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Abstract
Buschke–Löwenstein’s tumor (BLT) is a skin tumor induced by a human papillomavirus (HPV) infection. 
HPV genotypes 6 and 11, which are of low oncogenic potential, are present in over 90% of condylomas. 
Genotypes 16 and 18 combine with factors related to immunosuppression and chronic irritation to promote 
exophytic and endophytic growth and malignant transformation. BLT is most common in men between 
the ages of 40 and 60, occurring most commonly in the genital area. Perianal localization is less frequent 
and raises the problem of adequate management to reduce morbidity and the rate of recurrence. We report 
the cases of two male patients aged 45 and 57 years, who presented with perianal and buttock BLT for 
which large excisions were performed with satisfactory outcomes. We discuss the epidemiological and 
therapeutic aspects.
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Résumé
La tumeur de Buschke Lowenstein(TBL) est une tumeur cutanée viroinduite par l’infection à human 
papilloma virus (HPV) dont les génotypes 6,11 à faible potential oncogéne sont présents dans plus 
de 90% des lesions condylomateuses. Les génotypes 16 et 18 se conjuguent aux facteurs liés à 
l’immunodépression et à l’irritation chronique et favorisent la croissance exo et endophytique et la 
transformation maligne. Elle est plus fréquente chez l’ homme entre 40 et 60 ans et dans la région 
génitale. La localisation périanale est moins fréquente et pose le probléme de la prise en charge adéquate 
pour réduire la morbidité et le taux de récidive. Nous rapportons deux observations de patients agés 
de 45 et 57 ans, de sexe masculine, présentant une TBL périanale et féssière pour laquelle une exérèse 
large et une cicatrisation dirigée étaient effectuées. Nous discutons les aspects épidémiologiques, 
thérapeutiques et évolutifs.
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Introduction

Condylomas are cutaneous or mucosal lesions 
induced by human papillomavirus (HPV) 
infection that produces isolated or clustered 
pseudoepitheliomatous proliferation.

They usually lie in the genital or perineal area. 
The increasing frequency runs parallel with 
risky sexual behaviors, in particular multiple 
sexual partners and anal coitus. Risky sexual 
behaviors, inadequate personal hygiene, 
and chronic infections favor the sexual 
transmission of HPV, of which genotypes 6, 
11, 16, and 18 are involved in the occurrence 
of condylomatous lesions.[1,2] They are well 
known in dermatology and venereology 
where medical treatment, cryotherapy, or 

electrocoagulation are used for isolated or 
limited number of condylomas.

Many factors related to immunosuppression 
or chronic irritation can promote the 
transformation to the extensive form or 
giant acuminatum condyloma or Buschke–
Löwenstein’s tumor (BLT). It is a rare 
clinical entity, however, with an incidence 
of less than 0.1% in the population.[3] It 
occurs on the penis and scrotum in men, or 
the vulva in women, and more rarely in the 
perianal region. BLT is characterized by its 
vegetative development like a chicken comb, 
its impressive volume, its cauliflower-like 
appearance, its invasive, recurrent character, 
and its degenerative potential in preoperative 
or postoperative period if lesions persist. The 
perianal localization raises the problem of 
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Figure 1: Perineal and perianal condyloma lesion Figure 2: Perianal condyloma excision (postoperative aspect)

which surgical strategy to use, the depth of surgical excision, 
and whether or not to cover the lesion in order to reduce 
postoperative morbidity.

We report two cases of patients with perineal giant acuminatum 
condyloma and discuss the epidemiological and therapeutic 
aspects.

Case Reports

Case 1

A 44-year-old single male, expatriate living in Europe, was 
admitted on February 2017 with complaints of a large mass 
in the perianal region for more than 2 years. The mass had 
progressively increased in size and was making intimate 
personal hygiene increasingly difficult to maintain. He smoked 
cigarettes but did not drink alcohol.

Examination revealed a patient in good general condition 
who was not pale. Examination of the cardiovascular and 
respiratory systems and of the abdomen did not reveal any 
abnormalities. Perineal examination revealed a vegetative 
mass with cauliflower-like appearance on either side of the 
anus [Figure 1]. Digital rectal examination did not reveal any 
rectal extension. Locoregional examination didn’t reveal any 
pathologic lymph nodes. Results of full blood count and renal 
function tests were normal. Retroviral (HIV1 + 2) and syphilis 
serology (TPHA) tests were negative.

