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ABSTRACT

Metastasis is a clinical manifestation of a malignant pathology and it is estimated that only
10% has a cutaneous presentation, which umbilical manifestation reduces to a 1-3%. One of
its rarest kind being the Sister Mary Joseph nodule which typically presents by a palpable
mass at the level of the umbilical scar, usually associated with advanced pathologies
making it useful for clinical guidance and prognostic.

Key words: nodule, Sister Mary Joseph, Cancer

INTRODUCTION

Umbilical metastasis is a clinical manifestatilon associated to advanced stage
tumors, by being identified we can estimate a survival rate from 2 to 11 months
for patients (1). It was described for the first time in 1864 (2), but it was not until
Sir Hamilton Bailey granted it its eponym in honor of Sister Mary Joseph (1956-
1939) who served as surgical assistant to Dr. William James Mayo who identified
the umbilical nodules as a manifestation of patients with intrabdominal
malignancies while serving as a surgical assistant in Mayo Clinic (3,4).

This nodule is identified in 1-3% of all abdominal neoplasm, varying in size
between 0.5-15 cm (5), also presenting variations in its clinical presentaTlon and
associated in different percentages to a determined primary origin, making its
clinical correlation important to determine patient prognosis.

CASE REPORT

A 71-year-old men native to Sonora, Mexico with a history of chronic kidney
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disease, high blood pressure, tobacco use ranging since
13 years of age to the moment he arrived to the
moment of his arrival to his clinical evaluation, smoking
one pack of cigarettes per day (HSI 58) and with
occasionally alcohol use.

This current iliness began one year prior to hospitali-
zation with diarrheal stools up to 30 times a day for 3
months, presenting weight loss up to 20 kg. Thirty days
prior presenting nausea and vomit whit oral intolerance
and the growth of an umbilical nodule. During her
clinical exploration he also presented dyspnea with
medium efforts, orthopnea and paroxysmal nocturne
dyspnea.

On physical patient presented extreme thinness,
paleness of skin and integument. Upon abdominal
examination, no visceromegaly or palpable tumors
were evident, nor was any pain reported. At inspection,
we observe a bilobed umbilical nodule of 4 x3 x2.5cm
with ulcerations and with mild pain on palpation. The
nodule was apached to deep plane Gssue, easily prone
to bleeding upon touch.

Investigations revealed anemia with hemoglobin of
7.4 mg/dl, creatinine of 6.2. A simple CT scan was
performed since the CT scan with contrast wasn’t
possible due to the elevated creatinine.

The CT scan revealed atypical lymphatic activity at
abdominal, retroperitoneal, supraclavicular, mediasti-
nal, mesenteric, peripancreatic level which is
associated to hepatic density changes of infiltrative
appearance, considered secondary to neoplastic
activity. Presence of nonspecific morphologic
changes of the pancreatic head with the possibility of
primary activity being at this level. Bilateral pleural
effusion of a 40% and pericardial effusion.
Centrilobular emphysema type COPD, cholelithiasis,
bilateral renal hypertrophy data but there is no
mention of the umbilical nodule.

Ganglion cytology revealed adenocarcinoma

Figure 2 - Simple computed
tomography revealing abundant
intraabdominal lymph node chains
and an umbilical nodule (a, b)
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Sister Mary Josephs Nodule: A Rare Clinical Manifestation

Figure 1 - Umbilical nodule evidenced during physical
examination, bilobed, easily prone to bleeding upon touch

moderately differentiated whith intestinal phenotype,
immunohistochemistry reported negative for CK7 and
positive for CK20, CK19, CDX2, SATB2, and ACE,
indicating, based on the guidelines of the European
Society for Medical Oncology (ESMO), a probable
colorectal or Meckel cell origin.

The patient passed away one month ater diagnosis,
at the onset of chemotherapy treatment, due to
disease progression.

DISCUSSION

Sister Maria Jose's nodule, within its macroscopic
characteristics, has been described in various articles as
a mass located at the level of the umbilical scar with
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irregular borders, changes in coloration, bleeding,
discharge of exudate, either serous or sanguineous,
and ulcerations, predominantly identified in the female
gender6. The umbilical lesion often preceed the
primary diagnosis of cancer, serving as the initial
presentation of malignancy, as is the case with our
patient.

Regarding the causes of metastatic spread to this
area, it has been suggested that the main cause is due
to connections of lymphatics specifically with the
axillary and inguinal lymph nodes (7). Also mentioned
is the venous drainage of the abdominal wall or
contiguous extension (8).

Histopathologically, the most common variant
identified is adenocarcinoma (80%), showing variation
in the primary origin of cancer according to gender,
primarily located in the stomach in men (26%) and
ovaries in women (20%), with smaller amounts in the
colon, rectum, anus, and uterus. However, many
umbilical metastases do not have an identified origin.

Among the differential diagnoses are various benign
pathologies such as umbilical hernia, granuloma,
epidermoid cysts, umbilical endometriosis, pyoderma
gangrenosum, and omphalitis, which must be related
through medical history (9,10). However, when there is
suspicion, a directed medical history should be
conducted to identify symptoms that can more precisely
guide towards a diagnosis, identifying those patients
who will require referral to a higher level of care for
further evaluation and management.

In managing patients, a biopsy of the nodule can
support a histological diagnosis along with immuno-
histochemistry. Contrast-enhanced CT scans or MRIs
can help identify the extent and probable primary
origin of the disease. The prognosis for patients
presenting with Sister Maria Jose's nodule is usually
unfavorable, often leading to palliative care,
considering that the survival of our patient post-
identification of the umbilical lesion was two months.
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CONCLUSION

Sister Maria Jose's nodule is a finding in physical
examination that points towards the presence of
advanced intra-abdominal neoplasms, indicating a poor
prognosis upon presentation.

Therefore, timely diagnosis will allow for the
initiation of appropriate management to potentially
improve the patient's survival.
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