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Background: Surgery is the principle treatment of resectable non-metastatic rectal GIST. There is a question whether
standard oncologic resection or local excision is appropriate in surgery for rectal GIST. The present report is a case of
successful transanal excision in a lower rectal GIST patient.
Case Report: A 54-year-old woman presented with passing bright red blood per her rectum for one month. Her physical
examination, colonoscopy with biopsy and CT scan demonstrated a three-centimeter lower rectal GIST with no liver metastasis.
The patient underwent an uneventful transanal excision. The operative time was 95 minutes and blood loss was 20 milliliters.
The pathology report showed a three centimeter spindle cell type GIST; mitotic count >10/50 high power field with absence of
angiolymphatic invasion. The patient received postoperative adjuvant Imatinib Mesylate. No recurrent tumor was detected by
either physical examination or CT scan after one year of follow-up and she had neither incontinence nor constipation.
Conclusion: Short-term results both in oncologic clearance and functional outcomes of transanal excision in a small lower
rectal GIST (under 3 cm) were acceptable. However, long-term follow-up is still needed.

Keywords: Rectal GIST, Gastrointestinal stromal tumor, GIST, Transanal excision, Local excision

Surgery is the principle treatment for
resectable, non-metastatic rectal GIST. The standard
oncologic resection might be inappropriate especially
in lower rectal GIST because skip metastases and
lymphatic spread are rarely reported meanwhile some
patients could not avoid having a permanent colostomy.
There is a question whether a local excision such as
transanal excision in the lower rectal GIST is comparable
to an oncologic resection or not. The authors, therefore,
report a case of successful transanal excision in lower
rectal GIST.

Case Report
A 54-year-old woman presented with passing

bright red blood per her rectum for one month. She had
no underlying diseases. Physical examination and
colonoscopy demonstrated a 3-cm polypoid mass at
the left lateral wall of the lower rectum; 5 cm above anal

verge. The biopsy reported spindle cell neoplasm and
immuno-histochemical study revealed the tumor cells
marked with CD117 and CD34 (Fig. 1). An abdominal
CT scan showed an enhancing 3.5x3.5x3.6 cm3 lobulated
contour soft tissue mass at the left lateral aspect of the
lower rectum which abutted to the left of levator ani
muscle (Fig. 2). No liver metastasis was demonstrated.

After informing the patient of risks, benefits,
alternatives and complications, the patient consented
for surgery but refused to have a colostomy. She then
underwent transanal excision (Fig. 3). Under spinal
anesthesia, the patient was placed in prone jackknife
position after an indwelling Foley catheter was inserted

Case Report

Fig. 1 CD 117 and CD 34 immunohistochemistry stain.
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or total mesorectal excision is unnecessary in rectal
GIST.

The author reports here a case of successful
transanal excision in the lower rectal GIST with
acceptable short-term outcomes and the patient avoided
a permanent colostomy in the abdomino-perineal
resection. Transanal local excision has been primarily
reported as an acceptable treatment in small rectal
GIST less than 3 cm if R0 resected margins can be
achieved and the anal sphincter is not involved. Other
local excision techniques such as trans-sacral approach
or transvaginal approach have been reported in
selected patients if a transanal excision was difficult to
perform(3-5).

Local recurrence is one of the concerns in
surgery for rectal GIST. It has been reported in 77
percent and 31 percent of cases after local excision and
radical resection, respectively(6). Incomplete tumor
removal which leads to recurrence has been reported
in up to 38 percent of patients despite extensive
procedures that were carried out(7). Moreover, the
resection rate of salvage surgery after local recurrence
dropped to 40 to 55 percent(8,9).

With the introduction of tyrosine kinase
inhibitors, unresectable lesions could be down staged
with subsequent R0 resection in over 80 percent of
patients by pre-operative neoadjuvant therapy(10,11).
Preliminary data suggest that neoadjuvant Imatinib
therapy does not increase postoperative complications,
but the risk of bleeding or tumor perforation requiring
emergency surgery does not seem negligible(12,13).
Furthermore, local excision is a less extensive surgery
with better anticipated postoperative functional
outcomes(14,15).

Conclusion
Short-term results both in oncologic clearance

and functional outcomes of a transanal excision in a
small lower rectal GIST (under 3 cm) is acceptable.
However, long-term follow-up is still needed. Currently,
indications, optimal dose, appropriate duration as well
as timing for surgery in neoadjuvant therapy are not
established.

What is already known on this topic?
Surgery is principle treatment in a non-

metastasis rectal GIST.

What this study adds?
Resection with a negative margin such as

transanal excision is adequate management for non-

Fig. 2 Colonoscopic appearance and CT scan showed
submucosal mass in lower rectum.

Fig. 3 Transanal excision.

and prophylactic antibiotics were given. Rectal
irrigation with Povidone Iodine solution and Lone-Star
retractors were applied to expose the anorectal region.
The rectal wall including the tumor and surrounding
perirectal fat were excised with electrocautery. To avoid
rectal lumen stricture, the defect of the rectal wall was
closed with interrupted 2-0 Polyglactin sutures in
transverse fashion. The operative time was 95 minutes
and blood loss was 20 milliliters. The patient recovered
uneventfully after surgery.

The pathology report showed a 3-cm spindle
cell type GIST; mitotic count >10/50 high power field;
absence of angiolymphatic invasion; free all resected
margins. Afterward, the patient received postoperative
daily adjuvant Imatinib Mesylate 400 mg daily. No
recurrent tumor was detected by either physical
examination or CT scan after one year of follow-up and
she had neither incontinence nor constipation.

Discussion
In non-metastatic resectable colorectal GIST,

surgery is the standard treatment and it can be achieved
in 95 percent of the cases(1,2). The principle of surgery
in colorectal GIST is wide resection of tumor with
negative margins. Usually, segmental colon or rectal
resection is enough because lymphatic and skip
metastasis is very rare. Therefore, lymphadenectomy
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metastasis lower rectal GIST patients.
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