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Abstract
Gastrointestinal stromal tumors (GISTs) rarely arise in 
the rectum. Whereas a local resection with negative 
margins is generally considered adequate for resectable 
GISTs, a wide resection is usually indicated for rectal 
lesions because of the technical impossibility of local 
resection. We report the cases of two patients who un-
derwent resection of a rectal GIST using a transsacral 
approach. Both patients had an uneventful postopera-
tive course, and no evidence of recurrence has been 
identifi ed. The transsacral approach appears to be less 
invasive and should be considered as the treatment of 
choice for a rectal GIST.
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Introduction

Gastrointestinal stromal tumors (GISTs) comprise the 
most common subset of mesenchymal tumors arising 
from the gastrointestinal tract, with the poorest progno-
sis.1 GISTs arise most commonly in the stomach, fol-
lowed by the small bowel, and occasionally the rectum, 
esophagus, and colon.2 Localized GISTs are treated ef-
fectively by surgical excision. Although a wedge resec-
tion of the stomach or a segmental resection of the 
intestine is considered adequate, a local resection of 
primary GISTs in the esophagus, duodenum, and rec-
tum is often technically impossible. Thus, wide resec-
tions are usually the treatment of choice for GISTs in 
these locations.3 We report two cases of rectal GIST, 
treated using a less-invasive transsacral approach with 
good functional results.

Case 1

A 75-year-old woman presented to our clinic complain-
ing of unusual bowel movements. A pelvic examination 
revealed a smooth mass between the vagina and rectum. 
Transvaginal ultrasonography revealed a well-encapsu-
lated solid mass of size 3.6 × 4.1 cm. Core needle biopsy 
of the mass showed a spindle-shaped tumor, positive for 
c-kit and CD34, with a mitotic rate of less than 5 per 50 
high-power fi elds. The tumor was located about 5 cm 
proximal to the anal verge. Although we recommended 
abdominoperineal resection with a colostomy, the pa-
tient refused; hence, we decided to use a transsacral 
approach for tumor resection. The patient was posi-
tioned in the prone jackknife position and a paramedian 
skin incision was made. We dissected up to the sacro-
coccygeal joint, then removed the coccyx and incised 
the fascia of Waldeyer to expose the perirectal area. 
After mobilizing the rectum circumferentially from the 
vagina, we performed a segmental resection and an end-
to-end anastomosis. Postoperatively, the patient did 
not experience pain while sitting or dysfunction of the 
sphincteric mechanism. When last seen, 2 years after 
her operation, there was no evidence of recurrence, and 
her bowel movements were normal.

Case 2

A 55-year-old man was referred to our department for 
the investigation of a rectal mass detected during a rou-
tine physical examination. He denied any history of 
constipation or hematochezia. A similar lesion had been 
found 10 years earlier, and the results of a rectal biopsy 
had led to a diagnosis of benign leiomyoma. On rectal 
examination, a mobile and nontender mass with a 
smooth surface was palpable in the anterior wall of the 
rectum. We biopsied the rectal mass and GIST was di-
agnosed. Magnetic resonance imaging showed a 5.5 × 

Used Mac Distiller 5.0.x Job Options
This report was created automatically with help of the Adobe Acrobat Distiller addition "Distiller Secrets v1.0.5" from IMPRESSED GmbH.
You can download this startup file for Distiller versions 4.0.5 and 5.0.x for free from http://www.impressed.de.

GENERAL ----------------------------------------
File Options:
     Compatibility: PDF 1.2
     Optimize For Fast Web View: Yes
     Embed Thumbnails: Yes
     Auto-Rotate Pages: No
     Distill From Page: 1
     Distill To Page: All Pages
     Binding: Left
     Resolution: [ 600 600 ] dpi
     Paper Size: [ 595.276 785.197 ] Point

COMPRESSION ----------------------------------------
Color Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Medium
     Bits Per Pixel: As Original Bit
Grayscale Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Medium
     Bits Per Pixel: As Original Bit
Monochrome Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 600 dpi
     Downsampling For Images Above: 900 dpi
     Compression: Yes
     Compression Type: CCITT
     CCITT Group: 4
     Anti-Alias To Gray: No

     Compress Text and Line Art: Yes

FONTS ----------------------------------------
     Embed All Fonts: Yes
     Subset Embedded Fonts: No
     When Embedding Fails: Warn and Continue
Embedding:
     Always Embed: [ ]
     Never Embed: [ ]

