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ABSTRACT 
 

Bowenoid papulosis (BP) is a rare case of sexual transmitted disease caused by HPV 16 that affects 

the young, sexually active age group. A 39-years-old male complained of warts over the scrotum and 

left groin that gradually increased in number and size for one year duration. There was history of 

similar complaint. Dermatology status obtained multiple, small, well-defined, grey-brown papules on 

the scrotum and left groin. Dermoscopy examination revealed a pigmented papillomatous surface, 

brown-grey dots linear arrangement at the edges, and widespread dotted vessels. Histopathological 

examination confirmed Bowenoid Papulosis. Based on clinical findings, Bowenoid papulosis cannot 

be distinguished from Condyloma Acuminata. Therefore, to confirm the diagnosis histopathological 

examination should be done. The patient is treated with surgical excision and cauterization. Six months 

after the procedure, the patient had no complaints or new lesions. Since the development of BP is 

unpredictable, early diagnosis, adequate treatment, and routine examinations for recurrence and 

progression of the disease are required. 
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INTRODUCTION 

Bowenoid Papulosis (BP) is an 

uncommon sexual transmitted disease (STD) 

caused by oncogenic Human Papillomavirus 

(HPV) types, mainly HPV 16, and generally 

affects the young sexually active age group. 

Bowenoid papulosis is generally benign and 

regresses spontaneously within months, but it 

can persist for years, recur, and transform into 

invasive squamous cell carcinoma, especially 

in immunocompromised patients. Bowenoid 

Papulosis occurs mainly in the third to mid-

fifth decades of life with an average age of 31 

years old. This disease can affect all gender 

but is currently more common in women, with 

an estimate of 5 cases per 100.000 female 

population. However, the exact prevalence 

remains unknown.1,2 

The characteristics of BP are solitary or 

multiple papules or plaques resembling 

verrucae. In order to prevent malignant 

transformation, early diagnosis is required. 

Skin biopsy is done to confirm the diagnosis. 

Histopathological examination revealed a 

characteristic picture of bowenoid dysplasia 

with acanthosis characteristically with full-

thickness epidermal atypia.2,3  

Bowenoid papulosis treatments that 

have been shown to be effective are topical 

retinoids, imiquimod, 5-fluorouracil, and 

cidofovir. Surgical management can be done 

by cryotherapy, electrodesiccation, shave 

biopsy, surgical excision, interferon injection, 

and vaporization by laser. Patients with longer 

duration of lesions, particularly elderly group, 

should be given more attention because it 

could be a sign of malignant and requires 

surgery. Routine examination to rule out 

carcinoma in situ/Squamous Cell Carcinoma 

(SCC) must be done.3  

This case was appointed on the basis of 

Bowenoid Papulosis clinical findings in 

patient that resembled Condyloma 

Acuminata. Due to the similar clinical 
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morphology, histopathological examination is 

required to confirm the diagnosis. This is 

related to the early detection and prevention 

of potential malignancies which may occurs 

in BP. 

  

CASE DESCRIPTION 

A 39-years-old male presented with 

warts over the scrotum and left groin of one-

year duration. The patient has a history of the 

similar complaint and has been cauterized one 

year ago. Currently, the warts are gradually 

increased in number and size. The patient 

denies a history of unprotected sexual 

intercourse. No history leading to 

immunosuppression or long-term drug intake. 

On physical examination, level of 

consciousness was compos mentis, vital 

signs, and general status was within normal 

limits. On dermatology examination, there 

were multiple, small, well-defined, grey-

brown papules on the scrotum and left groin. 

Dermoscopy examination exhibit pigmented 

papillomatous surface, brown-grey dots 

linearly arranged at the edges, and widespread 

dotted vessels.  

Based on the history, physical 

examination, and dermoscopy examination, 

we make a differential diagnosis of Bowenoid 

Papulosis, Squamous Cell Carcinoma, and 

Condyloma Acuminata. The patient is 

scheduled for an excisional biopsy one week 

later. 

   

 
 

Figure 1a-b. multiple small, well-defined, grey-brown papules on the scrotum and left groin. 

a b 
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 A 

Figure 1c-d. Pigmented papillomatous surface, brown-grey dots linearly arranged at the edges (black 

arrow), and widespread dotted vessels on dermoscopy examination (white arrow).  

