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Abstract 

 
Giant condylomata acuminata (GCA) or Buchke Lowenstein tumors are rare manifestation of Human Papillomavirus 

(HPV) infection. They are usually considered the intermediate state between benign condyloma and malignant 

squamous cell carcinoma. Usually these manifestations are related to HPV 6 & 11 infections and if left untreated can 

grow larger and is locally aggressive. The most important treatment method is surgical excision which differs from 

benign condyloma acuminatum cases due to its high degree of malignancy. This report presented a case of 

immunodeficient patient post renal transplant, with a presentation of large penile wart with histopathological findings of 

condyloma acuminata. 
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Case Report 

 

A 26-year-old man presented to us with the complaint 

of a palpable mass in the penis extending to the 

suprapubic region that was originated 6 months ago, 

however denied any symptoms of urine leakage or 

other constitutional symptoms. Patient has a history of 

cadaveric renal transplant in 2003 and has been on 

immunosuppressant drugs. In the clinical examination 

of the patient, a large fungating “cauliflower like” 

mass was observed, originating from the penis 

extending to the suprapubic region (Fig. 1). Magnetic 

resonance imaging (MRI) showed no invasion to the 

tunica albuginea, corpus cavernosum and corpus 

spongiosum (Fig. 2 & 3). Laboratory exams did not 

reveal any characteristics sexual transmitted diseases, 

screening were negative. Surgical excision was 

decided. It was performed a local excision of the mass 

with positive margins. Histopathological examination 

reported surface parakeratosis, marked acanthosis, 

koilocytosis and papillomatosis were the main features 

and no evidence of dysplasia or invasive carcinoma, 

therefore verrucous carcinoma was excluded. 

 

Discussion 

 

Giant condyloma acuminata (GCA) was first described 

by Buschke and Lowenstein in 1925 in the penis and 

they named it “condyloma acuminate carcinoma-like” 

(7). GCA or also known as Buschke-Lowenstein 

tumour is a rare entity, with an incidence of 0.1% in 

the general population, with a male predilection (1,2). 

It has been known to represent the intermediate state 

between condyloma acuminata and squamous cell 

carcinoma (SCC) (8). Its manifestation is proven to be 

due to the combination of P53 mutation and Human 

Papillomavirus (HPV) (9), commonly associated with 

lower risk subtypes of HPV 6 & 11 (10). The tumour 

is usually slow growing in nature giving the 

resemblance of a “cauliflower-like” appearance and is  
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usually locally aggressive and destructive. Other than 

its larger size, it can also be differentiated from benign 

condyloma by its growth patterns. In GCA or Buchke-

Lowenstein tumours, two growth patterns are observed 

along with undulating papillomatosis of densely  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

keratinised, well differentiated SCC (11). Its growth 

patterns, also can be differentiated from benign 

condyloma by characteristic of ‘pushing’ rather than 

‘infiltrating’ effect that compresses and displaces 

underlying soft tissues (12). 

 

FIGURE 1: Clinical picture of the pubic region (with patient’s consent). Large “cauliflower like” mass in the pubic region 

 

FIGURE 2: Pelvis MRI. Axial T1 (A) and T2 (B) weighted sequence. Lesion arising from pubic region involving the penis which was 
isointense in T1 and T2 weighted sequences. T2 weighted coronal images (C and D) showing the relation of the mass with its 

surrounding structures. T2 hypointense tunica albuginea (white arrows), paired corpora cavernosa (yellow arrows), single ventral corpus 

spongiosum, mass (white star). 
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Some patients may be asymptomatic however some of 

the common presentation in most patients includes 

swelling with bleeding, pain, discharge, infection and 

itching (13). Due to its usually large tumour size and 

possible local infiltrative effect, patients’ quality of 

life can often be reduced with associated anxiety, 

sexual dysfunction, and significant health concerns 

(13). When the tumour is severely infiltrative, multiple 

complications can occur such as constipation, fistula 

formation, skin ulceration, infection or abscess 

formation, as well as urinary obstruction or retention 

which could further lead to worsening morbidities. 

Due to such morbidities, therefore, early detection or 

suspicion with combination or clinical evaluation and 

imaging examinations are of importance. The role of 

early imaging examination is to determine the extent 

of local infiltrative features to aid surgical resection. 

The most common practice in regards to radiological 

examination is to first perform a Magnetic Resonance 

Imaging (MRI) (1) at the region of interest as it has 

greater sensitivity to assess involvement of adjacent 

structures in comparison to other cross sectional 

studies such as Computed Tomography (CT). 

However these tumours usually present with 

surrounding secondary local inflammatory reaction 

therefore possibility of overestimation needs to be 

considered. The imaging characteristics of GCA or 

Buchke-Lowenstein tumour on CT usually showing a 

pedunculated tumour, verrucous, which demonstrates 

soft tissue density with presence of intralesional 

vascularisation. On MRI, these lesions are commonly 

isointense to muscle on T1W, hyperintense on T2W, 

restricted diffusion on DWI/ADC mapping, with a 

heterogeneous enhancement on using intravenous 

paramagnetic contrast1. Although imaging can assist 

in identifying invasion and malignancy, 

histopathological examination (HPE) remains the gold 

standard to confirm a malignant transformation. 

Inguinal lymphadenopathy, as seen in other pelvic  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

malignancies, can also be seen in the presence of this 

tumour However, it does not always indicate 

malignancy. Local or distant metastases are not 

usually detected with this tumour (14).  

 

Surgical excision remains the most efficient treatment, 

particularly during the early stages of the disease (15). 

In some centres, systemic or local chemotherapy and 

radiotherapy can be a treatment choice for patients 

who cannot undergo surgery. This treatment method is 

usually considered in advanced locally invasive cases 

which deemed surgically irresectable and is thought to 

be a form of palliative treatment after incomplete 

excision as well as patients with multiple recurrences 

(16).  

 

In cases where the tumour is detected in its advanced 

locally invasive state in which the lower 

gastrointestinal tract namely rectum and anal sphincter 

muscles, are involved or malignant transformation has 

occurred, other surgical resection options are 

considered such as abdominoperineal resection as well 

as temporary diverting colostomy to prevent faecal 

contamination before definitive surgical excision (17). 

 

Conclusion 

 

Radiological examination such as MRI plays a vital 

role in determining its invasion and pre-operative 

surgical margins as it is of importance to determine 

through histopathological examination whether a 

malignant transformation has occurred. Surgical 

excision or resection by stages can be performed to 

boost the best possible outcome for patients with GCA 

or Buchke-Lowenstein tumour however the optimal 

management of anogenital GCA has yet to be 

determined. 

 

 

FIGURE 3: Pelvis MRI in axial slices showing heterogeneous contrast enhancement in fat-saturated T1 sequence (A) after injection of 

paramagnetic contrast medium with areas of restricted diffusion on high B-value of 1000 on DWI (B) and ADC (C) sequences 
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