COLOR ----------------------------------------
Color Management Policies:
     Color Conversion Strategy: Convert All Colors to sRGB
     Intent: Default
Working Spaces:
     Grayscale ICC Profile: 
     RGB ICC Profile: sRGB IEC61966-2.1
     CMYK ICC Profile: U.S. Web Coated (SWOP) v2
Device-Dependent Data:
     Preserve Overprint Settings: Yes
     Preserve Under Color Removal and Black Generation: Yes
     Transfer Functions: Apply
     Preserve Halftone Information: Yes

ADVANCED ----------------------------------------
Options:
     Use Prologue.ps and Epilogue.ps: No
     Allow PostScript File To Override Job Options: Yes
     Preserve Level 2 copypage Semantics: Yes
     Save Portable Job Ticket Inside PDF File: No
     Illustrator Overprint Mode: Yes
     Convert Gradients To Smooth Shades: No
     ASCII Format: No
Document Structuring Conventions (DSC):
     Process DSC Comments: No

OTHERS ----------------------------------------
     Distiller Core Version: 5000
     Use ZIP Compression: Yes
     Deactivate Optimization: No
     Image Memory: 524288 Byte
     Anti-Alias Color Images: No
     Anti-Alias Grayscale Images: No
     Convert Images (< 257 Colors) To Indexed Color Space: Yes
     sRGB ICC Profile: sRGB IEC61966-2.1

END OF REPORT ----------------------------------------

IMPRESSED GmbH
Bahrenfelder Chaussee 49
22761 Hamburg, Germany
Tel. +49 40 897189-0
Fax +49 40 897189-71
Email: info@impressed.de
Web: www.impressed.de

Adobe Acrobat Distiller 5.0.x Job Option File
<<
     /ColorSettingsFile ()
     /LockDistillerParams false
     /DetectBlends false
     /DoThumbnails true
     /AntiAliasMonoImages false
     /MonoImageDownsampleType /Bicubic
     /GrayImageDownsampleType /Bicubic
     /MaxSubsetPct 100
     /MonoImageFilter /CCITTFaxEncode
     /ColorImageDownsampleThreshold 1.5
     /GrayImageFilter /DCTEncode
     /ColorConversionStrategy /sRGB
     /CalGrayProfile ()
     /ColorImageResolution 150
     /UsePrologue false
     /MonoImageResolution 600
     /ColorImageDepth -1
     /sRGBProfile (sRGB IEC61966-2.1)
     /PreserveOverprintSettings true
     /CompatibilityLevel 1.2
     /UCRandBGInfo /Preserve
     /EmitDSCWarnings false
     /CreateJobTicket false
     /DownsampleMonoImages true
     /DownsampleColorImages true
     /MonoImageDict << /K -1 >>
     /ColorImageDownsampleType /Bicubic
     /GrayImageDict << /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.9 >>
     /CalCMYKProfile (U.S. Web Coated (SWOP) v2)
     /ParseDSCComments false
     /PreserveEPSInfo false
     /MonoImageDepth -1
     /AutoFilterGrayImages true
     /SubsetFonts false
     /GrayACSImageDict << /VSamples [ 2 1 1 2 ] /HSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.76 /ColorTransform 1 >>
     /ColorImageFilter /DCTEncode
     /AutoRotatePages /None
     /PreserveCopyPage true
     /EncodeMonoImages true
     /ASCII85EncodePages false
     /PreserveOPIComments false
     /NeverEmbed [ ]
     /ColorImageDict << /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.9 >>
     /AntiAliasGrayImages false
     /GrayImageDepth -1
     /CannotEmbedFontPolicy /Warning
     /EndPage -1
     /TransferFunctionInfo /Apply
     /CalRGBProfile (sRGB IEC61966-2.1)
     /EncodeColorImages true
     /EncodeGrayImages true
     /ColorACSImageDict << /VSamples [ 2 1 1 2 ] /HSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.76 /ColorTransform 1 >>
     /Optimize true
     /ParseDSCCommentsForDocInfo false
     /GrayImageDownsampleThreshold 1.5
     /MonoImageDownsampleThreshold 1.5
     /AutoPositionEPSFiles false
     /GrayImageResolution 150
     /AutoFilterColorImages true
     /AlwaysEmbed [ ]
     /ImageMemory 524288
     /OPM 1
     /DefaultRenderingIntent /Default
     /EmbedAllFonts true
     /StartPage 1
     /DownsampleGrayImages true
     /AntiAliasColorImages false
     /ConvertImagesToIndexed true
     /PreserveHalftoneInfo true
     /CompressPages true
     /Binding /Left
>> setdistillerparams
<<
     /PageSize [ 576.0 792.0 ]
     /HWResolution [ 600 600 ]
>> setpagedevice