 

The histology of skin preparation shows 

epidermis, dermis, and subcutaneous fat. The 

epidermis consists of squamous epithelial cell 

that appears hyperkeratosis, parakeratosis, 

and pseudoepitheliomatous hyperplasia. The 

dermis consists of sebaceous glands, hair 

follicles, blood vessels, and stroma infiltrated 

by inflammatory cells. Nodular skin tissue 

was seen to consist of the epidermis, dermis, 

and subcutaneous fat. The dermis shows 

hyperkeratosis, parakeratosis, and inverted 

patterns into the dermis. Mild dysplasia and 

focal focus of koilocytic atypia cells. In the 

stroma of the dermis, lymphoplasmacytic 

inflammatory cells were seen. The malignant 

cell was not seen. Morphologically consistent 

with Bowenoid Papulosis. 

 

 
 

Figure 2. Hyperkeratosis (black arrow), parakeratosis (white arrow), mild dysplasia (blue arrow), 

koilocytic atypia cells (red arrow). 

  

DISCUSSION 

Bowenoid Papulosis (BP) is a rare 

disease caused by Human Papilloma Virus. 

Kopf and Bart first described this disease in 

1977. HPV types that were identified as the 

cause of BP are types 16, 18, 31, 33, 34, 35, 

39, 42, 53, 54, and 55, but HPV 16 is regarded 

as the main cause, and HPV 16, 18, and 33 is 

c d 
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considered as oncogenic HPV types related to 

malignancy or progression to carcinoma in 

situ in BP. Bowenoid Papulosis can appear at 

any age and especially happened in sexually 

active individuals in the third to a mid-fifth 

decade of life.2,4,5  

The course of Bowenoid Papulosis can 

range from a few weeks to more than ten 

years, with an average of 8 months. This 

disease mainly affects sexually active adults 

with the majority of female. The lesion 

commonly seen in genital region, but 

extragenital lesions can also be affected, such 

as cases that have been reported in the oral 

cavity. In male, lesions commonly seen in 

penile shaft, glans, and foreskin area. In 

contrast, on female, this disease appears in 

labia minor, labia major, clitoris, inguinal 

folds, and perianal.3,6,7 

This paper reported a 39-years-old male 

patient with warts over the scrotum and left 

groin of one-year duration. The patient has a 

history of the same complaint and 

cauterization has been done a year ago. 

Currently the warts are gradually increased in 

number and size. The identity and chief 

complaint of the patient in accordance with 

the characteristics of Bowenoid Papulosis.  

Bowenoid Papulosis lesions appear 

generally as papules or plaques with usual size 

less than 1 cm and sometimes macular in 

shape. The lesion has a flat surface, dome-

shaped, papillomatous, and verrucous. Color 

varies from shiny flesh-colored, pink, 

reddish-brown, black, violaceous, or 

coloration similar to the surrounding skin or 

mucosa. Discrete, annular, or linear 

structures.6 Most patients present with no 

symptoms, but some experience itching or 

mild pain.8 However, Bowenoid Papulosis is 

sometimes difficult to distinguish from 

Condyloma Acuminata due to its similar 

clinical manifestations.9 

On dermatological examination of the 

patient's lesions showed there were multiple, 

small, well-defined, grey-brown papules on 

the scrotum and left groin. From the 

dermatology examination, diagnosis of BP 

cannot be established. This is due to the 

similarity of morphology appearance with 

Condyloma Acuminata.  

Bowenoid Papulosis resembles 

Condyloma Acuminata due to its similar 

clinical morphology, size, clinical distribution 

and short-term evaluation. However, 

Condyloma Acuminata is caused by HPV 6 

and 11. This HPV types does not cause BP. 

HPV 6 and 11 has low risk of malignancy, and 

are characterized by flesh, red, or brown 

color, solitary or confluent, with smooth 

surface or warty papules. In addition, 

Condyloma Acuminata has a different 

histopathological appearance from BP. From 

the histopathological examination of 

Condyloma Acuminata, acanthosis, 

parakeratotic, papillomatous and koilocytes 

will be found. 

Dermoscopy can be useful in ruling out 

the differential diagnosis because BP lesions 

resemble genital warts. Dermoscopy 

examination in BP revealed brown-grey dots 

in a linear arrangement with dotted vessels. 

However, these features are also found in 

Pigmented Bowen's Disease and Cutaneous 

SCC (cSCC) in situ, and need to be 

distinguished by histopathological 

examination.10,11,12 

From dermoscopy examination in this 

patient, we found pigmented papillomatous 

surface, brown-grey dots with linear structure 

at the edges, and widespread dotted vessels. 

