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Summary

	 Introduction:	 Anal condylomata acuminata was a well-known disease in ancient times but in recent years there 
has been a rapidly increasing number of people who suffer from this disease. The main cause of 
this disease is infection of human papilloma virus (HPV) which occurs through sexual contact.

		  Currently there are three different ways to treat anal condylomata. Small changes of anal condy-
lomata can be treated with local therapeutic agents, but the best results of treatment of extensive 
changes are obtained by surgical techniques.

	Material/Methods:	 The study group consisted of 30 patients with diagnosed extensive anal condylomata who under-
went surgery in Mikolaj Pirogow High Specialized Hospital in Lodz. The survey was conducted 
from 2007 to 2011. Patients had been directed to the surgical ward by general surgeons and prac-
titioners, proctologists and urologists. The diagnosis was made after proctological assessment in 
the knee-chest position.

	 Results:	 All patients underwent surgery and had complete macroscopic electroexcision of anal condylo-
mata. In the research group there was no mortality. Postoperative complications occurred in 4 
(13.3%) patients – postoperative bleeding. Strong pain was present in 14 (46.7%) patients but 
only in the postoperative period. During postoperative follow-up there was no observed infection 
in the anal region or recurrence of disease. In the operated group there were no observed cosme-
tic deformations of the anus and/or the anal canal, narrow anal canal or functional fecal inconti-
nence symptoms.

	 Conclusions:	 Surgical treatment of anal condylomata is an effective and safe method for the patient. In our re-
search there were no serious postoperative complications or recurrence of the disease during the 
follow-up period.
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Streszczenie

	 Wstęp:	 Kłykciny kończyste odbytu były już dobrze znaną chorobą w starożytności, ale w ostatnich la-
tach obserwuje się szybki wzrost liczby osób cierpiących na tę chorobę. Główną przyczyną tej 
choroby jest zakażenie wirusem brodawczaka ludzkiego (HPV), który jest przenoszony podczas 
kontaktów seksualnych.
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Introduction

Anal condylomata was a well-known disease in ancient times 
but in recent years there has been a rapidly increasing num-
ber of people who suffer from this disease [10,20,25]. The 
main cause of this disease is infection of human papilloma 
virus (HPV) which occurs through sexual contact. It is esti-
mated that genital infection of HPV in the adult U.S. popula-
tion ranges from 10% to 20% due to young age of sexual in-
itiation and a growing number of sexual partners [10,13,25].

Over 100 types of human papilloma viruses are known 
[4,10,12,13,18]. In 90% of anal condylomata cases, variant 
6 or 11 of this virus is present [4,7,12,13,18]. HPV has a do-
uble-stranded DNA, which has an affinity for keratinocytes 
[4,7,12,18]. The risk of HPV infection in the case of sexual 
contact with an infected person is approximately 70% [4]. 
The incubation period of this virus is estimated as from 
3 weeks up to 8 months and depends on the response of 
both the cellular and humoral immune system [4,10,13].

Currently there are three different ways to treat anal con-
dylomata: local therapy (podophyllin, podophyllotoxin and 
trichloroacetic acid), immunomodulatory treatment (inter-
feron and imiquimod) and surgery (surgical excision, elec-
trosurgery, cryotherapy and laser therapy) [3,9,14,15,19]. 

Selection of treatment should be dependent on the location 
and size of changes and patient consent [4,7,12,14,15,18,19]. 
Small changes of anal condylomata can be treated with 
local therapeutic agents, but the best results of treatment 
of extensive changes are obtained by surgical techniques 
(Fig. 1) [3,4,7,9,12,18].

Material and methods

The study group consisted of 30 patients with diagno-
sed extensive anal condylomata who underwent surgery 

		  Obecnie istnieją trzy różne sposoby leczenia kłykcin kończystych odbytu. Małych rozmiarów 
kłykciny kończyste odbytu mogą być leczone za pomocą lokalnych środków terapeutycznych, 
ale w przypadku rozległych zmian najlepsze wyniki leczenia uzyskuje się u chorych po zastoso-
waniu leczenia chirurgicznego.

