Palmoplantar keratoderma
unveiling renal cell carcinoma:
A novel paraneoplastic
presentation

Sir,

A 70-year-old man presented with asymptomatic
thickening of the palms and soles for 6 months.
There was no history of anorexia, weight loss or any
symptom pertaining to specific systemic involvement.
The patient denied exposure to any chemicals which
might have contributed to his illness. Dermatological
examination revealed diffuse, hyperkeratotic plaques
and fissures involving both palms and soles with more
marked involvement of the latter [Figures 1a and 1b].
There was no hyperhidrosis. Hair, nails and mucous
membranes were normal. Abdominal examination
revealed a bimanually palpable 10 cm X 7 cm mass
in the left lumbar region. It was soft, non-tender and
ballotable. There was no hepatosplenomegaly. Other
systems were clinically normal.

Hematological and biochemical parameters including
serum calcium level were within normal limits,
except for anemia (hemoglobin 8 g%) and an elevated
erythrocyte sedimentation rate (62 mm/1% hour).
Stool examination for occult blood was negative.
Chest X-ray and computerized tomography (CT) scan
of chest did not reveal any abnormality. CT scan
of the abdomen revealed a mass arising from the
anterior aspect of the left kidney extending inferiorly
up to the level of left iliac crest. It was heterodense
with hypodense areas suggestive of renal cell
carcinoma [Figure 2].

Contrast CT scan of the abdomen and pelvis revealed
renal cell carcinoma involving the lower pole of the left
kidney. There was infiltration of perinephric fat and
invasion of the lower pelvi-calyceal system causing
hydronephrosis. Multiple small lymph nodes were
detected in the left hilum and perinephric space. The
tumor-node-metastasis (TNM) staging was T4N1MO.
Histopathological examination of palmar skin showed
features of keratoderma [Figure 3].

A diagnosis of paraneoplastic diffuse palmoplantar
keratoderma associated with renal cell carcinoma
was made. Topical keratolytics and emollients were
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Figure 1: Diffuse keratoderma involving (a) palms (b) soles

Figure 2: Computerized tomography scan of the abdomen showing
heterodense mass lesion arising from the left kidney

Figure 3: Massive hyperkeratosis, acanthosis and lymphocytic
infiltrate in the dermis (H and E, x100)

advised for palms and soles. At the regional cancer
institute, left radical nephrectomy with para-aortic
nodal clearance was done and renal cell carcinoma
was confirmed histopathologically [Figure 4]. The
patient succumbed to myocardial infarction during
the early postoperative period.
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