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Abstract Case Report

Buschke-Lowenstein tumour (TBL), or giant acuminate condyloma, is a sexually transmitted infection caused primarily
by human papillomavirus (HPV) types 6 and 11. It develops after acuminate condylomas and is distinguished by marked
proliferation, deep growth, and potential for recurrence despite a benign histology. Its location is often genital, with
frequent involvement of the penis in men and vulva in women, as well as anorectal cases. We presented three cases of
BBT with genital, perineal and intergluteal localization, whose surgical sequelae were simple, without recurrence
observed after one year of follow-up. The disease progresses slowly and can lead to serious complications such as
infections, fistulas or necrosis. The diagnosis is based on an anatomopathological examination, which reveals epithelial
hyperplasia without invasion of the basal membrane, sometimes associated with koilocytes. The main treatment is
surgical, often wide and sometimes mutilating to avoid relapses. Local treatments (laser, cryotherapy) and medical
approaches such as chemotherapy or immunotherapy are sometimes used but their effectiveness remains limited.
Radiotherapy and chemotherapy are reserved for inoperable or recurrent cases. Multidisciplinary management and long-
term monitoring are essential to prevent recurrence.
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Careful post-treatment monitoring is essential because of
its relapse.

I. INTRODUCTION

Buschke-Lowenstein’s  tumour, or giant
acuminate condyloma, is a sexually transmitted infection

caused by the human papillomavirus (HPV), most
commonly type 6 and/or 11. Rare, it always appears after
condylomata acuminate. Although histological analysis
of the tumour reveals a benign appearance, its clinical
appearance may suggest a more aggressive character.

It is distinguished from condylomata acuminati
by its more marked proliferation and deep penetration
into underlying tissues which can then be repressed, and
squamous cell carcinoma by the absence of histological
invasion (respect of the basal membrane) [1].

This epithelial tumour, whose relationship with
warty carcinoma remains uncertain, mainly affects men
and is characterized by deep growth, potential for
malignant degeneration and a strong tendency to recur
after treatment [2].

The treatment of choice is surgery, often
complemented by other methods such as laser therapy or
antiviral treatments to reduce the risk of recurrence.

We present 3 cases of the Buschke-Lowenstein tumor.

11-CASE REPORTS
Observation #1:

Patient 58 years old, married, with a history of
syphilis treated with notion of sexual impotence, without
notion of multiple partners or homosexuality

Presents for a mass sprouting vegetative
extended at the level of the penis, the scrotum, pubis and
anal progressive installation evolving since 04 years

The examination at admission, found a
cauliflower tumor with lesions budding, ulcerated and
vegetative localizing at the level of the hémi scrotum
right, the penis, pubis measuring 11cm*8cm and in anal
perium. The rest of the review is unremarkable.

The screening for sexually transmitted
infections (STIs) (TPHA, VDRL, chlamydia serology,
hepatitis, HIV) is negative.
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The partner was referred to a gynecological
clinic for comprehensive screening, including
condylomatous lesions and other sexually transmitted
infections (STIs). The results of this screening were
negative, indicating no abnormalities or associated
infections.

Pelvic MRI: Cutaneous tumour process
infiltrating the cell-fatty space and coming into contact
with the corpora cavernosa with respect to the adipose
interface of separation. It also includes the left deep
dorsal vein which remains permeable.

A total excision of the tumour taking the skin of
the pubic, the penis to the superficial fascia and the right
scrotum whose tumor invaded the vaginal then shaving

small condylomes at the perineal level with coverage by
a skin graft mine. The surgical follow-up was simple.

Histologically: we observe an acanthosis
epidermis, papillomatous, with orthokeratosis and
parakeratosis, as well as the presence of koilocyte and
dyskeratotic cells, accompanied by some mitosis. The
epithelial architecture is relatively preserved, with
regular basal cells. The underlying dermis shows edema,
congestion and a discrete perivascular lymphocyte
infiltrate.  These findings confirm the diagnosis of
Buschke-Ldwenstein tumour.

The evolution, with a 1 year delay, shows no
signs of tumor recurrence. The patient has returned to
normal sexual activity and is clearly satisfied with the
results.