	Materiał/Metody:	 Grupę badaną stanowiło 30 pacjentów z rozpoznanymi rozległymi kłykcinami kończystymi 
odbytu, którzy byli operowani w Wojewódzkim Specjalistycznym Szpitalu im. dra Mikołaja 
Pirogowa w Łodzi. Badanie przeprowadzono w latach 2007–2011. Pacjenci zostali skierowani 
do oddziału chirurgicznego przez chirurgów ogólnych i lekarzy rodzinnych, proktologów i uro-
logów. Rozpoznanie choroby następowało po badaniu proktologicznym wykonanym w pozycji 
kolankowo-łokciowej.

	 Wyniki:	 U wszystkich chorych wykonano operację całkowitego makroskopowego wycięcia kłykcin koń-
czystych odbytu. W badanej grupie nie stwierdzono zgonów. Powikłania pooperacyjne wystąpiły 
u 4 (13,3%) chorych – krwawienie pooperacyjne. Silny ból po zabiegu operacyjnym był obecny 
u 14 (46,7%) pacjentów, ale tylko w okresie pooperacyjnym. W trakcie pooperacyjnej obserwacji 
nie zaobserwowano zakażenia w okolicy odbytu i nawrotu choroby. W operowanej grupie nie ob-
serwowano kosmetycznej deformacji odbytu i/lub kanału odbytu, zwężenia kanału odbytu i funk-
cjonalnych objawów nietrzymania stolca.

	 Wnioski:	 Chirurgiczne wycięcie kłykcin kończystych odbytu jest skuteczną i bezpieczną metodą leczenia 
dla pacjenta. W przeprowadzonym badaniu nie stwierdzono poważnych powikłań pooperacyj-
nych oraz nawrotów choroby w okresie obserwacji.
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Fig. 1. Extensive anal condylomata in one of the operated patients
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in Mikolaj Pirogow High Specialized Hospital in Lodz. 
The survey was conducted from 2007 to 2011. Patients 
had been directed to the surgical ward by general surge-
ons and practitioners, proctologists and urologists. The 
diagnosis was made after proctological assessment in the 
knee-chest position.

In this survey the authors included patients with >50% con-
fluent anal condylomata. The median age of men was 36. 
Patients had no anal cancer in pathological examination after 
electrosurgery and did not need chemo- or radiotherapy. The 
authors assessed the following complications: anal steno-
sis, recurrent disease, infection, bleeding requiring hospi-
talization, and death. Anal stenosis was defined as a scar-
-induced narrowing of the anal canal resulting in functional 
outlet obstruction or inability to allow a digital rectal exam.

The study included 30 patients – only men. The predomi-
nant age of respondents ranged from 26 to 44 years old – 
there were 27 (76.6%) treated patients. In the group of pa-
tients who underwent surgery, 21 (70.0%) had secondary 
education. Among the 30 respondents, 27 (90.0%) lived a 
city with over 500 000 citizens (Table 1).

The necessary calculations were performed using the pac-
kage STATISTICA 7.1 and EXCEL 2008.

Results

Among 30 treated patients there were no patients suffe-
ring from liver cirrhosis, fissure in ano-rectal prolapse or 
proctitis. Patients did not take anticoagulants. Among all 
patients, 26 (86.7%) were homosexual and 4 (13.3%) of 
them heterosexual. Postoperative follow-up of patients was 
4.4 months (range 1–13 months). In the research group, 4 
(13.3%) patients underwent surgery earlier.

All patients underwent surgery and had complete macro-
scopic electroexcision of anal condylomata. Among 30 
patients, 28 (93.3%) had condylomata in the anal canal. 
Excised condylomata were sent for routine histopatholo-
gical examination which showed no dysplasia or cancer. 
None of the 30 patients underwent any additional treatment.

In the research group there was no mortality. Postoperative 
complications occurred in 4 (13.3%) patients – postopera-
tive bleeding. Strong pain was present in 14 (46.7%) pa-
tients but only in the postoperative period.

During postoperative follow-up there was no observed in-
fection in the anal region or recurrence of disease. Despite 
the fact that patients were informed about the necessity of 
regular visits to the proctology outpatient room, the me-
dium time of postoperative follow-up was 4.4 months. In 
the operated group there was no observed cosmetic defor-
mation of the anus and/or the anal canal, narrowed anal ca-
nal or functional fecal incontinence symptoms.

Discussion

Surgical excision of extensive anal condylomata can cause 
cosmetic deformation of the anus and/or the anal canal and 
cause scarring which may narrow the anal canal as well as 
functional fecal incontinence symptoms.

