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Fig. 4. Pathologic findings. (A) There is surface erosion and ulceration, characterized by discontinuity of the epithelium with acute inflamr
and exudates. The ulcerated rectal mucosa and submucosa reveals formation of granulation tissue characterized by an admixture of sr
sels, numerous inflammatory cells, fibrin and edeEmax@90). (B) Distorted crypts are strongly positive for cytokeratin staining (x100).

conservative management with stool softener and pain control,
clinical symptoms of patient improved. Follow—up colonoscopy
showed that the lesion markedly improved with remnant ulcer—

ative scarring (Fig. 1B).

Discussion

SRUS is an uncommon disorder of benign and chronic rectal
disease with diverse spectrum of clinicopathological abnormali-
ties [4-9]. The mean age at presentation is 30s to 40s, with
a wide range from 10 to more than 80 years [10]. Although
the etiology is presumed to be diverse, the pathogenesis is not
entirely understood. First, finger insertion and suppository may
cause direct injury [11]. Second, it can be caused by mucosal
trauma and ischemia which can be explained by rectal prolapse
and paradoxical compression of the pelvic floor [10,12]. There
are various symptoms of SRUS [4]. In a single center study,
rectal bleeding was present in 82%, abdominal pain in 49%,
constipation in 23% and diarrhea in 22%. Histopathological ex—
amination is a key to the diagnosis of SRUS. Diagnosis of SRUS
is by rule-out of other diseases, ultimately through biopsy. Ra-
diologic examination can be done such as abdominopelvic CT
or MRI. However, accurate diagnosis is not always possible, and
the treatment is still not established. Since SRUS has a benign

disease course, it can be managed with conservative treatment.
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Patient education and behavioral modification are the first step
in the treatment of SRUS, including avoidance of straining and
anal digitation, and ingestion of high fiber diet and bulk laxa-
tives. If the symptoms do not improve, mucosal prolapse must
be suspected. In the selected patient, biofeedback and surgical
treatment may be considered. Using a stool softener can reduce
straining during defecation and corticosteroid or mesalazine can
also be administered. However, their effectiveness has been not
proven. If it cannot be treated medically, surgical treatment may
be considered [4].

To date, there have been several reports regarding SRUS
[3,9,11.13,14]. Colonoscopic findings with suspected malignancy
were variable, including tumor, malignant stricture, and ulcer—
ative mass. MRI was performed frequently as an additional test.
In some cases, malignancy and inflammation could not be dif-
ferentiated. Surgery was performed in several cases. One patient
who underwent surgery had intractable symptoms after a short
course of ineffective conservative therapy and occult malignancy
could not be excluded [15]. In another patient, the ulcer had
expanded very quickly to cause a case underwent a second deep
biopsy. In most cases, the first biopsy was performed superfi—
cially. Some cases underwent a second deep biopsy. Interest—
ingly, they revealed rectal cancer on superficial biopsy initially.
However, rectal cancer was ultimately excluded by follow—up
circumferential stricture of the rectum [9]. Most cases were
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treated conservatively, and surgery was avoided [14].

In this case, rectal cancer was strongly suspected in the be-
ginning. On biopsy, only inflammation was revealed. However,
confirmation was necessary. The patient did not use finger pen—
etration. Pelvic floor dysfunction and rectal prolapse were not
visible. On general diagnostic imaging modalities, neither CT
nor MRI had distinguished the inflammation from rectal cancer
in a previous report [3]. Even PET-CT was not helpful. Fol-
lowing a number of tests, SRUS was considered, and ultimately
diagnosed. In contrast to this case, other cases were initially di—
agnosed as SRUS and later changed to that of malignancy [14].
Therefore, it is necessary to distinguish carefully for malignancy.
Repetitive biopsies are strongly recommended.

In conclusion, SRUS should always be considered in patients
with malignant—mimicking rectal cancer. However, we believe
it is important not to miss a diagnosis of rectal cancer over the
diagnosis of SRUS. We report the case of an SRUS patient who
had a central ulcerated mass lesion that mimicked rectal cancer
on gross colonoscopic and radiologic findings.
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