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Abstract
The use of hyaluronic acid and dextranomer (Solesta, 
Salix) injection in the anal canal is an emerging modal-
ity in the treatment of fecal incontinence. However, 
little is known regarding the endoscopic and radiologi-
cal appearance following injection of this ano-rectal 
bulking agent. We report computed tomography and 
endoscopic findings after hyaluronic acid/dextranomer 
injection in the ano-rectal area.
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Core tip: The use of hyaluronic acid and dextranomer 
(Solesta, Salix) injection in the ano-rectum is an emerg-

ing modality in the treatment of fecal incontinence. Our 
case discusses the endoscopic and radiological findings 
after injection of this bulking agent in the ano-rectal 
area.
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INTRODUCTION
Fecal incontinence (FI) is defined as the involuntary loss 
of  liquid or solid stool for more than one month. The 
prevalence of  FI ranges between 1.6% and 15%[1,2]. FI 
is an underdiagnosed condition that may cause psycho-
social stigma and poses a clinical challenge to treat. The 
use of  hyaluronic acid and dextranomer (Solesta, Salix) 
injection in the anal canal is an emerging modality in the 
treatment of  fecal incontinence. However, little is known 
regarding the endoscopic and radiological appearance fol-
lowing injection of  this ano-rectal bulking agent.

CASE REPORT
An 89-years-old woman underwent injection of  hyal-
uronic acid/dextranomer in the anal canal for fecal incon-
tinence under endoscopic guidance (Figure 1). Two days 
later, the patient had computed tomography (CT) scan 
of  the abdomen and pelvis, which showed mural rectal 
thickening with multiple round hypodense foci within the 
rectal wall (Figure 2). Mucinous mural adenocarcinoma 
and abscess were among the radiological differential diag-
nosis. 
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DISCUSSION
We report a case of  CT and endoscopic findings after 
hyaluronic acid/dextranomer injection in the ano-rectal 
area.

 Current treatment options for FI include conserva-
tive measures, medications and surgery. Conservative 
approaches include pelvic floor muscle training, diet 
modifications, use of  pads or plugs and biofeedback[3-5]. 

Biofeedback, assisted by a therapist and using electrodes 
placed on the abdomen and in the rectum, can help pa-
tients gain control of  the pelvic musculature and improve 
FI symptoms. A study by Lacima et al[6] demonstrated 
that the majority of  patients managed with biofeedback 
achieved 75% reduction in incontinence episodes or fully 
recovered compared to controls. 

 Medical management of  FI commonly begins with 
antidiarrheals, such as loperamide, although their use 
is often limited by the development of  constipation[7]. 
Amitriptyline, a tricyclic antidepressant, is also used for 
the management of  FI, however, with modest efficacy[8]. 

Clonidine, a centrally acting α2 adrenergic agonist, has 
been demonstrated to reduce symptoms and increase in-
continence-free days in women with predominantly urge-
related fecal incontinence[9]. 

 Invasive interventions are currently the last resort 
for the management of  FI. They include sacral nerve 
stimulation, radiofrequency treatment and surgery. The 
exact mechanism of  action of  sacral nerve stimulators 

is not fully understood, but it is thought to be related to 
improved ano-rectal angulation and amplification of  anal 
closing pressures[10]. Radiofrequency treatment causes a 
topical burn with subsequent remodeling and tighten-
ing of  the ano-rectal muscles and has shown conflicting 
results in the management of  FI[11]. More studies are 
needed to establish the efficacy and application of  this 
treatment modality. Surgery remains the last resort for 
refractory FI. The long term results after sphincter repair 
are modest[12-14]. In patients with internal rectal prolapse, 
anterior rectopexy may be promising as an alternative 
surgical approach[15]. The use of  an artificial anal sphinc-
ter or a magnetic anal sphincter are other novel surgical 
approaches, but more studies are needed to establish their 
use[16]. 

