coat, and an 8 cm long mucosal tube was made. Then the mucosal tube was resected together with the
lesions, 0.5 cm above the dentate line. The denudued muscularis was longitudinally plicated to approximate both
cut ends of the mucosa. After that, the mucosal cut ends were sutured. Postoperative anorectal manometry showed
a normal pattern and the patient remains free of symptoms 25 months after the operation. This is the second case of
solitary rectal ulcer syndrome cured by our method of mucosal proctectomy.
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