Previous studies reported a similar finding in 

dermoscopy examination.  

Considering the oncogenic potential in 

BP, biopsies must be taken from lesions 

which does not heal with standard therapy. 

Histopathological features of BP represent 

psoriasiform epidermal hyperplasia, 

hyperkeratosis with focal parakeratosis, and 

focal acanthosis with almost full-thickness 

epidermal atypia (which characterized by 

hyperchromatic nuclei, prominent nucleoli, 

mitotic figures, dyskeratotic cells, 

multinucleated giant cells, and 

hyperchromatic nuclei) spongiosis and 

exocytosis. Dermis shows dilated and 

tortuous capillaries with lymphohistiocytic 

infiltrate. Epidermal atypia extension, atypia 

severity, and koilocytes characteristics are 
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important in the diagnosis of BP from 

histopathological examination.3,8 

Finally, an excisional biopsy for large 

and clustered lesions was performed on this 

patient, and a histopathological examination 

was performed. The histology of skin 

preparation in this patient shows epidermis, 

dermis, and subcutaneous fat. The epidermis 

consists of squamous epithelial cells that 

appear hyperkeratotic, parakeratotic, and 

pseudo epitheliomatous hyperplasia. The 

dermis consists of sebaceous glands, hair 

follicles, blood vessels, and stroma infiltrated 

by inflammatory cells. Nodular skin tissue 

was seen to consist of the epidermis, dermis, 

and subcutaneous fat. The dermis shows 

hyperkeratotic, parakeratotic, and inverted 

patterns into the dermis. Mild dysplasia is the 

cells' focal focus of atypia koilocytes cells. In 

the stroma of the dermis, lymphoplasmacytic 

inflammatory cells were seen. The malignant 

cell was not seen. Morphologically consistent 

with Bowenoid Papulosis. From this 

examination, the results were found to be in 

accordance with BP, so a diagnosis can be 

made. 

Recommended treatment modalities 

such as surgical excision, electrocoagulation, 

cryotherapy, CO2 laser therapy, and 

photodynamic therapy are not always 

completely successful due to the multifocal 

distribution of BP. Other treatment modalities 

including chemotherapeutics with 5-

fluorouracil, podophyllin, cidofovir, 

imiquimod, and systemic or local retinoids 

can be chosen.13   

The development of BP is unpredictable 

because lesions can expand, diminish, and 

disappear spontaneously. Nevertheless, 

special attention must be taken because BP 

can progress to invasive SCC. Although this 

is rare, 2.6% of cases have been reported.7,14 

Lesion with longer duration, predominantly in 

elderly individuals, should be considered a 

sign of malignant transformation, surgically 

or laser should be done to remove the lesion. 

Prevention is necessary, because this STD has 

been shown to be associated with cervical 

neoplasia resulting from HPV 16. An 

important factor is to explain HPV infection 

and the importance of using condoms during 

sexual intercourse. Routine examinations for 

recurrence should be performed. There is risk 

of developing cervical cancer in male sexual 

partners with BP. Therefore, cytologic, 

colposcopy, and histological examinations 

should be done as a routine follow up.3  

In this case, surgical excision had been 

done. Cauterization has also been performed 

for small lesions according to the patient's 

request. Surgical excision is chosen because it 

is one of the recommended treatment 

modalities. We also emphasize the 

importance of using condoms during sexual 

intercourse, examination of the sexual 

partner, and routine examinations for 

recurrence should be performed. Six months 

after the procedure, the patient had no 

complaints or new lesions. 

 

CONCLUSION 

Bowenoid papulosis (BP) is generally 

benign and regresses spontaneously within 

months, but some cases have reported 

persistent occurrence. Even though caused by 

different types of HPV, BP and Condyloma 

Acuminata has similar clinical morphology, 

size, clinical distribution and short-term 

evaluation. Histopathological examination 

must be performed to confirm diagnosis. BP 

has a potential malignant transformation. 

Therefore, appropriate early diagnosis 

followed by adequate treatment is required. 

Explanation about HPV infection and the 

importance of using condoms during sexual 

intercourse is mandatory. Routine 

examinations for recurrence should be 

performed, and special attention must be 

taken because BP can progress to invasive 

SCC. 
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