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Figure 3: Clinical appearance after excisional biopsy

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form, the patient has given his 
consent for his images and other clinical information to be 
reported in the journal. The patient understands that his name 
and initials will not be published and due efforts will be made 
to conceal identity, but anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Uriel Villela‑Segura1, 
Fernando De La Torre‑Rendón2, 

Sheila Ramírez‑Sáenz2, María Teresa Barrón‑Tapia3

1Department of Dermatologic Surgery, Centro Dermatológico Pascua. 
Departments of 2Pathology and 3Dermatology, Licenciado Adolfo López 

Mateos Regional Hospital, ISSSTE, Mexico City, Mexico

Correspondence: Dr. Uriel Villela‑Segura,  
Esquina, Eje Vial 3 Sur, Dr José María Vertiz 464, Buenos Aires, 

Cuauhtémoc, BO: 06780, Ciudad de México, CDMX, Mexico. 
E‑mail: uvise08@gmail.com

References
1. Hawkins MG, Winder DM, Ball SL, Vaughan K, Sonnex C, 

Stanley MA, et al. Detection of specific HPV subtypes responsible for 
the pathogenesis of condylomata acuminata. Virol J 2013;10:137.

2. Vijayabhaskar R, Sadasivam OL, Kirushnakumar KS. Papilloma of the 
umbilicus. Indian J Surg 2014;76:329‑30.

3. Vyas NS, Campbell CM, Mathew R, Abrahamsen M, van der Kooi K, 
Jukic DM, et al. Role of histological findings and pathologic diagnosis 
for detection of human papillomavirus infection in men. J Med Virol 
2015;87:1777‑87.

4. Psarras K, Symeonidis N, Baltatzis M, Notopoulos A, Nikolaidou C. 
Umbilical metastasis as primary manifestation of cancer: A small series 
and review of the literature. J Clin Diagn Res 2014;8:ND17‑9.

How to cite this article: Villela-Segura U, De La Torre-Rendón F, 
Ramírez-Sáenz S, Barrón-Tapia MT. A case of a reddish umbilical 
tumor: An uncommon presentation of a viral wart. Indian J Dermatol 
Venereol Leprol 2020;86:709-11.

Received: March, 2019. Accepted: June, 2020.
© 2020 Indian Journal of Dermatology, Venereology and Leprology | Published by 
Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/ijdvl.IJDVL_161_19

PMID:
*****

Systemic sarcoidosis mimicking 
metastases in a patient with breast cancer: 
A misdiagnosis resolved by the appearance 
of  skin lesions
Sir,

Sarcoidosis can mimic other disease processes and it can be 
easily misdiagnosed as another inflammatory disease or a 
malignancy.1 Here we present a case of breast cancer whose 

accurate cancer staging was confounded by the concomitant 
presence of previously undiagnosed sarcoidosis.

A 51‑year‑old woman who had received multiple 
chemotherapy regimens for metastatic breast cancer 
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presented to the dermatology clinic with an erythematous 
skin eruption. She was initially diagnosed with triple‑negative 
invasive ductal carcinoma of the right breast via core needle 
biopsy 1 year back. An ultrasound examination showed a 
right breast mass (3.9 × 1.7 × 2.6 cm) and multiple enlarged 
left axillary and bilateral supraclavicular lymph nodes. 
Besides, [18F]‑Fluoro‑2‑deoxy‑D‑glucose positron emission 
tomography and computed tomography confirmed additional 
enlarged lymph nodes in the mediastinum, retroperitoneum 
and bilateral inguinal regions, as well as hypermetabolic 
nodules in the spine and iliac bones [Figures 1a‑c]. With a 
presumed diagnosis of metastatic breast cancer, the patient 
underwent 16 sessions of chemotherapy for a period of 
10 months at 2–3‑week intervals. The breast mass showed 
a partial reduction in size (2.4 × 1.5 × 2.1 cm) on computed 
tomography of the chest and ultrasound examination at 
3 months of chemotherapy. However, the other presumed 
metastatic lesions remained unchanged on multiple computed 
tomography and [18F]‑Fluoro‑2‑deoxy‑D‑glucose‑positron 
emission tomography during the 10‑month treatment 
course. Moreover, there were multiple nodules found 
in the lungs during the treatment course. Subsequently 
there were appearance of multiple erythematous plaques 
on the back [Figure 2a], left arm [Figures 2b and c] and 
left thigh. Skin biopsy from a plaque on the back showed 
naked granulomas indicating sarcoidosis [Figures 3a and b]. 
Further biopsies of the left axillary lymph node and left 
iliac [Figures 3c and d] and L5 spinal bones also showed 
features of sarcoidosis without any evidence of malignancy. 
Her serum angiotensin‑converting enzyme was elevated 
at 150 U/L (normal range, 7.5–53.0 U/L) and pulmonary 
function tests revealed reduced diffusing capacity of the 
lung for carbon monoxide. Based on the above findings 
the patient was diagnosed with multisystem sarcoidosis. 
Another core needle biopsy conducted on the aforementioned 
remnant right breast mass also showed only noncaseating 
granuloma without any cancer cells. Nevertheless, since a 
core needle biopsy represents only a small part of the lesion, 
it was unclear whether the malignant carcinoma responded 
completely to chemotherapy. After a thorough consultation, 
the patient denied further chemotherapy and opted for regular 
radiologic work‑ups at 2–3 months intervals.

