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Abstract

Observation: Bowen's disease (BD) is an intraepidermal neoplasia considering as preinvasive types
of penile squamous-cell carcinoma (SCC). This carcinom is relatively uncommon malignancy of the
anogenital skin with the highest incidence in patients older than age 60 years. Malign evolution of
BD into invasive SCC is approximately 5% to 10% for genital lesions. Therefore an early diagnosis is
very important in order to avoid tumoral spread and mutilating surgery. The case submitted herein
was a 30 year-old nonsmoker circumcised man with good hygiene and without any risk factor for
anogenital malignancy presented with a penile lesion mimicking contact dermatitis. This case is
presented to reinforce that penile BD should be considered in the differential diagnosis of steroid
unresponsive dermatoses of the penis.

Introduction 

Bowen’s disease (BD) first described by John
T. Bowen in 1912 as squamous cell carci-
noma (SCC) in situ, histopathologically cha-
raracterized with localized neoplastic
degeneration limited to the epidermis [1].
Typically the lesions appear as isolated, well-
demarcated slowly growing psoriasiform ma-
cules, papules or plaques with an
erythematous base.  While the sun-exposed
areas are the most common locations, lesions
of BD can also be seen on any mucocuta-
neous surface, including the anogenitalia, pe-
riungual tissue and nail bed [2]. BD of the
penile shaft is an uncommon disorder of the
anogenital region that may be confused with
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Figure 1. A well-demarcated pale erythematous,
slightly raised solitar plaque with minimal dry adherent
scale,  located on the left side of the distal shaft of the

penis



a variety of other lesions. The current case
displays BD as chronic plaque on the penile
shaft mimicking contact dermatitis in a 30-
year-old man.

Case Report
An otherwise healthy 30-year-old nonsmoker cir-
cumcised man presented with an occasionally itchy,
erythematous plaque on his penis. The lesion had
arisen spontaneously one year ago and had been
slowly growing for the last six months. There was no
pain on the lesion or on urination. He denied any
sexual contact outside of his marriage. The patient
or his wife did not have any history of genital viral
warts or other sexually transmitted diseases.  The
patient had no history of condom use.  The patient
had no identifiable exposure to carcinogens such as
arsenic, phototherapy, or pelvic irradiation. He in-
dicated that he had seen 3 other doctors about it
and had been previously treated with topical anti-
fungals and corticosteroid-containing creams wit-
hout any benefit. Dermatological examination
revealed a 2-cm diameter, well-demarcated pale
erythematous, slightly raised solitar plaque with mi-
nimal dry adherent scale,  located on the left side of
the distal shaft of the penis (Figure 1). There was
no induration, erosion or ulceration. There was no

lymphadenopathy in the inguinal region. Laboratory
tests including hepatitis B, hepatitis C and human
immunodeficiency virus were normal. The histopat-
hological examination of an incisional biopsy speci-
men revealed squamous epithelial hyperplasia,
dysplasia, vacuolisation and discrete atypical kera-
tinocytes with hyperchromatic irregular nuclei in
the epidermis (Figure 2). A dense lymphohistiocytic
infiltrate and melanophages were seen in the upper
dermis without atypical cell invasion. The patient
was diagnosed as BD based on the clinical and cli-
nical and histopathological features. No human pa-
pilloma virus (HPV) was detected with polymerase
chain reaction amplification of DNA from a paraffin-
embedded skin sample. Examination of anogenital
area and cervix of his wife were normal and there
was no atypical cell on cervical cytology. Topical the-
rapy initiated with the immune response modifier
imiquimod as three times weekly in the evening.
After the third application, the patient complained
of severe itching and pain in the treated area. Imi-
quimod was ceased for a period of two weeks, but
the patient did not in our follow-up anymore.

Discussion

Bowen's disease is an intraepidermal neopla-
sia considering as preinvasive types of penile
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Figure 2. Squamous epithelial hyperplasia, dysplasia, vacuolisation and discrete atypical keratinocytes with
hyperchromatic irregular nuclei in the epidermis with a dense lymphohistiocytic infiltrate and melanophages in the

upper dermis without atypical cell invasion (Haematoxylin and eosin X 20) 



SCC. This carcinom is relatively uncommon
malignancy of the anogenital skin with the
highest incidence in patients older than age
60 years [3]. The etiology of BD of the penis is
unknown but lack of circumcision, HPV infec-
tion especially with oncogenic HPV types 16
and 33, immunosuppression, smoking and
chronic inflammation of the penile skin are
important risk factors for developing this di-
sease [4, 5].

Malign evolution of BD into invasive SCC is
approximately 5% to 10% for genital lesions
[4, 6]. Thus an early diagnosis is very impor-
tant in order to avoid tumoral spread and mu-
tilating surgery. BD of the penis is usually
arise as  red, sometimes slightly pigmented,
scaly, moist, velvety patches and plaques [3,
4]. But SCC in situ of the penile shaft may
arise in different clinical appearances and
anatomic locations, that may be confused
with a variety of other lesions leading to a
delay in diagnosis. 

When BD involves mucous membranes
mostly glans penis presenting as sharply de-
marcated, slightly raised, erythematous moist
and velvety patch or plaque is clinically called
as erythroplasia of Queyrat which may be
confused with plasma cell balanitis, candidia-
sis,  fixed drug eruption, psoriasis and lichen
planus [7]. The differentiation of erythroplasia
of Queyrat from the mentioned benign disor-
ders is very important because the rate of
transformation into invasive SCC of this con-
dition has been reported as being up to 33%
[8].

When the lesions of BD emerge as sharply de-
marcated,  pigmented,  plaque with a scaly or
crusted surface generally on intertriginous
and genital areas are referred to as pigmented
Bowen's disease which should be differentia-
ted from malign melanom [9]. Bowenoid pa-
pulosis is one of the clinical variant of SCC in
situ usually presenting with multiple, small,
well-demarcated, grey-brown, red or skin-co-
lored papillomatous papules on the penile
shaft, glans, foreskin, or perianal area. Altho-
ugh BP is often associated with HPV 16,  its
behaviour is usually benign [4, 10].

Because of the clinical variety, BD may initi-
ally be misdiagnosed and not directed to sui-
table therapy and follow-up occur that are
highly indicative of being potentially invasive.

Differentiation from dermatitis, psoriasis or
lichen simplex chronicus may be difficult. A
delay in diagnosis of BD often is experienced
because the lesion is usually asymptomatic.
We should promote an awake approach for
histopathological evaluation whenever any
clinical diagnostic uncertainty or BD can not
be excluded clinically. In this wise late diag-
nosis and/or misdiagnosis leading to destruc-
tive treatment processes causing deformity or
impaired function can be prevented. Potential
treatments for BD include surgical excision
or physical destruction using electrocautery,
cryotherapy, curettage, laser therapy, intrale-
sional interferon alpha or bleomycin and no-
ninvasive methods like photodynamic
therapy, topical 5-fluorouracil or imiquimod.
Surgery and destructive treatment modalities
have a significant risk of scarring, deformity
and impaired function [11].

The case submitted herein was a 30 year-old
nonsmoker circumcised man with good
hygiene and without any risk factor for ano-
genital malignancy presented with a penile le-
sion mimicking contact dermatitis. This case
is presented to reinforce that penile BD sho-
uld be considered in the differential diagnosis
of non–steroid responsive dermatosis of the
penis.  A cutaneous biopsy should be kept in
mind to exclude the malign or premalign lesi-
ons of the penis for all persistent, treatment
resistant, ambiguous cutaneous lesions of the
penile shaft.
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