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was thought. Later the patient was intubated and
cardiac arrest developed. The patient could not
respond to the cardiopulmonary resuscitation.

The reasons underlying acute colonic pseudo-obs-
truction are either surgical or medical, which
might be associated with intra-, retro-, extraperi-
toneal surgery, trauma, sepsis, malignancy, syste-
mic diseases, fluid-electrolyte imbalances. The
pathogenesis generally cannot be clarified. The
most common mechanism is the sympathetic-pa-
rasympathetic neurostimulatory imbalance (3).
The myxedematous respiratory failure is rarely
seen in elders. A series consisting of seventeen pa-
tients was presented by Guo et al. (4). Alopecia,

hyperhidrosis, xanthomas and palmoplantar kera-
toderma may be seen in thyroid diseases (1). Pal-
moplantar keratoderma co-occurring with myxe-
dema has been reported in the literature (1, 5); ho-
wever, the pathogenesis cannot be clearly identifi-
ed. Keratin-1 and keratin-2 mutations are suspec-
ted. Hypothyroidism with myxedematous respira-
tory failure in elders is vitally important in terms
of prognosis (6). 

As a consequence, Ogilvie’s syndrome may present
with many varying clinical situations. Coexisting
with acute colonic pseudo-obstruction and myxe-
dema coma, palmoplantar keratoderma should al-
so be kept in mind.
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To the editor, 

Solitary rectal ulcer syndrome (SRUS) is a rare be-
nign disease of the rectum, which predominately
affects young adults aged between 30 and 50 years
with a prevalence of 1 in 100.000 people per year
(1). SRUS usually presents with a symptom comp-
lex of rectal bleeding, passage of mucus and strai-
ning on defecation, tenesmus, perineal and abdo-

minal pain, sensation of incomplete defecation,
constipation and rectal prolapse (2). The underl-
ying etiology of SRUS is not fully understood, but
it is likely to be secondary to ischemic changes in
the rectum associated with paradoxical contracti-
on of the pelvic floor and external anal sphincter
muscles and with rectal prolapse (3). The macros-
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copic appearance of the rectal lesion may vary
from hyperemia to ulceration or a polypoid lesion
that can mimic carcinoma (4), although the histo-
logical findings are characteristic, with fibromus-
cular obliteration of the lamina propria and disori-
entation of muscle fibers (5). We report the case of
a woman who presented with a polypoid mass le-
sion of the rectum representing a SRUS variant.

A 20-year-old female patient was referred to our
gastroenterology clinic with a 2-year history of re-
current rectal bleeding. Digital rectal examination
revealed an irregular broad based polypoid lesion
palpated on the rectum about 8 cm from the anal
verge. The laboratory findings were normal. Colo-
noscopy revealed multiple polypoid mass lesions
in the rectum located at 5-10 cm from the anal ver-
ge with circumferential distribution. The mucosal
surface of these lesions was ulcerated and covered
with exudates. The surrounding mucosa was smo-
oth with absence of the normal vascular pattern
(Figure 1). The remaining colon up to the cecum
was normal. Several mucosal biopsies were obtai-
ned from the lesions. Histopathological examinati-
on revealed focal ulcerations of the lining mucosa
with granulation tissue formation. There was
smooth muscle fiber expansion between glands up
to the submucosa which was perpendicular to the
glands (Figure 2A-C). The crypt architecture was
maintained, with no findings of granuloma, atypi-
a, or malignancy.

In adults, 25-32% of SRUS may appear as polypo-
id lesions (6). The SRUS-polypoid variant may le-

ad to serious misdiagnosis as its appearance may
be confused with an inflammatory polyp, hyperp-
lastic polyps, or rectal carcinoma (6,7). Our pati-

FFiigguurree  11..  Endoscopic picture of the rectum showing multiple
polypoid mass lesions with surface ulceration. 

FFiigguurree  22..  Histopathological examination. ((AA)) Surface serration
with fibromuscular obliteration and crypts' distortion (HE stain x
200); ((BB)) Smooth muscle proliferation in the muscularis mucosa
and extending in between the mucosal glands (Masson's trichrome
stain x 200); ((CC)) Immunohistochemical stains for SMA confir-
ming fibromuscular obliteration of the lamina propria (200 x). 
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ent had multiple polypoid lesions that were cir-
cumferential with an ulcerated surface that mi-
micked rectal cancer in its appearance.

In conclusion, the presence of a rectal polypoid
mass with ulceration in a young adult with rectal
bleeding should raise the suspicion of SRUS. 
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To the Editor

A 66-year-old male patient was admitted to our
service with a spontaneous enterocutaneous fistu-
la (ECF) of colon cancer. He had a history of a pa-
inful swelling over the left lower quadrant (LLQ)
about three months prior to admission. The swel-
ling opened spontaneously two months later disc-
harging intestinal content (Figure-1A). He had al-
so suffered from malaise, weight loss, and rectal
bleeding in the last six months. In his detailed his-
tory, he stated that he had on/off bleeding hemorr-
hoids in the past. Because he related recent rectal
bleeding to hemorrhoids, he did not seek medical
attention earlier. On examination, he was cachec-
tic and had a skin ulcer of about 7x5 cm over the

LLQ with intestinal discharge. He presented with
an abdominal computed tomography showing a
mass in the sigmoid colon communicating with the
skin (Figure-1B).  Colonoscopy revealed a obstruc-
ting mass in the sigmoid colon. Biopsy showed a
tubulovillous adenoma with severe dysplasia with
adjacent invasive malignancy. The patient under-
went en bloc left hemicolectomy with resection of
abdominal wall including the fistula and end colos-
tomy with Hartmann procedure (Figure-1C). An
abdominoplasty was required to repair anterior ab-
dominal wall defect (Figure-1D-F). Cutaneous in-
volvement was confirmed histopathologically (Fi-
gure-1E). The patient had an uneventful recovery.




