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A Case Report

Giant condyloma acuminatum or Buschke-Lowenstein tumor is charac-
terized by its large size and is prone to infiltrating into underlying tissues
although it is microscopically benign. It commonly affects the genitalia.
Cases of perianal giant condyloma acuminatum are reported sporadically
in English literature. In Taiwan, only two cases of perianal giant con-
dyloma acuminatum was found in literature. We report a rare case of peri-
anal giant condyloma acuminatum in a 62-year-old, non-homosexual,
married man. There was a 6 x 6 x 4 cm fungating circum-anal mass ex-
tending into his scrotal area. In addition, more than two-thirds confluent
anal condylomata were involved. He received wide local excision for the
lesion. Pathology studies confirmed a diagnosis consistent with condy-
loma acuminatum. Four months later, his wound healed by secondary in-
tention. After follow-up for one year and eight months, no anorectal recur-
rent condyloma has been found. The patient had no anal stenosis or incon-
tinence.
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uschke first described a giant condyloma acu-

minatum (GCA) on the penile foreskin in 1896.
Buschke and Lowenstein further elaborated on this
clinical entity in 1925."* GCA, synonymous with
Buschke-Lowenstein tumor, is a variant of condyloma
acuminatum, which appeared cytologically benign but
behaved in a malignant manner with the risk of trans-
formation to invasive squamous cell carcinoma.’ GCA
is characterized by its aggressiveness to underlying
tissues; resistance to simple excision, local electro-
fulgaration or therapeutic agents; and high recurrence
rate, despite the lesion having shown no histological
criteria of malignancy.® The first case of GCA located
in anorectal and perianal regions was reported by
Dawson in 1965.° Chu and colleagues, analyzing 42
cases of GCA in anorectal and perianal regions, ob-
served that the hallmark of the disease is the high rate
of recurrence (66%), malignant transformation (56%),
and no distant metastases.® Although rare, perianal
GCA has been well documented. In a review article by
Trombetta, fifty-two cases of perianal GCA were
found prior to 2000.” The incidence of perianal GCA
in Taiwan is not clear, but at least two cases were re-
ported in literature prior to 2012,

In a review article by Trombetta and associates,
they concluded that local invasion and local recur-
rence are the major source of morbidity in this dis-
ease. Complete wide local excision is the preferred
initial therapy when feasible.” However, there is de-
bate over what to do with the large wound after wide
local excision of the perianal GCA. Hemorrhoidec-
tomy has been observed to carry a substantial risk for
a later anal stenosis of 8-10%.°!! Moreover, anal ste-
nosis was associated in 87% of patients with a previ-
ous hemorrhoidectomy.'? As a result, immediate re-
construction strategies including bilateral rotational S
flaps,”'*!> V-Y flaps, musculocutaneous rotational
flaps, free flaps, skin grafting™'®!” were adopted with
satisfactory outcomes. On the other hand, Klarissten-
field and colleagues analyzed 41 patients with peri-
anal GCA and concluded that careful primary exci-
sion of even confluent warts can be safely performed
without major primary flap reconstructions.'® Here,
we reported a patient with perianal GCA involving
more than two-thirds confluent anal condylomata,
who received wide local excision without immediate

reconstruction, and was observed without develop-
ment of anal stenosis.

Case Report

A 62-year-old man presented with a giant cauli-
flower-like condyloma of the perianal region in Au-
gust 2010. This lesion had been increasing slowly for
a few months. Physical examination revealed a 6 x 6 x
4 cm fungating circum-anal mass extending into his
scrotal area (Fig. 1). He had slight pain on digital rec-
tal examination. No enlarged inguinal lymph nodes
were palpated bilaterally. The patient was married and
denied having any homosexual activity. The patient
had no detectable immunological defects and had no
symptoms of acquired immunodeficiency syndrome.
Chest x-ray film revealed no suspected lesions. Rou-
tine admission laboratory results, including complete
blood count, chemistry panel and a urine analysis,
were within normal limits.

Under spinal anesthesia, wide local excision was
performed, with a 1.5-cm free margin. More than
two-thirds confluent anal condylomata were involved
with the anal sphincters spared. Blood loss was mini-
mal. The wound was left open for secondary healing
(Fig. 2). Complete healing took about four months
and no wound infection was observed.

Pathology studies confirmed a diagnosis consis-
tent with condyloma acuminatum, showing free sur-
gical margins. The section shows tissue with hyper-
keratosis and parakeratosis of papillary squamous epi-

Fig. 1. Massive 6 x 6 x 4 cm exophytic, warty, gray-white,
soft tumor of perianal region before treatment.
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Fig. 2. Open wound immediately after wide local excision.

thelium. There are koilocytes within the squamous
epithelium with perinuclear halo and hyperchromatic
nuclei.

No chemotherapy or radiotherapy was scheduled.
No local wart recurrence occurred up to one year and
six months after surgery. Most importantly, no anal
stenosis developed (Fig. 3).

Discussion

Great concern bas been expressed about the large
wound caused by wide local excision of perianal
GCA. Many methods have been described for treat-
ing skin defects after wide excision, including se-
condary healing, skin grafts, and S-plasty.” In a case
reported by Chaidemenos and colleagues in 2006,
excellent cosmetic results and shorter healing time of
only four weeks were obtained with immediate
mesh-skin grafting. As a result, Chaidemenos sug-
gested this treatment option as first line treatment for
GCA."” However, this requires more patient compli-
ance to avoid fecal contamination. Moreover, many
articles even recommend creating loop colostomy
before wide surgical excision with immediate recon-
struction, to avoid the risk of fecal contamination of
the wounds. '

On the other hand, in Klaristenfeld’s study, the
author analyzed 41 patients with perianal GCA at
their institution. Included patients were only patients
with more than 50% confluent (range between 50%
and 95%) anal condylomata. All patients underwent

Fig. 3. Perianal area, secondary healing one year and eight
months postoperatively.

wide local excision and their wounds were kept open
for secondary healing. During the follow-up period
(mean 6.3 months), surprisingly, no anal stenosis was
found. The author concluded that excision of exten-
sive anal condylomata has a known high probability
of recurrences, but the risk of developing anal stenosis
is low. Careful primary excision of even confluent
warts can therefore be safely performed without major
primary flap reconstructions.'® Due to our patient’s
poor compliance, our previous experience in this dis-
ease,” as well as Klaristenfeld’s clinical experience,'®
we did not adopt the strategy of immediate skin graft-
ing. Instead, we kept the patient’s wound open for
secondary healing.

It took four months for the patient’s wound to
heal. One year and eight months after surgery, no anal
stenosis was observed, indicated by the ability to per-
form a digital rectal examination and a lack of func-
tional outlet obstruction. In addition, no recurrence of
perianal wart was noted.

Conclusion

Given our experience in conjunction with pre-
vious literature, we recommend keeping the large
wound open for secondary healing as the preferred
treatment choice after wide local excision for perianal
GCA. Larger controlled, prospective, multi-institu-
tional studies with long follow-up will be needed to
confirm these observations.
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