K. Matsushima and M. Kayo: Transsacral Approach for Rectal GIST 699

5.0 cm mass adjacent to the prostate without evidence 
of distant metastasis (Fig. 1a, b). We performed a wedge 
resection of the rectum using a transsacral approach 
(Fig. 2). There was no sign of invasion to adjacent 
organs. The resected specimen contained an ovoid, 
elastic-hard tumor (Fig. 3). Pathological examination 
yielded results consistent with intermediate-grade GIST 
with negative margins (Fig. 4a, b). The patient had an 
uneventful postoperative course and was discharged 12 
days after his operation. The anal sphincter and associ-
ated innervations were spared and the patient experi-
enced no postoperative incontinence.

Discussion

The clinicopathological profi les of GISTs of the rectum 
are more obscure than those of GISTs of the stomach 
or small intestine.1 As GIST is a recently defi ned mo-
lecular and pathological entity, its management at initial 
diagnosis and the treatment of local and advanced dis-
ease have not yet been standardized. For localized, re-
sectable GISTs, surgery is the preferred treatment, and 
neither radiotherapy nor conventional chemotherapy 
has proved effi cient as adjuvant therapy.4 Moreover, no 
consensus has been reached among experts regarding 
the need for preoperative diagnosis by core-needle bi-
opsies, taken either by endoscopic ultrasound or percu-
taneously.3 However, consideration of biopsy should be 
based on the extent of the disease and suspicion of a 
given histological subtype.5 The rarity of rectal GIST 
makes the assessment of the precise extent of surgical 
resection diffi cult. According to our review of the litera-
ture, most patients with rectal GIST have undergone 
more extensive procedures such as abdominoperineal 
or low-anterior resection.6 However, complete surgical 
resection with en-bloc (R0) resection of the tumor and 
the surrounding normal tissue is the current treatment 
of choice for GISTs, followed by surveillance for metas-
tasis and recurrence.2 There is no evidence that proce-
dures more extensive than the removal of all gross 
neoplasm prolong survival or delay recurrence. A com-
plete resection of a primary GIST is associated with a 
5-year survival rate of 48%–65%.7

Several minimally invasive treatment options are 
available for small favorable lesions in the rectum.8 
Endoscopic snaring or excision is useful for small 
polyps at any level in the rectum, whereas transanal 
approaches have been developed recently to resect rec-
tal tumors. This approach is less invasive, but the resec-
tion of tumors distant from the anal verge is diffi cult.4 
A transsphincteric approach is usually indicated for le-
sions in the lower rectum that are too large for trans-
anal resection. A posterior transsacral approach for 
disease located in the rectum was well described by 
Kraske,9 and a modifi ed version has been used for 
benign rectal problems and selected rectal cancers.10 
Transsacral surgical approaches to the rectum are still 
avoided by most surgeons because these procedures are 
considered to be associated with an increased risk of 
complication such as fecal fi stula, anal dysfunction, and 
poor perineal wound healing.8 However, most studies 
that reported a high incidence of complications were 
conducted before the era of proper bowel preparation, 
prophylactic antibiotics, and adequate drainage tech-
niques.11,12 Neither of our patients suffered complica-
tions after surgery and both were discharged within 
2 weeks. Furthermore, anastomotic leakage after a 
posterior approach will cause only localized problems, 

a

b

Fig. 1. Pelvic T2-weighted imaging shows a rectal mass and 
its anatomic relationships to the adjacent structures (case 2). 
a Axial view; b sagittal view
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Fig. 2. Schematic description of the 
technique. a The patient is posi-
tioned prone on the table and the 
buttocks are taped to the side of the 
table. A skin incision is made just 
lateral to the midline, extending to 
the anal verge. b The coccyx is ex-
cised with electrocautery. After in-
cision of Waldeyer’s fascia, 
circumferential mobilization of the 
rectum is performed. c After open-
ing the posterior wall of the rectum, 
full-thickness excision of the lesion 
is performed with a normal margin. 
d The rectum is closed in a longitu-
dinal fashion with Albert–Lembert 
sutures

Fig. 3. The gross specimen from case 2 was ovoid and measured 
5.5 × 3 cm
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a

b

Fig. 4. a, b Histopathological examination of the tumor from 
case 2 revealed the proliferation of spindle-shaped cells with 
a negative surgical margin

limited to the extraperitoneal cavity, without creating 
generalized peritonitis.

In conclusion, these two case reports show the safety 
and feasibility of a transsacral approach to resect a 
rectal GIST.
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