The following is an overview of certain diseases. It is not a complete information
resource. Remember that the advice of your physician always takes precedent
over any of the following information.
The slides, information, written instructions and facts do not replace a discussion
with and examination by your physician or nurse. They may give you other
instructions or information specific to your needs. You should always consult a
health care professional for any symptoms or signs.
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CONDYLOMA
ACUMINATUM

ANAL WARTS:
“Condyloma Acuminatum”
• Caused by HPV or human papilloma
virus
• Resides in skin
• Commony occurs in:
– Immunosuppressed patients
– homosexual males

• Transmission
– Anal intercourse
– Birth (infant <1 yr)
– Close contact

ANAL WARTS:
WARTS:
“Condyloma Acuminatum”
• Most common virally transmitted STD

• Most common surgical STD or sexually transmitted
disease
• Incidence: 1,000,000 people per year in the United
States

ANAL WARTS:
WARTS:
“Condyloma Acuminatum”
• Anal warts may be related to cervical cancer?:
– HPV may be linked to cervical cancer
– Women with genital warts need to have a Pap smear

• It may take several visits to completely eradicate
the condyloma when medications are used.
• Consider surgical biopsy in obscure cases
• Large lesions should be biopsied or completely
removed to rule out cancer or toher diseases.

ANAL WARTS:
“Condyloma Acuminatum”
• There are more than 70 subtypes of the virus
– Subtypes 6, 11, 16 & 18 are associated with anal warts
– Subtypes 6 & 11 are usually benign
– Subtypes 16 & 18 are associated with malignancy

• 2% of patients get warts that can become cancer
• High grade lesions tend to recur frequently
• 2/3 of sexual contacts contract condylomas

CONDYLOMA ACUMINATA:
ACUMINATA:
Recurrence

•

Recurrence rates: 8 - 40% after treatment

•

Anal canal lesions are present in 3535-45% of pt.s

•

Treatment of perianal lesions without treatment of anal
canal lesions & partner(s) is doomed to failure
– Partners should be examined to avoid “ping“ping-ponging” or
passing the infection back and forth
– Physicians can consider evaluation for other STD’s & HIV

CONDYLOMA ACUMINATA:
ACUMINATA:
Reasons for Recurrence after
Treatment
• 50 – 90% of patients with perianal warts
have intra-anal warts
• 80% of women have associated genital
warts
• 16% of men have associated genital warts

ANAL WARTS:
Non--surgical management
Non
• Caustic agents
–
–
–
–

Podophyllin/Podofilox
Trichloroacetic acid
Bichloro-acetic acid
Nitric acid

• Antineoplastics
– Thiopeta
– 5-FU cream 5%
– Bleomycin

• Immunotherapy

• Interferon
Interferon--a

– Vaccines
– Imiquimod(AldaraTM)
– Cimetidine

ANAL WARTS:
Non-surgical management-Aldara™
•
•
•
•
•
•

Over five years old
Expensive
Easy to use
Patient applies to affected area
Requires a prolonged course
Works as an immune response modifier

MEDICAL TREATMENT OF ANAL WARTS:
WARTS:
Podophyllin

• Most common topical agent used
• Usually applied in solution with benzoin
– Doctor may apply every other week in office
– The patient should wash off in 6-8 hours
– Not used inside the anal canal

• Recurrence rate: 30 – 65%

MEDICAL TREATMENT OF ANAL WARTS:
WARTS:
Trichloro-- & bichloroacetic acid
Trichloro

• Usually applied in solution
– Wash off excess
– Applied in office every other week by doctor
– Can be used in anal canal via anoscope

• Works by causing protein coagulation then
sloughing of tissue
• Recurrence rate: 25%

ANAL WARTS:
Surgical management
• Indications for surgery
– Warts inside the anal canal
– Large or bulky anal warts

• Surgical Treatment
– Excision
– Electrodestruction
– Laser destruction

• Cryotherapy
– Liquid air
– Liquid nitrogen

SUMMARY: Anal Warts



Very common STD
Treated medically first unless there are:
–
–
–



Treated with:
–
–



Large lesions
Concerning warts
Intra-anal disease
Podophyllin in the office
Aldara™ at home

Surgical treatment may be needed in some
cases

PILONDAL CYST

PILONDAL DISEASE
•
•
•
•

“Pilus” + “nidus” = “hair cyst”
Includes cysts, tracts, abscess, sinuses
Previously called “jeep drivers disease”
People commonly affected are:
– Hairy, Men
– Male: Female ratio - 3:1
– Age: puberty-40

PILONIDAL DISEASE:
DISEASE:
Presentation & predispositions
• Presentations:
– Acute pilonidal abscess
– Chronic pilonidal sinus
• Predispositions:
– Hirsutism or hairiness
– Chronic trauma
– Deep intergluteal fold or
buttock cleft

PILONIDAL DISEASE
•
•
•
•

Classically a pit with inspissated hair
Found in the gluteal cleft over the sacrum
Skin-lined tract or cavity in gluteal cleft
Infected follicle followed by impacted hair

PILONIDAL DISEASE:
DISEASE:
Medical Treatment
• Strict hygiene
• Shaving
• Depilatories
• Showers
• Wash clothes
• Eliminate lint/hair

• Antibiotics when infected

PILONIDAL DISEASE:
DISEASE:
Surgical Treatment
• Simple drainage
• Pit excision
• Cystotomy /cystectomy with or without
marsupulization

•
•
•
•

Wide local excision with or without closure
Lateral excision
Cutaneous flaps
Cleft closure

SUMMARY: Pilonidal Disease



Often confused for another disease
Can drain abscesses in the office for initial
presentation



Recurrent disease best treated surgically



CONCLUSIONS


Common disorders often present to any
physician’s office first



Most can be treated medically as an
outpatient



A good history & physical are the most
important aspect of care



Referral to a specialist should be considered
in complex & recurrent cases
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