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CD25 on CD117+ mast cells, (iv) serum tryptase levels >20 ng 
mL plus one or more “C‑findings”(cytopenia, malabsorption, 
osteolysis, liver impairment and ascites).7 Our patient had the 
major criteria, two minor criteria and C findings.

Aggressive systemic mastocytosis is a difficult to treat condition 
and treatment options include antihistaminics, H2 antagonists, 
disodium cromoglygate, corticosteroids, psoralen ultraviolet 
A, interferon alpha‑2b and tyrosine kinase inhibitors. There 
is limited information in the literature to guide treatment of 
patients such as ours, with multisystem infiltration of mast cells 
causing multiple organ failure.Tyrosine kinase inhibitors have 
been shown to cause mast cell apoptosis, but their use in infants 
or neonates has been rarely reported.8 Antibiotics are indicated 
in cases with features of sepsis. This case highlights the rapidly 
progressing course of aggressive systemic mastocytosis in a 
neonate and the need to develop aggressive treatment options 
to improve prognosis in patients, especially of this age group, 
which is otherwise very poor.
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A case of  a reddish umbilical tumor: An 
uncommon presentation of  a viral wart

Sir,
Condyloma acuminatum or genital warts are sexually 
transmitted disease caused by human papillomavirus. Low‑risk 
human papillomavirus 6 and human papillomavirus 11 types 

are responsible for 90% of the cases; however, high‑risk types 
like 16 and 18 can also be causative agents. The genital area 
is the most commonly affected site although there are several 
cases reported involving other anatomical sites.1
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A 23‑year‑old healthy man, judo wrestler, attended the 
dermatology department of the Hospital Regional Lic. 
Adolfo López Mateos, Mexico City with a 1‑month history 
of malodorous umbilical discharge, followed by a growing 
umbilical mass. There was no history of prior surgical 
procedures. Cutaneous examination revealed a red‑violaceous, 
tender, exophytic tumor measuring 2 × 2.5 cm, with serous 
discharge and periumbilical erythema. [Figure 1]. The rest of 
the physical examination was normal. The patient was single 
and denied any sexual contact in the last year, although he had 
a previous history of sexual contact with four healthy partners.

Considering the history, evolution and the site of presentation, 
the possible diagnosis was a viral wart versus a patent 
urachus, the latter was ruled out with a normal computed 
tomography scan. Skin biopsy from the umbilical warty 
lesion revealed parakeratosis, acanthosis with papillomatosis 
and koilocytes in the upper epidermis [Figure 2]. AnyplexTM 
II multiplex real‑time polymerase chain reaction detected 
the presence of human papillomavirus 11. Serological tests 
for HIV, hepatitis B virus, hepatitis C virus and Venereal 
Disease Research Laboratory test were normal. The patient 
denied having any personal history of genital warts or any 
unusual sexual practices.Contact tracing of his former sexual 
partners and current wrestling partners was unsuccessful.

The patient underwent surgical excision followed by topical 
imiquimod 5% cream three times weekly for 16 weeks [Figure 3]. 
The condition resolved without any recurrence or appearance of 
new lesion during his follow‑up 1 year later.

The mode of transmission of human papillomavirus is through 
skin‑to‑skin contact, autoinoculation and less commonly 
vertical transmission.1 In our case, he could have acquired 
the infection through previous close skin contact with one of 
his previous sexual partners or an infected wrestling partner 
with an unnoticed lesion.

The incubation period ranges from 3  weeks to 8 months. 
Sexually transmitted viral warts are usually seen on genitalia, 
perineum and adjacent areas. The extragenital presentation is 
uncommon with reported cases located on breast or axilla, and 

this could be associated with nonconventional sexual practices. 
Umbilical manifestation is exceptional with two reported 
cases in the medical literature (none of them confirmed with 
polymerase chain reaction).2 This entity has been described 
as a sessile, skin‑colored, whitish or brown papilloma, with 
an exophytic surface. Most cases are asymptomatic; however, 
discomfort, irritation and bleeding may occur on contact 
with clothing. Some patients can complain of malodorous 
discharge. Histologically, there is the presence of acanthosis, 
papillomatosis, and hyperkeratosis with parakeratosis along 
with the presence of koilocytes which is a distinctive feature.3

Differential diagnoses for umbilical tumors include 
patent urachus, hypertrophic scar, pyogenic granuloma, 
endometriosis in women and umbilical metastasis, referred to 
as “Sister Mary Joseph’s nodule,” which is most commonly 
associated with malignancy of an ovarian origin and less 
commonly in cases of malignancy affecting pancreas, 
gastrointestinal tract and lymphoma.4

Based on the size of the wart and its rapid evolution surgical 
excision was chosen as the first therapeutic option in our 
patient. To avoid recurrence, additional treatment with 
imiquimod 5% cream was prescribed.

We were unable to find similar cases in medical literature 
reporting umbilical localization of a viral wart, confirmed by 
polymerase chain reaction. 

Figure  2: Epidermis with parakeratosis, acanthosis, papillomatosis and 
presence of koilocytes (H and E, ×200)Figure 1: Umbilical warty red‑violaceous tumor with periumbilical erythema
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Figure 3: Clinical appearance after excisional biopsy
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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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