She was started on oral prednisolone for sarcoidosis at an 
initial dose of 15 mg/day with a resolution of skin lesions 
within the first couple of months of treatment. However, other 
systemic sarcoid lesions remained unchanged necessitating 
an increase in the dose to 40 mg/day at 3 months which 
was gradually tapered. A follow‑up computed tomography 
scan at 9 months (prednisolone dose was 5mg/day at this 
time) into the oral steroid treatment showed a reduction in 
the dimensions of the lymph nodes and lung nodules. The 
bone scan showed no evidence of bone lesions. However, at 
this time, the computed tomography scan and an ultrasound 
examination revealed an increased primary breast lesion 
size (3.4 × 1.6 × 2.3 cm) and its biopsy was confirmed 
as invasive ductal carcinoma. The patient underwent 
total mastectomy with axillary lymph node dissection. A 

histopathologic examination revealed the presence of invasive 
ductal carcinoma with clear surgical margins. The patient 
received postoperative adjuvant chemotherapy consisting of 
8 cycles of capecitabine (1500 mg). Systemic prednisolone 
was stopped after another 3 months of treatment. She is now on 
a regular follow‑up schedule at 3 months intervals to monitor 
both sarcoidosis and breast cancer. The most recent computed 
tomography scan done 10 months postoperatively showed no 
signs of metastasis and sarcoidosis and the cutaneous lesions 
have not recurred so far.

Sarcoidosis is a benign systemic granulomatous disease 
of unknown etiology that affects multiple organs.2 When 
coexisting with a primary diagnosis of cancer, the presence 
of sarcoidosis may complicate the accurate staging of cancer. 
The concomitant presence of cancer and sarcoidosis may 
induce high uptakes of [18F]‑Fluoro‑2‑deoxy‑D‑glucosein 
the lymph nodes or bones.3 Besides, the lung and 
mediastinal lymph nodes are frequently enlarged in 
patients with sarcoidosis as well as in those with metastatic 
breast cancer.3 In our case, the patient had enlarged lymph 
nodes in the left axilla and bilateral supraclavicular areas 
which are other common sites involved in metastatic breast 
cancer.3,4

Figure 1a: Multiple hypermetabolic lesions in the mediastinum, para‑aortic 
and bilateral iliac regions, as well as in the spine, humerus and iliac bones 
(arrows, hypermetabolic lesions)
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Figure 1b: Multiple enlarged lymph nodes in the bilateral supraclavicular areas Figure 1c: Multiple enlarged lymph nodes in the bilateral inguinal regions

Figure 2a: Multiple erythematous plaques on the back Figure 2b: Multiple erythematous plaques on the left upper arm

Although the initial clinical and radiological findings in the 
present case were highly suggestive of metastatic breast cancer, 
if the axillary lymph node biopsy had been performed initially, 
the delay in the correct diagnosis might have been averted. There 
have been several case reports demonstrating the coexistence 
of sarcoidosis in patients with breast cancer.1,3‑5 However, the 
majority of these reports described a typical presentation of 

sarcoidosis as lesions were limited to the lungs and mediastinal 
lymph nodes without bone involvement. The patient described 
in this case report had enlarged mediastinal lymph nodes as 
well but this was an exceptional case that also involved the 
bones, axillary and supraclavicular lymph nodes. Without the 
skin manifestation and its histological analysis, the accurate 
diagnosis and treatment could have been further delayed.
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In conclusion, this case highlights the diagnostic dilemma due to the 
concomitant presence of sarcoidosis and breast cancer.Histological 
confirmation should always be considered before treatment is 
initiated, as it can change the staging and treatment plan.

Figure 2c: Multiple erythematous plaques on the left upper arm

Figure 3a: Non‑caseating naked granuloma in the skin lesion on the 
back (H and E, ×40)

Figure 3b: Non‑caseating naked granuloma in the skin lesion on the 
back (H and E, ×200)

Figure 3c: Non‑caseating granuloma in the iliac bone (H and E, ×100)

Figure 3d: Noncaseating granuloma in the iliac bone (H and E,×200)
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A case of  extranodal natural killer/T‑cell 
lymphoma, initially misdiagnosed as 
erythema nodosum

Sir,
We present the case of a woman with cutaneous extranodal NK/
T‑cell lymphoma, that posed a diagnostic challenge because 
the early cutaneous form resembled erythema nodosum.

A 33‑year‑old woman presented with painful erythematous 
nodules on both pretibial areas that had developed 3 months 
ago[Figure 1]. She had no prodromal symptoms and had 
history of neither oral nor genital ulcers. On the first visit, 
blood and urine examination and chest x‑ray findings were 
normal. She had no relevant past medical history. Initial 
biopsy of a skin lesion revealed septal panniculitis with mixed 
inflammatory cells that had infiltrated the junctions of the 
septa and mild perivascular infiltration [Figure 2]. Based on 
these clinical and histological data, we diagnosed erythema 

nodosum and prescribed oral methylprednisolone, colchicine 
and talniflumate. Despite taking these medications for 2 
months (including an increase in the methylprednisolone dose), 
the lesions advanced to the trunk and showed aggravation 
with the development of ulceration on the previous leg 
lesions [Figure 3]. The erythrocyte sedimentation rate was 
increased (54 mm/h), but all the other blood and urine tests 
were normal. Repeat biopsy of the lower leg lesion revealed 
prominent nodular infiltrations of atypical lymphocytes 
throughout the dermis and subcutaneous layer as well as 
angiocentric destruction caused by dense atypical infiltrates 
in the subcutis. The cells were positive for CD3, CD8, CD56 
and Epstein‑Barr virus by in‑situ hybridization [Figure 4]. 
A bone marrow biopsy revealed no evidence of malignant 
lymphoma, but a few atypical lymphocytes were observed 
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