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SUMMARY
Introduction Buschke–Löwenstein tumor (BLT), as a rare form of condylomata acuminatum, was firstly 
described by Buschke in 1886 as a "carcinoma-like condyloma acuminatum of the penis”. BLT is generally 
considered to be a low-grade variant of squamous cell carcinoma of the anogenital region.
Case Outline We describe a case of BLT in a 56-year-old male patient who was referred to our institute 
due to a large defect in the gluteal region. The biopsy of the lesion was performed and the diagnosis of 
BLT was made on histopathological examination. Magnetic resonance imaging of the pelvis showed the 
extensive vegetant lesion that significantly infiltrated pelvic organs accompanied with an enlargement 
of para-iliac lymph nodes. Sygmoidostomy for fecal diversion was done and chemotherapy with 5-fluor-
ouracil and cisplatin was initiated. Unfortunately, the patient’s severe condition caused fatal outcome.
Conclusion Our case points out that BLT should be treated at the initial stage in order to prevent untreat-
able condition which happened in our patient. Therefore, early diagnostics and staging of the disease 
using modern technologies are crucial in order to treat patients effectively.
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INTRODUCTION

Condylomata acuminata (gential warts) caused 
by human papillomavirus (HPV) is a common 
sexually transmitted disease with an estimated 
prevalence of 1% of sexually active individu-
als [1]. There are numerous types of HPV and 
almost 30 are able to infect anogenital region. 
Considering their malignant potential, in more 
than 90% condylomata acuminata are benign 
lesions caused by low risk HPV genotypes – 
mostly HPV 6 and 11. Unfortunately, patients 
can be infected by various types of HPV, in-
cluding oncogenic high risk types - HPV 16, 
18, 31, 33, 35, 45 etc. High risk HPV geno-
types are responsible for approximately 50% of 
sqamous cell carcinomas of the anal and outer 
genital region [2].

Giant condyloma acuminatum or Buschke–
Löwenstein tumor (BLT), as a rare form of 
condylomata acuminata, was firstly described 
by Buschke in 1886, and later by Buschke and 
Löwenstein in 1925 and 1933 as a "carcinoma-
like condyloma acuminatum of the penis" [3]. 
However, until today there have been a lot of 
diagnostic and therapeutic controversies about 
this disease which will be discussed.

In this report, we describe a case of BLT that 
unfortunately led to fatal outcome.

CASE REPORT

A 56-year-old male patient was referred to our 
institute due to a large defect in the gluteal re-
gion (Figure 1). On admission, the patient was 
pale, slightly intoxicated and unable to sit. He 
denied any risk factors for human immunode-
ficiency virus (HIV) infection. Except anemia, 
other laboratory findings including cancer an-
tigen (CA) 19-9 and carcinoembryonic antigen 
(CEA) were unremarkable. Abdominal ultra-
sound and chest X-ray examinations were also 
unremarkable. The biopsy of the lesion was 
performed and the diagnosis of BLT was made 
by histopathological examination (Figure 2).

Magnetic resonance (MR) imaging of the 
pelvis showed the extensive vegetant lesion 
that significantly infiltrated pelvic organs ac-
companied with an enlargement of parailiac 
lymph nodes (Figure 3).

Since the disease was unresectable, syg-
moidostomy for fecal diversion was done and 
chemotherapy with 5-fluorouracil (5-FU) and 
cisplatin (CDDP) was initiated. Nonetheless, 
the treatment with 5FU/CDDP had to be 
ceased shortly after the application due to the 
aggravation of the patient’s anemia. The patient 
was discharged in satisfactory condition with 
prescribed symptomatic therapy and frequent 
wound toilet. However, the patient was in ex-
tremely poor general condition and soon died.



    

357Srp Arh Celok Lek. 2014 May-Jun;142(5-6):356-359

www.srp-arh.rs

Figure 3. Magnetic resonance imaging of the pelvis, performed with 
a patient in prone position, shows the extensive vegetant lesion infil-
trating the pelvic floor (A – T2W sagittal image), inner gluteal region 
bilaterally (B – T2W axial image) with invasion of the anus, urinary blad-
der, scrotum, penis, sacrococcygeal and pubic bone (C – T1W coronal 
image). Intensive postcontrast enhancement of infiltrating tissue is 
present (D – contrast enhanced T1W coronal image). Enlarged parail-
liac lymph nodes are evident (C, D).