Anal stenosis is a serious complication of anorectal surge-
ry. Such problems are observed mainly in the group of pa-
tients who have undergone hemorrhoidectomy (Fergusson 
or Milligan-Morgan) [1,11,16]. 5–10% of surgically treated 
patients with hemorrhoids had anal stenosis, which in 87% 
of patients was associated with a previous hemorrhoidec-
tomy [1,11,16,21]. The main cause of this disorder is exci-
sion of large areas of anoderm and hemorrhoidal rectal 
mucosa from the lining of the anal canal.

The best prevention of postsurgical anal stenosis is ade-
quate anorectal surgery. The surgeon should have excel-
lent knowledge of the anatomy of the anal region and have 
extensive experience in anorectal operations, because “prac-
tice makes perfect”. It is important to treat tissues delica-
tely and make minimal resection of anoderm with condy-
lomata. Adequate care of patients after surgical excision of 
extensive anal condylomata should involve frequent chan-
ges of dressings and postoperative checkups in the procto-
logy outpatient room.

Because of the risk of strictures and scars causing defor-
mation of the anorectal region, some doctors suggest after 
surgical excision of extensive anal condylomata reconstruc-
tive operations using bilateral rotational S-flaps or other 
methods such as V-Y flaps, musculocutaneous flaps, free 
flaps and skin grafting [5,6,8,17,22,27]. In the literature, 
there have been reported various complications after the-
se methods of treatment, such as flap necrosis, infection, 

No. of 
patients [%]

Age under 25 years old 2 6.7

from 26 to 44 years old 27 76.6

from 45 to 64 years old 5 16.7

over 65 years old 0 0.0

total 30 100.0

Sex female 0 0.0

male 30 100.0

total 30 100.0

Domicile in a city of over 500 000 citizens 27 90.0

in a city of 25 000 to 500 000 citizens 3 10.0

in a town of fewer than 25 000 
citizens 0 0.0

in the countryside 0 0.0

total 30 100.0

Education primary 0 0.0

vocational 5 16.7

secondary 21 70.0

university 4 13.3

total 30 100.0

Table 1. Features of the treated group
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local sepsis, fecal incontinence and sloughing of the flap 
[6,8,17,22–24,26].

The authors of this article suggest that extensive anal con-
dylomata should be treated in high-specialized depart-
ments, where hemorrhoids and warts are often operated 
on. Experience and excellent surgical technique are ne-
cessary to prevent anal stenosis among operated patients. 
The authors believe that surgical excision of extensive 
anal condylomata with simultaneous reconstructive opera-
tions using various flaps should not be performed routine-
ly. Reconstructive surgery should be reserved for patients 
who have symptoms of strictures and scars causing defor-
mation of the anorectal region.

Simultaneous surgical excision of extensive warts and flap 
reconstruction is unreasonable from the standpoint of eco-
nomics of treatment. After these operations the patien-
t’s stay in the surgical ward extends to several days. Such 
extensive surgery needs to implement effective, but also 
expensive treatment of pain. The treatment costs are high 
but the final effect uncertain because of potentially high 
local morbidities related to the flaps.

In the study by Alam et al. [2] published in 2001, the au-
thors compared the cost of treating genital condylomata by 
available methods. In the cost-effectiveness analysis of ge-
nital condylomata treatment, the authors took into account 

the time of treatment, medical visits and consultations with 
the published data in medical literature, and also the average 
wholesale prices of drugs. The lowest direct cost of cure of 
condylomata related to surgical excision with a scalpel was 
$ 285 and electric knife surgery $ 316–347. The average cost 
of a complete cure of condylomata by laser excision was $ 
416, by podophyllotoxin $ 424, and by cryotherapy excision 
$ 951. The highest average cost of a complete cure of condy-
lomata was for treatment with trichloroacetic acid ($ 986), 
imiquimod ($ 1255), podophyllin ($ 1632) and interferon ($ 
6665). The economic analysis shows that the most effective 
and the cheapest methods of treatment of condylomata are 
surgical techniques (scalpel and electrosurgery). Alam’ai et 
al. [2] suggest that patients who do not want to undergo sur-
gery should be treated with drugs containing podophyllotoxin.

The authors of this article believe that patients should be 
informed and reminded about periodic visits to the outpa-
tient room to prevent the recurrence of warts. Early detec-
tion of recurrent anal condylomata will enable implemen-
tation of effective local or surgical treatment.
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