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Abstract 

Buschke - Löwenstein tumor is an uncommon disease associated with human papillomavirus infection. It occurs 

most often in pubescent male subjects with sexual activity. It is located at the level of the external genitalia. The 

diagnosis is based on the histological study and the treatment is essentially surgical with complete and wide excision 

in order to avoid recurrence. The prevention of this tumor is based on the treatment of condylomata acuminata as a 

sexually transmitted disease. 
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1. Introduction 

The Buschke-Löwenstein tumor (BLT) or giant condyloma acuminata (GCA) is a rare nosological entity described 

by Buschke and Löwenstein in 1925 [1]. It is an ill-defined epithelial tumor that develops in the external genitalia 

and in the anorectal region following a sexually transmitted viral infection whose causal agent is the papillomavirus 

(HPV) often non-oncogenic (HPV 6 and 11) [2]. It is distinguished from condyloma acuminata by its more marked 

proliferation and deep penetration into the underlying tissues which can then be repressed, and from squamous cell 

carcinoma by the absence of histological invasion and metastases [1-3]. It is characterized by its degenerative 

potential and its recurrence after treatment [1-4]. Management is often the subject of controversy: abstention from 

treatment, surgical excision, electrocoagulation-excision, CO2 laser, immunotherapy. A consensus seems to be 

emerging for the surgical option. 
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2. Patients  

 Patient information: Mr A.K a 68-year-old patient current heavy smoker with a past history of surgery in 

1970 for anal abscess. His history of the disease goes back 20 years before his admission by the appearance 

of a para anal condylomatous mass associated with proctalgia of moderate intensity and progressive 

aggravation with defecating and non-defecating bleeding of low abundance with recent weight loss and 

anorexia. 

 Clinical findings: Clinical examination on admission finds a conscious patient who is hemodynamically and 

respiratory stable, dehydrated and malnourished; the lymph node areas are free; the abdominal examination 

was normal; the examination of the anal margin objectified a greyish giant papillomatous mass para anal in 

the left side, irregular measuring 15 cm long axis with the presence of 6 external fistulous orifices bringing 

back pus and stool whose catheterization finds a path to the anal canal. Anuscopy showed a large internal 

fistulous orifice "figure 1" 

 Diagnostic Assessment: Biologically; the blood count objectified anemia at 9.8 g / dl microcytic 

hypochromic; PNN-predominant 17850 hyperleukocytosis; the CRP is 104 and the ionogram was correct. 

Serologies of HIV, HBV, HCV, TPHA-VDRL were negative. A thoraco-abdomino-pelvic CT scanner was 

performed objectifying a left paranal mass, necrotic, enhanced in a heterogeneous manner after contrast, 

poorly limited measuring 57x40mm.It was associated with an infiltration of neighboring fat with a few 

collections of hypodense bilateral para-anal abscesses with a wall enhanced after communicating contrast 

between it for some fistulized to the skin measuring for the largest 70x60mm 

 Therapeutic Interventions: Surgical excision of the process was performed with Ciprofloxacin-type antibiotic 

therapy 200 mg * 2 / day + Metronidazole 500 mg * 3 / day . Showing an appearance of benign fibro 

epithelial BLT,  

 Follow up and outcomes: The course was marked by the installation of severe sepsis and hyponatremia at 121 

with neurological disorder, hence his admission to intensive care; patient was intubated ventilated sedated, 

put on drug based on norepinephrine at 0.3g / kg / min; the patient died 2 days later. 

 

 

Figure 1: Fistulized BLT. 
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3. Discussion 

This observation illustrates the difficulties in the management of these rare tumors with an aggressive local 

extension potential. BLT is a relatively rare disease whose nosological classification is difficult between benign 

lesion, lesion with malignant potential or carcinomatous lesion [1]. It was originally described as a giant condyloma 

due to the lack of metastases but the possibility of progression to an invasive tumor classifies this tumor as a border 

line tumor [5]. Some authors consider it to be an early form of verrucous carcinoma [6]. The Buschke-Löwenstein 

tumor is inconstantly associated with human papillomavirus (HPV) infection. Papillomaviruses are viruses without 

an envelope and the structure of their capsid makes them extremely resistant in the external environment which 

facilitates their direct transmission by skin or mucous membrane contact, but also their indirect transmission by 

genital secretions, surfaces, linen. soiled or hands [7, 8]. Papillomaviruses specifically infect multi-layered epithelia 

such as the skin and genital or oral mucous membranes [9]. The annual incidence of buschke lowenstein tumor is 

0.1%. It occurs at any age after puberty and predominates between the 4th and 6th decades [4, 5, 10, 11]. 

