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cutaneous malignancies is common in XP.[4] Nash and Kaelbling 
have described chromosomal breakages with increase in the 
number of sister chromatid exchanges in patients of XP and a 
1000-fold increased risk of skin cancers.[5] Our patient showed 
similar chromosomal aberrations which correlated well with 
his tendency to harbor multiple tumors while his sister who 
did not show increased number of sister chromatid exchanges 
has not yet developed cutaneous tumors. Increased mortality 
in XP from metastatic malignant melanoma and squamous 
cell carcinoma has been described by Horenstein and Diwan 
et al.[3] Mortality can be reduced by the use of isotretinoin 
chemoprophylaxis which prevents further development 
of squamous cell carcinomas. A recent clinical trial by 
Yarosh et al used the microbial enzyme T4 endonuclease V 
applied regularly as a topical liposome lotion.[6] Long-term 
use of this topical agent significantly reduced the onset of 
both new basal cell carcinomas and actinic keratoses, thus 
offering a ray of hope in this disease, which leaves behind 
intense psychological trauma and poses social and economic 
problems in the affected families.
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Letters to the Editor

Umbilical metastasis: An unusual Umbilical metastasis: An unusual 
presentation of pancreatic presentation of pancreatic 
adenocarcinomaadenocarcinoma

Sir,
Metastasis to the umbilicus is rare. It may be a presenting 
feature of visceral malignancy or may occur after the 
diagnosis of the primary site is made. Sister Mary Joseph was 
the first to note the link between umbilical nodule and intra-
abdominal malignancy. Here we present a case of carcinoma 
of pancreas that presented with an umbilical nodule. To our 
knowledge, only 12 cases of carcinoma of pancreas with 
umbilical metastasis have been reported.[1]

A 54-year-old man presented with painless swelling in the 
umbilical area of two weeks duation. There was no discharge 
from the lesion. On examination, there was a small nodule of 
2x2 cm size, oval in shape, confined to the skin and sparing the 
underlying muscle. Its surface was smooth with a reddish hue 
and on palpation it was firm to hard in consistency, nontender, 
nonpulsatile and nonfluctuant [Figure 1]. The surrounding skin 
was normal. Systemic examination was normal. Fine needle 
aspiration from the lesion revealed adenocarcinoma [Figure 2]. 
The patient was investigated further to detect the site of primary 
malignancy. CT scan of abdomen and pelvis revealed a mass 
lesion in the head of the pancreas and involving the surrounding 
structures. The pancreatic lesion was nonresectable. The patient 
was planned for palliative chemotherapy with gemcitabine 1200 
mg/m2 on day 1 and 8 and every 3 weeks with cisplatin 75 mg/m2 
on day one and every three weeks. He received three cycles of 
chemotherapy. Re-evaluation suggested that there was decrease 
in the size of the tumor. Subsequently the patient completed six 
cycles of chemotherapy. However, the disease progressed two 
months after completion of chemotherapy and the patient is 
now only on symptomatic care.

Cutaneous metastasis occurs in 1-9% of patients with 
carcinomas. Umbilical metastasis represents only 10% of 
these lesions.[2] Site of primary of metastatic umbilical nodule 
is commonly the gastrointestinal tract (35-65%) and the 
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of primary with metastatic lesion can be done followed by 
adjuvant chemotherapy. In spite of the best of treatment, 
outcome of carcinoma pancreas with skin metastasis is poor 
as seen in our patient.
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Figure 2: FNAC: Clusters of adenocarcinoma cells (Papanicolaou, 
x200)

Figure 1: Reddish smooth surfaced umbilical nodule
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genitourinary tract (12-35%) while in 15-30% of the patients 
the primary site is unknown.[3] The umbilical nodule is usually 
a painful lump with ulcerated surface and irregular margins 
unlike our case and is hard in consistency.[4] 

The exact mechanism for spread of umbilical metastasis is 
not known. It has been postulated that it may occur either 
due to direct spread or through arterial, venous or lymphatic 
vessels or via the umbilical ligament. The most common form 
of umbilical involvement is the direct invasion of peritoneal 
metastasis.[1,3] The so-called Sister Mary Joseph’s nodule is 
formed by localization of metastatic tumors to the umbilicus.[5] 
FNAC is a useful diagnostic intervention with 92.8% sensitivity 
and 100% positive predictive value. Once metastatic lesion is 
confirmed the primary lesion should be looked for with the 
help of clinical examination and further investigations. 

Being a metastatic disease, the treatment remains palliative. 
Patients may be treated with chemotherapy, radiotherapy 
or both. In some patients if the primary lesion is resectable 
and umbilical metastasis is the only lesion then resection 

Pityriasis rosea occurring during Pityriasis rosea occurring during 
acyclovir therapyacyclovir therapy

Sir,
Pityriasis rosea is an acute self-limiting disease, probably 
infective in origin, affecting mainly children and young adults 
and characterized by distinctive skin eruptions and minimal 
constitutional symptoms. Second attacks of pityriasis rosea 
are said to occur in about 2% of cases after an interval of a few 
months or many years. Multiple recurrences have rarely been 
reported.[1] The cause of pityriasis rosea is yet not known. 
Many studies have focused on human herpes virus 6 (HHV-6) 
and HHV-7 as causative agents for pityriasis rosea.[2-4] But 
they are not demonstrable in all individuals with pityriasis 
rosea.[5-6] Use of high dose acyclovir (800 mg given five times 
a day) has been shown in one study to hasten the clearance 
of the lesions, when compared with placebo.[7]

A 28-year-old male patient presented with pink-colored scaly 
skin lesions over the trunk for a period of two weeks. A single 
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