Rectosigmoidoscopy showed normal-looking anal and 
rectal canal. Biopsy was not performed. A one-step surgical 
excision, under locoregional anesthesia, with an electric 
scalpel, removing the entire tumoral mass was performed 
[Figure 2A and B]. The wound was left open for healing with 
twice-daily sitz baths with antiseptic solution combined with 
analgesics (paracetamol + caffeine) and antibiotics (amoxicillin 
+ clavulanic acid). This allowed for healing after about two- 
and a half months. Histopathology confirmed BLT. It did not 
reveal any neoplastic transformation on the slides examined. 
At 28 months, there was no recurrence and there is an ongoing 
regular follow-up in the dermatology clinic.

Case 2

A 56-year-old man, a taxi driver, married with children was 
admitted on July 2019 with complaints of masses that had 
appeared for more than two years in the perineal, buttock, and 
genital areas. He did not report any urinary problems. He did 
not smoke cigarettes or drink alcohol. Clinical examination 
showed a patient in good general condition with no pallor. 
Examination of the cardiovascular and respiratory systems and 
abdomen was normal. The perineum was the site of vegetative, 
cauliflower-like, tumoral mass, on the circumference of the 
anus with scattered clusters on the penis, buttocks, and scrotum 
looking like Buschke–Löwenstein’s giant condyloma [Figure 
3A and B]. Digital rectal examination showed condylomatous 
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Figure 3: Perianal, buttock, scrotal, and penile cauliflower-like vegetative 
condyloma

Figure 4: Perineal, buttock, and penile condyloma excision Figure 5: Two months’ postoperative results

lesions on the anal margin. Locoregional examination did not 
reveal any evidence of pathologic lymph nodes. HIV, hepatitis 
B, and syphilis serology were negative. Full blood count and 
renal function tests showed normal results. Proctoscopy did not 
show any associated rectal lesion. Biopsy was not performed. 
Surgical excision, under locoregional anesthesia, using cold 
scalpel, electric scalpel, and aspiration was performed. It 
removed the perianal, scrotal, penile, and buttocks masses 
in one step, ensuring adequate excision margins [Figure 4]. 

Postoperatively, regular antiseptic solution for wounds care was 
performed until healing [Figure 5]. Histopathology confirmed 
BLT without signs of malignancy [Figure 6]. Regular follow-
up has been ongoing and there has been no recurrence after 
24 months.

Discussion

Approximately 70 HPV genotypes can infect the skin and 
mucous membranes, with a preference for transitional mucous 
membranes where they can cause pseudoepitheliomatous 
proliferation, tissue dysplasia, and neoplastic transformation.[4,5] 
Genotypes 6, 11, 42, 43, and 44, found in more than 90% of 
cases, produce condylomatous lesions and are associated with 
a low oncogenic potential. On the contrary, genotypes 16 and 
18 are associated with a high risk of dysplasia and squamous 
cell carcinoma.[6,7]

Condylomatous lesions take the form of an isolated vegetative 
mass, initially rounded or filiform, evolving into clusters.[1,5] 
The voluminous form or BLTs is much less frequent and 
is reported as clinical cases or short series in the literature. 
Evolution to the extensive form is favored by chronic local 
irritation, poor personal hygiene, and immunosuppression (HIV, 
immunosuppressive treatment, diabetes, chemotherapy, and 
alcoholism).[2,6,8] Association with other sexually transmitted 
infections is common (HIV, syphilis, and chlamydia).