 The use of  hyaluronic acid/dextranomer (Solesta, 
Salix), a non-allergenic, biocompatible bulking agent, 
which causes a tissue-like formation in the anal canal can 
provide an alternative to surgical treatment when conser-
vative management has failed. Hyaluronic acid/dextrano-
mer (Solesta, Salix) applied through transanal submucosal 
injection provides support for the ingrowth of  fibroblasts 
and collagen[17]. The 12-mo efficacy and safety of  this 
ano-rectal bulking agent has been demonstrated in tri-
als[10,18]. A recent study by La Torre et al[19] demonstrated 
the efficacy and durability of  a hyaluronic acid/dextrano-
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Figure 1  Endoscopic view. A: Endoscopic view of anal canal before hyal-
uronic acid/dextranomer (Solesta, Salix) injection; B: Endoscopic view of post-
hyaluronic acid dextranomer (Solesta, Salix) injection showing the submucosal 
bulking property of the agent (black arrows). Figure 2  Computed tomography scan. A: Computed tomography scan axial 

view showing mural thickening with multiple rounded hypodense foci within the 
posterior rectal wall; B: Computed tomography scan sagittal view showing mul-
tiple rounded foci within the anterior and posterior rectal wall (white arrows).



mer agent 24 mo after use. Almost 63% of  the patients 
demonstrated good response and had more than 50% 
reduction of  incontinence episodes 24 mo after injection. 

 Hyaluronic acid/dextranomer application is increas-
ing as more physicians are aware of  its efficacy in the 
management of  FI. However, little is known regarding 
the radiological and endoscopic appearance after its use. 
As demonstrated in our report, the CT findings may 
show mural rectal thickening with hypodense foci within 
the ano-rectal wall, which may mimic abscess or tumor. 
There have been anecdotal reports of  surgical removal 
of  ano-rectal bulking agent implants due to confusion 
about its appearance. These changes are likely permanent 
and therefore, it is important for gastroenterologists, sur-
geons and radiologists to be cognizant of  the endoscopic 
and radiological appearance of  the ano-rectum after 
hyaluronic acid/dextranomer injection and inquire about 
previous bulking agent injection in that area. 

COMMENTS
Case characteristics
An 89-years-old woman underwent injection of hyaluronic acid/dextranomer in 
the anal canal for fecal incontinence under endoscopic guidance.
Clinical diagnosis
Fecal incontinence.
Differential diagnosis
Mucinous mural adenocarcinoma, abscess.
Imaging diagnosis
Computed tomography (CT) scan axial view showed mural thickening with mul-
tiple rounded hypodense foci within the posterior rectal wall. CT scan sagittal 
view showed multiple rounded foci within the anterior and posterior rectal wall. 
Endoscopic view of post-hyaluronic acid/dextranomer (Solesta, Salix) injection 
showed the submucosal bulking property of the agent.
Treatment
Submucosal injection of hyaluronic acid/dextranomer (Solesta, Salix) into the 
ano-rectum.
Related reports
Little is known regarding the endoscopic and radiological appearance following 
injection of this ano-rectal bulking agent.
Term explanation
Hyaluronic acid/dextranomer (Solesta, Salix) is a non-allergenic, biocompatible 
bulking agent, which causes a tissue-like formation in the anal canal that can 
provide an alternative to surgical treatment when conservative management for 
fecal incontinence has failed. 
Experiences and lessons
As demonstrated in our report, computed tomography findings may show mural 
rectal thickening with hypodense foci within the ano-rectal wall after injection of 
the ano-rectal bulking agent, which may mimic the appearance of an abscess 
or tumor; thus, it is important for clinicians to be cognizant of the endoscopic 
and radiological appearance of the ano-rectum after hyaluronic acid/dextrano-
mer injection, to inquire about previous bulking agent injection in the anal canal, 
and to include this in the differential diagnosis. 
Peer review
These authors showed the interesting finding of computed tomography and en-
doscopic findings after hyaluronic acid/dextranomer injection in the ano-rectal 
area. As it is demonstrated in their report, the computed tomography findings 
may show mural rectal thickening with hypodense foci within the ano-rectal 
wall, which may mimic abscess or tumor.
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