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a b s t r a c t 

Gastrointestinal stromal tumors (GISTs) arising from the rectum are rare. We report the case 

of an aggressive rectal gastrointestinal stromal tumor (GIST) in a 60-year-old female that 

presented for symptoms of constipation and lower gastrointestinal bleeding. Upon rectal ex- 

amination, a hard mass was found at 6cm from the anal marge. An MRI was indicated that 

shows a well-demarcated lesion originates from the distal rectum with exophytic growth 

and central necrosis. The diagnosis of rectal gist was confirmed by colonoscopy with biopsy 

and immunohistochemical analyses of bioptic material. Liver metastases were seen on com- 

puterized tomography (CT). She was referred for palliative chemotherapy. The patient had 

suffered from intestinal obstruction three weeks after his initial presentation and passed 

away shortly thereafter. We aimed to report this case as an aggressive and rare GIST local- 

ization. 

© 2021 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

Introduction 

GIST in the rectum is extremely rare. It represents less than 5%
of all gastrointestinal stromal tumors and 0.1% of all colorectal
tumors. 

We present a case of an aggressive rectal GIST tumor that
was not amenable to resection, resulting in intestinal obstruc-

tion and liver metastasis. 
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Case report 

A 60-year-old male patient with symptoms of constipation
and lower gastrointestinal bleeding. She also described ab-
dominal pain located in the right upper quadrant of the ab-
domen. 

Physical exam revealed a palpable mass on rectal exam
located at 6 centimeters from anal marge visualized on
rectoscopy evocative of anorectal carcinoma. 
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Fig. 1 – Pelvic MRI shows a Well-demarcated mass originates from the distal rectum with exophytic growth and central 
necrosis on T2-weighted image, T1-weighted image, sagittal T2–weighted image, Diffusion, and contrast enhancement 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2 – Contrast-enhanced showing multiples hypodense 
lesions related to metastatic disease 

 

 

 

Pelvic MRI was performed for determining the exact tumor
origin and delineating the spatial relation to adjacent struc-
tures. It reveals a well-demarcated mass originates from the
distal rectum with exophytic growth, central necrosis by T2-
weighted imaging of high signal, and heterogeneous enhance-
ment suggestive of GIST ( Fig. 1 ). We noticed close contact
with the posterior vaginal wall and bilateral levator ani. Her
colonoscopy-guided biopsy and immunohistochemical exam-
ination confirmed the diagnosis of rectal GIST with high mi-
totic activity. 

Contrast-enhanced CT of the chest and abdomen, for stag-
ing revealed metastatic lesions of the liver ( Fig. 2 ). She was
determined to be a non-surgical candidate due to metastatic
liver disease and was referred to an oncology department
for palliative chemotherapy (Imatinib). She presented to the
emergency department three weeks later with abdominal
pain, nausea, and vomiting. Her abdomen and imaging from
the outside hospital revealed an intestinal obstruction. The
patient refused surgery as she wished to be discharged home
and be with her family. She passed away two weeks later. 

Discussion 

Rectal GISTs account for approximately 2% of all gist tumors
and 0.1% of all colorectal tumors [1] . The majority of GISTs
have a benign course, in some rare cases, it can exhibit an ag-
gressive course, such as the case in our patient. 

The aggressiveness of a GIST tumor is related to tumor size
and histological findings [2] . In a tumor larger than 5 cm with
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a mitotic count higher than ten per fifty high-power field HPF,
the risk of aggressive clinical behavior is considered to be high.

The median age is around 60–65 years old, with a similar
clinical presentation to rectal adenocarcinoma including rec-
tal bleeding, constipation, abdominal and pelvic discomfort.
However intestinal obstruction due to rectal GIST is uncom-
mon [3] . For this reason, we aimed to report this case. 

The majority of rectal GISTs arise from the muscularis pro-
pria of the intestinal wall. They usually have an exophytic
growth pattern with the epicenter located well outside the rec-
tum [4] . 

MRI is the best modality to determine the origin of the tu-
mor. It allows an appropriate assessment of the surgical pelvic
floor, the involvement of adjacent organs, and the exact dis-
tance from the anal verge. It may be superior to CT in detecting
the internal component. 

Rectal GISTs appear as isointense to skeletal muscle on T1-
weighted images and hyperintense on T2-weighted images,
and moderately or mildly enhanced. An heterogeneous pat-
tern of enhancement is common as in our case. It corresponds
to intralesional necrosis or hemorrhage considered as poor
prognostic factors [5] . 

Contrast-enhanced CT is more dedicated to assess the
presence or absence of metastatic disease. 

Accurate diagnosis relies on pathologic, cytologic, and im-
munohistochemical analysis of the tumor cells. Through im-
munocytochemical stain, the tumor cells for c-kit and CD34
showed diffusely positive in both smear specimens and paraf-
fin sections [6] . 

GIST tumors including rectal localization are typically
managed with surgical resection. The liver is the first
metastatic site, Lymph node involvement, lung and bone
metastasis are rare with GISTs.If the tumor presents with
metastases or local advancement to the point where surgical
treatment may not be effective, the patient is treated with ty-
rosine kinase inhibitor imatinib mesylate [7] . 

As with other GIST tumors, adjuvant chemotherapy with
imatinib mesylate is effective in the treatment of rectal GISTs.
Our patient didn’t have the chance to start her Imatinib me-
sylatechemotherapy as she presented intestinal obstruction. 

Intestinal obstruction in rectal gists is an unusual situation
[8]. 

The overall survival rate for a patient with a rectal GIST
varies based on its tumor grade [8]. The most common cause
of death is distant metastasis and involvement of the liver is
a frequent event. 

In our case, the intestinal obstruction complicates, even
more, the outcome. 

Conclusion 

Rectal GISTs, need to be approached earlier and with cau-
tion due to their unpredictable character of aggressiveness.
Imatinib should be introduced earlier for unresectable and
metastatic diseases. A high-risk rectal GIST based on mitotic
power and size of the tumor is associated with aggressive
metastatic dissemination to the liver and evocative of poor
survival. 
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