Figure 1: Buschke-Lowenstein tumor aspect with pubopenous and scrotal localization (pre-operative).

Figure 3: Follow-up of 1 year post-operative evolution
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Observation #2:
Patient aged 56, married, no multiple partners,
no known history.

Presents for a vegetative budding mass at the
hypogastric and perineal level evolving for 12 years.

Upon admission, clinical examination revealed
the presence of a cauliflower tumor characterized by
budding and vegetative lesions. These lesions were
located at the hypogastric, penile and bilateral scrotal
region. The tumor had a seepage aspect, with
dimensions measured at 17 cm x 11 cm at the hypogastric
and 7 cm x 3 cm at the scrotal. The rest of the review is
unremarkable.

Negative serologies

The partner was referred to gynecology for a
full screening, which was negative, with no
abnormalities or infection detected.

CT pelvic abdomino: Cutaneous lesion process
of the hypogastric region without deep extension.

Observation #3:
Patient aged 54, married, with primary syphilis
history (TPHA+) treated on penitard

Presents for interfessial, fessial and pubic
lesions evolving since 02 years,

!

Skin and subcutaneous lesion process of the
inguino-scrotal region left a perineal extension having
contact with the muscle plane and the underlying
spermatic cord,

A total excision of the tumor was performed,
including hypogastric, penile and bilateral scrotal
lesions, followed by a direct suture at the scrotal level
and a thin skin graft performed in the second operating
time at the hypogastric. The surgical follow-up was
simple.

Histologically, epithelium acanthosis,
papillomatous, parakeratosis hyperkeratosis, koilocytic
cells, dyskeratosis, numerous mitoses. Preserved basal
membrane. Edematous, congestive dermis, lymphocyte
infiltrates and melanic deposits. Evokes a Buschke-
Léwenstein tumour.

The evolution with a two-year hindsight did not
show any tumour recurrence.

Figure 2: Tumoral exerese with direct suture at the scrotal level (per-operative)

The examination, at admission, found a
papulomatous and itchy vegetative budding lesions
located at the buttock, interfesium and anal level
measuring 7 cm x 13 ¢cm, postero internal face of the left
thigh and pubic.

The rest of the review is unremarkable.
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Negative serologies
The partner was referred to gynecology for a
screening, negative results, no abnormality detected.

Pelvic CT: Irregular skin thickening of the
buttock region with anterior extension to the external
orifice of the anal canal.

At the colonoscopy, no papillomatous lesions
especially in the anal canal.

Colostomy done before the gesture.

A total excision of the tumor taking the lesion
from the buttock area, and anal then shaving small
condylomes at the level of the thigh and subsequent
coverage. The surgical follow-up was simple.

Histologically, exophytic epithelial
proliferation with marked papillary projections, with
superficial hyperkeratosis and parakeratosis. Many
koilocyte cells in the epithelium. In favour of a Buschke-
Léwenstein tumour.

With a two-year hindsight, no tumour
recurrence was observed. The patient expresses complete
satisfaction with the observed results

Figure 1: Buschke-Lowenstein tumor aspect with anal and interfesional localization (pre-operative).

¥ ]
Figure 2 : Exerese tumorale (per-operatoire)

Figure 3: Follow-up of 1 year post-operative volution
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I11. DISCUSSIONS

The Buschke-lowensteinou giant acuminate
condyloma was first described in 1896. It was in 1925
that Buschke and Lowenstein made it a characterized
entity [3]. It occurs at any age after puberty and
predominates between the 4th and 6th decades [4].

In the series of Safi et al. as well as in that of
Njoumi et al., the average age was 44 years [3, 5].

The mean age of our study patients is 56, and
the advanced age of our patients could be explained by a
delay in consultation. Indeed, due to its genital
localization, the subjects generally have the modesty to
go consult with this added lack of resources and
ignorance of the disease. A delay in consultation could
explain the advanced age of our patients in our series.
BL is an essentially male pathology [5], Idem in our
context.

The literature generally attributes the etiology
of this disease to human papillomavirus (HPV), mainly
to types 6 and 11, known for their low oncogenic
potential but their strong tropism for the cutaneous and
mucosal epithelium. However, rare cases with negative
infectious scores (especially for HPV) raise important
diagnostic and pathogenic issues.

