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treatment of MC, and all have their own drawbacks, thus 
warranting the need for a non-destructive, self-administered 
topical therapy that is both safe and efficacious. 

Taking this into consideration, we have undertaken an 
open trial with a zinc oxide cream containing colloidal 
oatmeal extracts. Colloidal oatmeal is present in a variety 
of dermatological and antiirritant products and has 
antiinflammatory properties. Recently, a study demonstrated 
inhibitory effects of oat extract on eicosanoid formation, 
expression of cytosolic phospholipase A2 (PLA2), and 
arachidonic acid mobilization in human keratinocytes.
[2] We hypothesize that these antiinflammatory properties 
may play a role in the dramatic antiviral response observed 
in the six children in this study. Indeed, PLA2 activity 
was found to be critical for infectivity of some viruses 
such as parvoviruses.[3] In addition, studies suggested that 
poxviruses have an obligate requirement for arachidonic 
acid metabolites during replication and possess multiple 
genes that regulate arachidonate metabolism.[4] Obviously, 
randomized controlled studies are needed to confirm the 
effectiveness of this treatment, but its excellent safety 

profile appears to offer an attractive therapeutic option.

In conclusion, our findings may provide a promising new 
therapeutic approach to the treatment of MC and are also 
in agreement with recent evidence in the literature which 
suggests the need for therapeutic options other than 
curettage in patients with numerous lesions.[5] 
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Sir,
Basal cell carcinoma (BCC) is a malignant tumor 
composed of basaloid cells that arise from basal cells of the 
epidermis or epithelial structures of the adnexa. Clinically 
and histologically it may have varying appearances. Rarely, 
BCC presents as a polypoidal growth. 

Polypoid BCC differs clinically from other variants by 
being exophytic and pedunculated and, histologically, the 
tumor aggregation is restricted only to the polypoid part. 
Although the polypoid BCCs have a large average size, 
they are not considered aggressive because the lesions 
are well-circumscribed and the growth pattern is non-
infiltrative. 

A 57-year-old lady with skin type V presented with a 
continuously growing mass on the left cheek for two 
years. The lesion used to bleed with minimal trauma. The 

Correspondence

Figure 1a: Photographs of MC before treatment

Figure 1b: Photographs of MC after a four week treatment with a zinc oxide 
cream containing colloidal oatmeal extracts
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tumor was located on the left nasolabial fold, polypoidal 
in shape, bluish black in color, soft to firm in consistency 
and measured approximately 3 × 2 cm in size [Figure 1]. 
There was no associated cervical lymphadenopathy and 
systemic examination was unremarkable. The differential 
diagnoses considered were BCC, pyogenic granuloma and 
adnexal tumor. The tumor was excised with 5 mm margins, 
followed by two freeze thaw cycles of cryotherapy at the 
base. There was no recurrence at six months of follow-up. 

The histological examination of the mass revealed tumor 
cells arising from the basal layer of the overlying thinned 
and stretched out epidermis [Figure 2]. The tumor cells 
were arranged in the form of solid sheets, nests and areas 
showing adenoid pattern. Tumor cells were basaloid with 
uniform nuclei and scanty amount of cytoplasm. Peripheral 
palisading of the tumor cells were seen with areas 
showing retraction artifact. Few mitotic figures and areas 
of keratinization were noted. The margins of the excised 
tissue were tumor-free.

There are different clinical and histologic variants of BCC. 

The clinical variants are ulcerating, nodular, pigmented, 
sclerodermiform and superficial types. The histological 
variants are nodular, noduloulcerative, micronodular, 
pigmented, fibroepithelial, adenoid, adenoid cystic, 
morphoeaform, bowenoid, basosquamous, infiltrative, 
superficial, adamantinoid, keloidal, syringomatous, 
cylindromatous, calcifying, ossifying and BCC with 
follicular, eccrine, apocrine and sebaceous differentiation.

Polypoidal BCC is a rare presentation which was first 
reported in 1985 by Love et al.[1] It has a stalk that connects 
it to the skin surface. Histologically, it has pedunculated 
exophytic growth and is characterized by restriction of the 
tumor aggregations to the polypoid zone. In the largest 
reported case series of polypoidal BCC by Megahed[2]   

there were four cases and, in one, the BCC appeared over 
naevus sebaceous.

Polypoidal BCC has been described more commonly 
in females as in our case. Misago et al.[3] reviewed the 
literature and found that the peculiar favorable locations of 
polypoidal BCC are scalp, genital area, back and buttocks. 
However, in our case the lesion was present on the face, 
which has been uncommonly described. Another unusual 
feature was the history of recurrent bleeding with minimal 
trauma and the bluish black appearance of the tumor 
resembling pyogenic granuloma. 

Hence our case represents a unique polypoidal BCC on the 
face masquerading as pyogenic granuloma. The polypoid 
BCC reported here is a rare clinical variant and to the best 
of our knowledge, has never been reported from India. 

References 
1. Love GL, Sarma DP. Giant polypoid basal cell carcinoma. J Surg 

Oncoll 1985;28:230-1.
2. Megahed M. Polypoid basal cell carcinoma: a new 

clinicopathological variant. Br J Dermatol 1999;140:701-3.
3. Misago N, Narisawa Y. Polypoid Basal cell carcinoma on the 

perianal region: a case report and review of the literature. J 
Dermatol 2004;31:51-5.

SYBERT’S KERATODERMA IN 
THREE SIBLINGS

Varadraj V Pai, Sanath Rao, Naveen K N

From the Department of Dermatology, SDM College of Medical 
Sciences and Hospital, Dharwad, India. E- mail: docpai@
rediffmail.com.

Indian J Dermatol 2010:55(3):297-9

DOI: 10.4103/0019-5154.70683

Sir,
In 1988, Sybert described a rare form of transgradient 
keratoderma which resembled mal-de-melada but had 
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Figure 1: Polypoid BCC on the left nasolabial fold of the lady

Figure 2: The figure shows peripheral palisading of basal cells with 
characteristic retraction artifacts along with focal gland formation (H and 
E stain, ×100)
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