 

Infection can affect both sexes but is frequently seen in males [5, 12]. Transmission of TBL occurs primarily 

through the sexual route but also through water, linen, gloves and '' other contaminated materials given that the virus 

is resistant to environmental conditions.The incriminated risk factors are: poor anorectal hygiene, pregnancy with a 

risk of 3 times more frequent, multiparity, homosexuality, The multiplicity of partners, immunosuppression, 

smoking and alcohol [13, 14]. TBL is most often located in the genitals. In men, BLT is localized in 81% to 94% of 

cases in the penis and in 10% to 17% of cases in the anorectal region. In women, the location is essentially vulvar in 

90% of cases, unlike the anorectal location, which remains less frequent [10]. The tumor is always preceded by 

grayish or pink condylomatous lesions, progressively evolving to take on a papillomatous, irregular appearance [3, 

4]. It is distinguished from condyloma acuminata by its size, its development on the surface and in depth, and its 

potential to push back neighboring tissues [12, 15]. 

 

Symptoms are related to the deep infiltration: pain, bleeding, pruritus and purulent discharge secondary to the 

formation of fistulas complicating bacteremia. The clinical examination should include examination of the external 

genitalia, perineal and anal region, and inguinal lymph node areas for inflammatory lymphadenopathy secondary to 

superinfection of the tumor. It should be supplemented by an anoscopy, rectoscopy, pelvic examination, pelvic 

computed tomography or magnetic resonance imaging in order to assess local invasion of the tumor and to guide 

further management. The search for other sexually transmitted infections such as HIV, HBV, HCV, TPHA-VDRL, 

Chlamydia trachomatis and Nesseria gonorrhoeae is systematic. The precise diagnosis of TBL is based on the 

histological examination of a large surgical biopsy so as not to wrongly conclude to a condyloma or a seborrheic 

keratosis. This histological examination shows a perfectly limited squamous cell tumor characterized by 

considerable epithelial hyperplasia sometimes pseudo-epitheliomatous, hyperacanthosis, hyperpapillomatosis and 

koilocytes which are pathognomonic markers of HPV infection, however their presence is not constant. The 

basement membrane remains intact, which proves the benignity of the tumor [10, 15, 16]. 
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The Buschke-Lowenstein tumor poses the problem of differential diagnosis. Indeed, certain tumoral lesions such as 

squamous cell or infectious epitheliomas such as syphilis in its secondary form, verrucous and vegetative 

tuberculosis, Nicolas Favre's disease, donovanosis or inguinal granuloma, ano-genital amoebiasis, balanitis keratotic 

and micaceous pseudo-epitheliomatous and Bowen's disease in its condylomatous dyskeratotic form can clinically 

mimic BLT [12, 14, 17]. The rarity of BLT explains the lack of consensus regarding its treatment. However, surgical 

excision appears to be the treatment of choice for the majority of authors [3, 11, 18].The surgical treatment of BLT 

is based on complete and large or even mutilating excision of the lesion in order to reduce the risk of local 

recurrence, which remains important even in the event of clinically and histologically complete excision. Therefore, 

incomplete surgical excision indicates surgical revision [19]. In perianal locations, resection with preservation of the 

sphincter and reconstruction is performed as often as possible, but heavier interventions such as amputation of the 

rectum or abdominoperineal amputations are sometimes necessary.Patients with extensive lesions with several 

fistulas and / or superinfection may require a temporary discharge colostomy [3, 12, 18]. Chemotherapy can be used 

but it remains without real contribution, it is especially indicated preoperatively in order to reduce the tumor volume 

and reduce the aggressiveness of the surgical act [19]. 

 

Radiotherapy is controversial. It is used preoperatively to reduce tumor mass, or as a last resort for non-operable 

tumors. For some authors, the combination of radiotherapy with neoadjuvant chemotherapy could give remarkable 

results for degenerated TBL; For others, chemotherapy and radiotherapy should only be given in unresectable or 

recurrent TBL since their effectiveness has not been fully documented[12, 15, 20] .Topical topicals (podophyline, 

5FU), electrocoagulation, cryotherapy, and laser destruction widely used in the treatment of banal condyloma are 

ineffective in the treatment of BLT [20]. As in other sexually transmitted infections (STIs), partner management is 

essential. He who must be examined, to look for clinical lesions of HPV or other STIs. Look for other STIs such as 

HIV, syphilitis, hepatitis B (HBV), and Chlamydia, so microbiological samples should be taken in case of urethritis, 

vulvovaginitis and associated cervicitis. When treating this tumor, it is necessary to provide for the protection of 

sexual intercourse [5] .The natural progression can be towards a local invasion, a single or multiple local recurrence 

or a malignant transformation into invasive squamous cell carcinoma which varies from 5 to 42%, it can be 

complicated by fistulization in neighboring organs, necrosis, anal stenosis or hemorrhage [15-20]. 

 

4. Conclusion 

TBL is a rare mucocutaneous disorder caused by condylomatous epithelial proliferation of viral origin, the causative 

agent of which is papillomavirus (especially types 6 and 11).Although the clinical appearance of the tumor is quasi-

specific, the precise diagnosis of TBL is based on histological examination of a large biopsy or the surgical 

specimen. The treatment must be early, it is essentially surgical requiring a large resection. Its prevention is based on 

the treatment of condylomas acuminata, the fight against sexually transmitted diseases and vaccination against HPV 

6, 11, 16, 18. 
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