A virological study was not performed as part
of our series.

The BBT is most often located at the level of
the external genitalia and mainly at the level of the penis.
Anorectal localization remains less common but it is not
rare. This localization is found in both sexes with a male
predominance [6, 7], as was the case in our series. In
men, BLT is located in 81 to 94% of the cases in the penis
and in 10 to 17% of the cases in the ano-rectal region. In
women, the localization is essentially vulvar in 90% of
cases, unlike the anoretal localization which remains less
frequent [8]. In our series the localization at the level of
the external genitals is constant with a case of reaching
the anal margin.

Depending on the location, the extension
assessment may include, in addition to ganglion
palpation, a rectoscopy, gynecological examination,
pelvic computed tomography or nuclear magnetic
resonance imaging [9].

Women would tend to consult in gynecology or
dermatology.  Papillomavirus HPV 6 and 11 are
implicated in the genesis of TBL [10], the virological
study of HPV was not done in our series.

On the anatomo-pathological level, TBL is a
perfectly limited malpighian tumour, characterized by
considerable epithelial hyperplasia sometimes pseudo-
epitheliomatous whose basal membrane is still intact,
hyperacontosis, hyperpapillomatosis and koilocytes

which are pathognomonic markers of HPV infection,
however their presence is not constant [8, 11].

The course is slow, it can be burdened with
several complications including dermatitis, infection,
fistulization of nearby organs, necrosis, anal stenosis and
hemorrhage [4, 12]. The search for other sexually
transmitted infections is systematic (HIV, chlamydia
trachomatis, syphilis) in the literature,similar in our
context and no cases of association with HIV have been
reported. Only one patient had previously contracted a
syphilitic infection and treated it.

The treatment of TBL is often difficult, even if
histology confirms that it is benign [13]. Surgery
remains the treatment of choice for most authors [4, 14].
It must be broad enough or even mutilating to rule out
the spectre of recurrence and hope for a definitive cure.

In perianal locations, a resection with
preservation of the sphincter and reconstruction is
carried out as often as possible, but more severe
interventions such as rectal amputation or
abdominoperineal amputations are sometimes necessary
[14]. The complete nature of the surgical removal of the
PBT must be confirmed by anatomopathological
examination of the operating room. If the surgical
removal is incomplete, surgical recovery is indicated
[15].

Patients with extensive lesions with multiple
fistula pathways and/or superinfection may require a
temporary discharge colostomy [16].

In our context, all patients underwent tumor
resection followed by thin skin grafting. The surgical
follow-up was simple, with no recurrence observed in the
two years following the intervention.

Local treatments such as podophyllin, 5-FU,
electrocoagulation, cryotherapy and laser destruction,
commonly used for common condylomas, are ineffective
in the management ofBL [4, 13, 14, 17].

The major disadvantage of these methods is that
they do not provide tissue for histological analysis (15,
17].

Methotrexate or bleomycin-based
chemotherapy may be considered, but its effectiveness
remains limited. It is mainly indicated in preoperative
surgery to reduce tumor volume and make the surgical
procedure less aggressive [18].

The use of radiation therapy is controversial
[13, 15]. Itis used preoperatively to reduce tumor mass
or as a last resort for inoperable tumors [14, 17]. For
some authors, The combination of radiotherapy and
neoadjuvant chemotherapy could yield remarkable
results; it has been used successfully to treat degenerate
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BLT [12, 16]. For some, chemotherapy and radiation
should be used only in cases of non-resectable or
recurrent TBL because their effectiveness is not well
documented [19].

Autoimmunization immunotherapy appears to
be effective in treating old and recurrent condyloma(18)

IV. CONCLUSION

TBL is an epithelial condylomatous
proliferation of viral origin, the evolution of which
remains uncertain. Its prevention is essential, based on
the treatment of condylomata acuminata and control of
sexually transmitted infections. Early treatment is
crucial, mainly surgical, involving extensive excision.
Rigorous and prolonged postoperative clinical and
histological monitoring is necessary, taking into account
the potential for degeneration of relapses.
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