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(with the present) of anal canal GISTs have been reported 
in the literature. The majority of anorectal GISTs, and 
consequently of anal canal GISTs, present in males in 
their fifth to seventh decade of life10. Reported cases of 
anal canal GISTs mention rectal bleeding and pain during 
defecation as the most common presenting symptoms of 
the disease and the main reason for the evaluation of the 
patient. In one patient, the presence of anal canal GIST 
was an incidental finding during a routine physical exam, 
while in another reported case the presence of the anal 
mass was noted by the patient. In Table 1, the charac-
teristics of the patients in literature reported cases with 
anal canal GISTs are summarized8-11. In most cases, anal 
GISTs were discovered during endoscopic procedures 
for other unrelated health issues or while investigating 
the presenting symptoms. The endoscopic features char-
acteristical of GISTs include a smooth shape, a normal 
overlying mucosa, occasional mucosal ulceration, and 
firm consistency on compression12. The typical imaging 
algorithm for GISTs includes an initial staging evalua-
tion with multiphasic computed tomography (CT). A CT 
scan, with intravenous contrast and image acquisition of 
both the arterial and portal phases, allows for identifica-
tion of hypervascular lesions in the liver, which may sig-
nify the presence of metastatic disease, and furthermore, 
this modality may be used for the follow-up of patients, 
since these lesions become hypodense with treatment. In 
a CT scan, GISTs may also appear as well-circumscribed 

extra-luminal space-occupying masses that, after infu-
sion of the contrast, exhibit heterogeneous enhancement, 
especially some larger GISTs, with necrotic-hemorrhagic 
areas or degenerative components13. In MRI imaging, 
these tumors may present as circumscribed, smooth solid 
masses that cause narrowing of the lumen. The submu-
cosal location of GISTs makes endoscopy less useful 
for diagnosis. Some lesions might have central necrosis. 
Therefore, on MRI, they tend to have diffuse low signal 
on T1 and high signal on T2. Post-contrast enhancement 
is homogenous in the solid variety and ring pattern in 
case of a necrotic center. Signs of malignancy include a 
large size, lobulated contours, increase in size on follow-
up imaging and presence of hematogenous metastases. 
Up to 50 % of all GISTs will have evidence of metastatic 
disease at the time of presentation, which significantly 
impacts prognosis11. Endoanal ultrasound is also a very 
useful imaging technique. Anal GISTs may be depicted 
as hypoechoic lesions in the intersphincetric plane with-
out the presence of regional lymphadenopathy9,10. A pre-
operative biopsy is not necessary when a lesion is consid-
ered suspicious, resectable or operable. However, a pre-
operative specimen would be appropriate when treating 
patients with disseminated disease or in locally advanced 
GISTs, where neoadjuvant therapy is being considered14. 
The final diagnosis is established with both its unique mi-
croscopic features, which are distinctive of GISTs, and 
the immunochemical methods (CD-117, CD34, actin, 
desmin, S-100, and ki-67). The pathology report should 
include relevant features of the tumor such as its size (< 
or >5 cm), the number of mitoses per 50 HPF (10 mm2; 
low grade ≤5/50 HPF; high grade >5/50 HPF) counted in 
the most active regions, and margins status15,16.

GISTs are best treated by surgery, while radiotherapy 
or conventional chemotherapy are not efficient as adju-
vant therapies. However, controversy exists regarding 
whether abdominoperineal resection (APR) or conserva-
tive surgery is the best alternative surgical option for anal 
canal GISTs17. Although the incidence of local recurrence 
is reported to be lower after APR, the distant metasta-
sis and survival rates are not significantly different9,10. 
Therefore, it has been suggested that low-risk GISTs 
with size below two cm and mitosis less than five per 
50 HPF may be considered suitable for local excision if 
sphincter-saving surgery is technically feasible, while 
more aggressive GISTs should be treated with radical 
excision14. Furthermore, the margin positivity (R1) may 
indicate the need of a more aggressive treatment, such as 
abdominoperineal resection, if a local resection has been 
employed, especially if the tumor belongs to high or very 
high-risk group (size >5 cm, >5 mitosis per 50 HPF)9. 
Regarding Tyrosine kinase inhibitors, such as imatinib, 
as adjuvant therapy, there is still some controversy, as 
the incidence of anal canal GISTs is very low, and they 
are still categorized in a larger group, namely the rectal 
GISTs. It has been proposed that imatinib may be admin-
istered for unresectable primary or recurrent GIST since 
it has shown efficiency in controlling the disease’s pro-

Table 1: Characteristics of patients reported in the literature 
as anal canal gastrointestinal stromal tumors.

Author Sex Age Symptoms
Azzaza et al Female 70 Anal canal 

mass
Carvalho N et al Male 73 Anal mass
Chak-Man Li et al Female

Male
73
67

Anal pain
Rectal bleeding

Duarte et al Male 75 Gluteal mass
Kumar et al Male 60 Dark color 

stool
Lanteri R et al Female 81 Rectal 

bleeding, 
abdominal 
colic pain

Nigri GR et al Male 78 Incidental 
finding

Oluyemi et al Male 61 Rectal bleeding
Paramythiotis et al Male 27 Anal mass, 

pain
Ramzan et al Male 65 Pain during 

defecation, 
Constipation

Singhal et al Male 61 Pain during 
defecation, 
Rectal bleeding

Terada et al Female 70 Anal mass
Wachter et al Male 56 anemia
Current case Male 28 Enlarging anal 

mass