Figure 1. A massive vegetant lesion of the gluteal region with a central 
defect exposing the rectum is obvious

Figure 2. Papillary lesion characterized by a proliferation of squamous 
epithelium showing orderly maturation (A); well-differentiated inva-
sive squamous carcinoma – infiltrative growth pattern and significant 
cytologic atypia are evident (B).
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DISCUSSION

Despite disagrements, BLT is generally considered to be 
a low-grade variant of squamous cell carcinoma (SCC) of 
the anogenital region. BLT, along with the oral florid papil-
lomatosis of Ackerman, palmoplantar epithelioma cunicu-
latum and cutaneos Gottron’s papillomatosis, belongs to 
the subgroup of SCC named verrucous carcinomas (VC) 
[4, 5]. On the other hand, some authors assume BLT repre-
sents a spectrum between simple genital warts and SCC [6, 
7]. The size of the lesion is not a valid criterion in making 
a distinction between BLT and genital warts. Although 
genital warts can also gain a large size, the growth always 
remains superficial and no destruction of the underlying 
structures takes place. The histopathological picture of 
BLT is characterized by prominent papillomatosis, acan-
thosis, thickened rete ridges and increased mitotic activ-
ity with the lack of vascular and neural invasion. These 
altered rete ridges "push", rather than infiltrate, the dermis 
and subcutis compres the adjacent structures. Therefore, 
tissue destruction in BLT could be reflected through com-
pression and displacement, instead of direct infiltration. 
Conventional SCC of comparable dimensions, in contrast 
to BLT, often results in metastasis [8].

Clinically, BLT presents as a slowly but relentlessly 
growing exophytic, cauliflower-like or polypoid malodor-
us erythematous mass with the tendency to ulcerate and 
hemorrhage. Secondary bacterial infection with formation 
of abscesses and fistulas are uncommon. The average age 
of affected persons with BLT is 42.9 years for males and 
46.6 years for females. There is a male predominance that 
increases from 2.7:1 for those under 50 years to 3.5:1 for 
patients over 50 [9]. Except HPV infection, other etiologic 
contributors have been proposed, such as poor hygiene, 

lack of circumcision, chronic irritation and immunosup-
pression including HIV infection [6].

Takezawa et al. [10] were the first who described MR 
appearance of BLT and underlined the importance of di-
agnostic imaging in the staging of the disease. Even if 
computerized tomography is able to show local extent 
into the periorgan fat tissue, MR is superior in depict-
ing the invasion of the pelvic wall muscles, rectum and 
prostate [6].

The treatment option for BLT is still the subject of de-
bate, since there are no evidence based facts. However, a 
wide surgical excision is recommended unless infiltration 
of the anal sphincter or rectum exists when abdominoperi-
neal resection is advisable. Some authors suggest a radical 
excision along with careful follow-up examinations as the 
definite treatment if the resected margins are tumor-free 
cells [11]. Multimodal treatment approach is reported to 
be a substitute for extensive surgical excisions. Local con-
trol can be achieved by chemoradiotherapy [9]. Previously 
used topical agents for treating perianal BLT are nowadays 
regarded as ineffective [12]. Radiation therapy is a contro-
versial issue since it is connected to dedifferentiation of 
VC [13]. Some authors emphasize the benefit of radiation 
therapy as neoadjuvant or palliative [14]. Butler et al. [15] 
reported that otherwise unresectable BLT may be rendered 
operable with neoadjuvant chemotherapy and radiation. 
Certainly, the extensiveness of the disease in our patient 
did not promise such a successful outcome.

In conclusion, our case points out that BLT should be 
treated at the initial stage in order to prevent untreatable 
condition which happened in our patient. Therefore, early 
diagnostics and staging of the disease using modern tech-
nologies such as magnetic resonance imaging is crucial in 
order to treat such patients effectively.
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КРАТАК САДРЖАЈ
Увод Бу шке–Ле вен штај нов (Buschke–Löwen ste in) ту мор (БЛТ), 
ре дак об лик ши ља стог кон ди ло ма, пр ви је опи сао не мач-
ки дер ма то лог Бу шке 1886. го ди не као „ши љаст кон ди лом 
пе ни са на лик кар ци но му“. БЛТ се сма тра ни ско гра ду сним 
об ликом сква мо це лу лар ног кар ци но ма ано ге ни тал не ре ги је.
При каз бо ле сни ка Пе де сет ше сто го ди шњи му шка рац са 
БЛТ упу ћен је у наш ин сти тут због ве ли ког оште ће ња глу-
те у сне ре ги је. На чи ње на је би оп си ја ле зи је и па то хи сто ло-
шки је по ста вље на ди јаг но за БЛТ. Маг нет ном ре зо нан ци јом 
кар ли це уоче на је екс тен зив на ве ге тант на ле зи ја ко ја је зна-
чај но ин фил три ра ла кар лич не ор га не уз уве ћа ње па ра и-

ли јач них лим фних чво ро ва. На чи ње на је сиг мо и до сто ми ја 
ра ди фе кал не де ри ва ци је и за по че та хе ми о те ра пи ја 5-флу-
о ро у ра ци лом и ци спла ти ном. На жа лост, бо ле сник је услед 
те шког ста ња пре ми нуо.
За кљу чак Овај при каз тре ба да по диг не кли нич ку свест о 
мо гу ћем по тен ци ја лу БЛТ ка ло кал ној ин ва зив но сти, што 
мо же дра стич но да огра ни чи те ра пиј ске мо гућ но сти. Сто га 
су ра на ди јаг но сти ка и утвр ђи ва ње ста ди ју ма бо ле сти ко-
ри шће њем са вре ме них тех но ло ги ја ве о ма ва жни у ле че њу 
бо ле сни ка.
Кључ не ре чи: маг нет но ре зо нант но сни ма ње; рек тум; кар-
ци ном
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