BLT affects all ages, with the majority of cases occurring 
between the 4th and 6th decades of life.[2,9] It is more common 
in males, with a sex ratio of 2.7:1.[2,9]

Transmission is primarily sexual through direct sexual contact. 
The promoting factors are well known and are mostly related 
to unsafe sexual practices.
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Figure 6: (A and B) Condyloma histological aspects (1 = hyperkeratosis 
and koilocyte, 2 = squamous epithelium acanthosis, and 3 = underlying 
connective tissue)

Transmission through water, clothing, gloves, and soiled 
material is also mentioned.[10] In the pediatric population, 
transmission may occur as a result of sexual abuse or through 
mother-to-child transmission during vaginal delivery when the 
woman has genital condylomas.[9]

BLT occurs mainly in wet areas and at mucocutaneous 
junctions. It is predominant in men on the penis, urethral, and 
scrotal areas in 94% of cases, and in women on the vulva in 
90% of cases.[11] Anoperineal localization of condyloma occurs 
in 10%–17% of the cases, favored by anal intercourse and oral 
sex.[11,12] It can also be the result of extensive development of a 
genital condyloma, especially in women. In our two patients, 
the preferential localization was perianal, which may be 
consistent with anal coitus. In the second case, the clusters 
of condylomas were also diffuse on the buttocks, penis, and 
thighs.

Condylomas can concomitantly invade the anal and rectal 
mucosa and predispose to long-term recurrence and neoplastic 
transformation. The work-up should include a search for 
associated infections (HIV, syphilis, chlamydia, and viral 
hepatitis) and a lower gastrointestinal endoscopy. Serologies 
were negative in both patients and the rectal mucosa was 
normal.

Preoperative biopsy is recommended in order to look for a risk 
of malignant transformation which can occur in 8.5%–23.8% 
of cases.[12] However, it is inconsistently performed and may 
include false negatives related to the volume of the tumor. The 
presence of bleeding, basal infiltration, or lymphadenopathy 
should raise the suspicion of neoplastic transformation and 
encourage targeted biopsies.[1]

It is a tumor with both exophytic and endophytic growth that 
can deeply infiltrate structures, leading to the suspicion of 
malignant transformation to microinvasive carcinoma or in 
other cases to invasive keratinizing squamous cell carcinoma.[4,6]

Therapeutically, the extensive form responds exceptionally 
well to medical treatment alone.[1,11] Topical (podophyllin, 
imiquimod, 5FU, and bleomycin) or intralesional (5FU, 
bleomycin, and interferon-alpha) application is prescribed in 
minor carcinomas. Rare cases of total regression of BLT have 
been reported by Hum et al.[13] and Dinleyici et al.[14] after 
application of imiquimod 3.75% three times per week.

Radiotherapy is controversial. Its combination with 
chemotherapy also gives inconsistent results. It is indicated 
in degenerated forms or with contraindications to surgery. It 
may be administered with 5FU/mitomycin or 5FU/cisplatin, 
and total or partial regression of condylomas has been reported 
in some series.[15,16]

Surgical treatment is the gold standard, although it can be 
disfiguring. The surgical excision must be large and must 
involve all macroscopic lesions with adequate resection 
margins. No additional procedure is useful in non-degenerative 
forms. Protection by smoke aspiration, cold scalpel removal, 
and coagulation avoids the diffusion of viral particles known to 
be contagious. In our two patients, the lesions were non-invasive 
and easily excised with a cold scalpel followed by hemostasis. 
In the absence of invasion and obvious degeneration, surgical 
excision is sufficient in most cases and healing by secondary 
intention is the most widely used method in the literature. It 
involves twice-daily care (by sitz bath with antiseptic) with a 
healing time of more than 2 months and sometimes predisposes 
to cicatrization.[17,18] Flap coverage shortens the healing time 
and improves the aesthetic results.[4,18]

Recurrence may occur in 50% of cases, due to incomplete 
excision or the progressive development of microscopic 
lesions.[9,11] The average recurrence time is 10 months. Topical 
adjuvant therapy is proposed in cases of remaining lesions with 
variable results. However, recurrence occurs in 67% of cases 
after medical treatment.[11]
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Conclusion

BLT in its perianal location is less frequent. It is a tumor of 
viral origin that may be associated with unsafe sexual practices. 
It has sometimes impressive exophytic growth and endophytic 
development that may suggest malignancy. The search for an 
intrarectal extension by endoscopy is essential. Treatment by 
wide, sufficiently deep excision is the most effective treatment 
and reduces the recurrence rate.
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