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ABSTRACT

Bowen’s disease is also known as intraepithelial squamous cell carcinoma 
in situ which can appear on the skin or mucous membranes (including 
mouth, anus and genitalia). The macroscopic appearance of Morbus 
Bowen is as erythematous, rough, scaly and sharply demarcated plaques, 
and histologically there is hyperkeratosis, parakeratosis, dyskeratosis 
and acanthosis present. The precursor lesion is slow-growing, and if left 
untreated, it can progress and transform into squamous cell carcinoma 
(SCC). In this particular case, our 68 year old female patient presented 
with a genital form of Morbus Bowen, and she had had the plaques for 
15 years. The lesions were previously treated with cryotherapy and 
dermatological creams, but to no avail. This patient was treated in our 
Clinic with a surgical excision and a Thiersch skin graft (STSG) to close 
the defect. Consequently, we have evaluated her 3 months post-op and 
the results are satisfactory.
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INTRODUCTION

Chief complaints

The patient is a 68 year old woman from Skopje who was admitted to 
the University Clinic of Plastic and Reconstructive Surgery with a history 
of long-lasting genital lesions, pruritus and persistent local erythema in 
the genital region. She informed us that the lesions were bothersome, 
especially when sitting and going to the bathroom. There was never any 
pain nor bleeding, and her OB/GYN indicated to her that the growths 
were likely condylomas, and recommended that they should be surgically 
excised [1].

History of past illness

The patient had genital lesions for more than 15 years. The growths had 
been treated conservatively with different creams and cryotherapy by a 
dermatologist. The conservative treatment consisted of 10 sessions of 
cryotherapy (two sessions weekly), although the patient was initially 
supposed to have 5 more sessions, which she didn’t finish. The lesions 
then disappeared for a year, but they reemerged again and more numerous 
than the initial presentation. Consequently, the growths as well as the 
pruritus vulvae, was not relieved and/or cured with that specific course 
of treatment.
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Personal and family history

Regarding her personal history of illnesses, the patient 
had had two caesarian sections (35 and 33 years ago), and 
later had an incisional hernia on the c-section scar site. 
She had undergone two surgeries for the aforementioned 
hernia. Then, 10 years ago, the patient had a laparoscopic 
cholecystectomy. Also, she has been treated for herpes zoster 
in 2018, and currently has essential primary hypertension, 
for which she takes medication. She is a smoker, and has an 
allergy to penicillin.

Her family history was unremarkable.

Physical examination upon admission

On inspection, numerous conglomerates of round pink and 
dark brown papilomatous lesions with cauliflower-like 
masses were observed on both labia majora. There was no 
ulceration, exudation nor bleeding present, and clear lesion 
boundaries from the surrounding macroscopically normal 
skin tissue were noted. 

On palpation, the skin growths were not painful, and easily 
moveable. Regarding their consistency, it was palpably firm, 
and each of the small warts had a diameter of 1-2 cm, while 
the diameter of the clusters of growths was 3-4 cm. The 
patient informed us that all of the growths started out as 
pink, and as time passed, the older growths became darker, 
and the new ones - light pink (Figure 1).

Figure 1: The patient pre-op

Laboratory examinations

Tissue specimens were obtained by biopsy. 

The skin biopsy revealed verruciform lesions with 
variable acanthosis, parakeratosis, hypergranulosis and 
hyperkeratosis. There was koilocytosis present, and in 
some of the tissue samples, there was evident cellular 
atypia throughout the whole width of the epithelium, and 
inflammatory infiltrate in the subepithelial connective tissue. 
All of these findings are consistent with Bowen’s disease. [2] 
The resection margins are with orderly morphology.

TREATMENT PLAN

The lesions were surgically excised while the patient was 

under spinal anesthesia. The safe margin for resection of the 
lesions is 5 mm and the depth - the full thickness of the skin. 
[3] A split-thickness skin graft (Thiersch) was taken from 
the right femoral region with an electric dermatome, and 
the skin graft was transplanted onto the surgical wound of 
the left labia majora. Vicryl 2/0 and Silk 3/0 stitches were 
used for the direct suture on both labias. The patient was 
prescribed Ciprofloxacin, and Belcura spray (spray emulsion 
containing microsilver) for local application, and was advised 
to maintain proper hygiene. No adverse events occurred.

Outcome and Follow-Up

The symptoms of pruritus disappeared in the skin lesion of 
the patient after surgery, and no recurrence was observed 
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at the 3 month follow-up. [4] There were no adverse effects 
experienced by the patient (such as hematoma or seroma 
formation, pain, infection or dehiscence of the wound), and 

the scarring is minimal, as evident on the photo.

We will continue to follow this patient in order to see if there 
is recurrence in the following period.

Figure 2: The patient 3 months post-op.

DISCUSSION

Morbus Bowen is an intraepithelial squamous cell carcinoma 
in situ which can appear on the skin or mucous membranes. 
Macroscopically, Bowen’s disease presents as a pigmented, 
exophytic, scaly and sharply demarcated plaques. The lesions 
are slow-growing, and as is common with most precancerous 
lesions - they have a long clinical course (generally years). 
Microscopically, there are findings of hyperkeratosis, 
parakeratosis, dyskeratosis and acanthosis present within 
the epithelial layers. This precursor lesion, if left untreated, 
can progress and undergo malignant transformation into 
squamous cell carcinoma (SCC). [5]

The differential diagnosis for the genital lesions was 
condyloma acuminata - anogenital warts also caused by 
HPV. There is a well documented correlation between the 
Human Papilloma Virus and Bowen’s disease, or Bowenoid 
papulosis as one of the major causal agents, more precisely 
HPV types 16, 18, 34, 48. 

There are many different treatment modalities for Bowen’s 
disease, such as curretage with cautery, cryotherapy, 
surgical excision, 5-fluorouracil, radiotherapy, laser and 
etc. [6] The treatment plan for each patient differs keeping 
some factors in mind: the patient’s age, immune status, 

comorbidities, medication, and location, number and size 
of the lesions. Each treatment option has its advantages and 
disadvantages - some of them are associated with scarring, 
ulceration, infection, hypopygmentation after cryotherapy, 
atrophic epidermis after extensive use of CO2 laser. All of 
this should be taken into consideration when selecting the 
treatment plan. For our patient specifically, the conservative 
treatment was deemed ineffective, and the surgical excision 
and placement of a split-thickness skin graft was our 
choice. Surgical excision of BD remains one of the standard 
treatments, with its biggest advantage being the securing 
of the histological free excision margins. The prognosis of 
the surgical approach for Bowen’s disease is excellent with 
minimal tumor recurrence. 

CONCLUSION

Out of the many possibilities for treating BD, this case 
illustrates the successful curative therapy of genital Morbus 
Bowen with surgery. Wide excision and surgical treatment 
for the genital form of BD is the treatment of choice, and 
rightly so. 
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