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Giant Bowen’s disease on the anterior abdomen: Lull before 
the storm
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Introduction

Bowen’s disease (BD) is a rare, progressive, intraepithelial 
neoplastic condition first described by John Templeton Bowen 
in 1912 [1]. The risk of development of invasive carcinoma is 
3%-5% in extra genital lesions and 10% in genital lesions [2]. It 
commonly occurs over sun-exposed areas such as head, neck 
and lower limbs. Clinically, it presents as single well‑defined 
erythematous plaques mimicking psoriasis or eczema. Multiple 
site disease, hidden area involvement is seen in chronic arsenic 
intoxication [3,4]. Here, we report a case of elderly male patient 
of BD with occurrence over rare site. 

A 65-year-old farmer was referred to our OPD with a his-
tory of slowly enlarging scaly erythematous lesion on the front 
of abdomen, over the last four years. Minimally itchy and was 
managed elsewhere as eczema or psoriasis with no relief. No 
H/O of previous cutaneous carcinomas in the past or in family 
members. No H/O of using well water for drinking or cooking 
purposes. After meticulous clinical and dermoscopic examina-
tion of the entire body skin, no other lesions were noticed. Lo-
cal dermatological examination revealed large scaly, slightly ele-
vated dry dull red plaque of size 5x4.5 cm with well‑demarcated 

borders from the surrounding healthy skin over right hypochon-
drium and epigastric region (Figure 1). Dermoscopic findings 
through the surface of the entire lesion showed glomerular/
dotted vessels and yellow‑white opaque scales on an erythema-
tous background, suggestive for Bowen’s disease. Histopatho-
logical examination revealed parakeratosis in stratum corneum 
with atypicality in cells throughout the epidermis. Individual 
dyskeratotic cells and increased mitotic figures were seen in the 
stratum spinosum (Figure 2a,b,c). With confirmation of diagno-
sis, we did wide elliptical excision with 1 cm clearance. Margins 
(excisional biopsy report) were free of squamous atypia. Patient 
is under follow up for 1 year with no local recurrence or devel-
opment of new lesions elsewhere in the body. 

Discussion

Bowen’s Disease usually occurs over sun exposed sites. Giant 
disease although not uncommon is rarely reported [5]. “large 
Bowen’s disease” as a lesion with a dimension more than 2 cm 
and Lopez et al [6]. Used the term “extensive Bowen’s disease” 
for those lesions larger than 3 cm in diameter [7]. Our patient 
had dimensions (5x4.5 cm). Dermoscopic findings were strongly 
suggestive for Bowen’s disease and ruled out eczema or psoria-
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Figure 1: Solitary erythematous plaque on the right hypochondri-
um extending on to epigastric region.

Figure 2 a, b, c: Histopathology (H & E stain) full thickness depict-
ing keratinocyte atypia, individual cell dyskeratotic, atypical mi-
totic figures.

sis in our case. Histopathology being gold standard confirmed 
our dilemma. To have fully blown disease, period varies be-
tween 2‑40 years which confirms slow, lateral spread warrant-
ing late presentation in the OPD. The most common location of 
giant Bowen’s disease as per literature is the abdomen, followed 
by flanks. These are sun non exposed (cloth covered parts) of 
the body. Hidden area should make one suspect chronic arsenic 
exposure (food or water). Our patient did not have high levels 
of serum arsenic (less than 1 µg per dL). The concentration of 
total arsenic in urine was also within normal limits (≤50 mcg/L). 
Although most of the lesions are asymptomatic with cosmetic 
concern, they may be itchy and pose difficulty in diagnosis as 
clinical features overlap with dermatological conditions such 
as seborrheic keratosis, superficial basal cell carcinoma, actin-
ic keratosis, eczema, tinea corporis, chronic plaque psoriasis, 
seborrheic dermatitis etc. Long standing uncared Bowen’s dis-
ease often advances to invasive SCC. Treatment modalities for 
Bowen’s disease are topical agents such as 5% 5 fluorouracil 5% 
imiquimod, cryotherapy, curettage, photodynamic therapy with 
5‑Aminolevulinic acid (ALA), radiotherapy, and ablative lasers. 

Last but not the least surgical excision is the curative therapy. 
The therapeutic choice can be influenced by the age, number, 
size and location of the lesion, preferable and comfortable solu-
tion by the patient and affordability of the therapeutic modali-
ties [8]. 

Conclusion

We suppose that large size of the disease is due to neglect-
ing the skin lesion by the patient or family members due to old 
age of the patient leading to late diagnosis and management. 
Therefore a self‑skin examination in this elderly age group will 
be ideal due to increasing prevalence of cutaneous cancers. Der-
moscopic examination as a non‑invasive tool should be done in 
all long standing red atypical skin plaques to rule out mimickers, 
which also help to choose the best site for biopsy. Early recogni-
tion and timely surgical management (wide excision), long term 
follow up for local recurrence is the need of the hour.
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