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C a s e  r e p o r t

A 61-year-old man presented with a six-month history of 
skin lesions. It started with blisters on both hands and 
pruritis. Shortly thereafter, his feet were also involved 
and they became swollen. After four months, skin lesions 
evolved on his nose and ears. The patient reported weight 
loss, but no further symptoms. Before presentation in our 
clinic, he was treated with class III corticosteroid ointment 
oral antibiotics and zinc ointment, without effect. 
His medical history revealed a tumour resection followed 
by postoperative radiotherapy for a pT
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carcinoma of the hypopharynx 13 years before presentation 
with the skin lesions. 
On dermatological examination in our clinic, livid 
erythematous squamous plaques on the hands, feet, knees 
and nose were seen. There was a subungual hyperkeratosis 
with onycholysis on both the hands and feet (figure 1). 

w H a t  i s  Y o U r  d i a g n o s i s ?

See page 485 for the answer to this photo quiz.
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figure 1. Our patient at presentation
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a n s w e r  t o  p H o t o  Q U i Z  ( p a g e  4 8 1 )

s K i n  l e s i o n s  i n  a  p a t i e n t  w i t H  H e a d  a n d  n e C K  C a n C e r

d i a g n o s i s

Histopathological examination of a lesion on his left 
hand revealed a slightly acanthotic epidermis with 
hyperparakeratosis. There was a perivascular, partially 
bandlike, mononuclear inflammatory infiltrate with 
spongiosis. Furthermore, an interface dermatitis was 
seen. Both the clinical and histopathological picture were 
compatible with the Bazex syndrome. By means of a fungal 
culture, an onychomycosis was diagnosed.
Physical examination by the ENT physician showed a 
second primary T
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 hypopharynx tumour with axillary 

lymph node metastasis. Because palliative chemotherapy 
was not an option due to his low WHO performance score, 
we started dexamethasone 10 mg once daily. Within one 
week an evident improvement of his skin lesions was 
observed (figure 2). The patient continued his treatment 
and tapered the dexamethasone gradually with good results 
until he died three months later. 

d i s C U s s i o n 

The Bazex syndrome, also called acrokeratosis 
paraneoplastica, is a rare paraneoplastic acral erythema-
tosquamous dermatosis associated with internal 
malignancy. This syndrome was first described in 
1965 by Bazex et al. in a patient with a squamous cell 
carcinoma of the head and neck region in association with 
cutaneous lesions which resolved after the malignancy 
was treated.1 No cases without underlying malignancy 
have been described. The most common associated 
neoplasms are squamous cell carcinomas of the upper 
aerodigestive tract and other malignancies with cervical 
or mediastinal lymph node metastases.1,2 The syndrome 
is more common in men and the mean age is 60 years. 
In almost 70% of the cases the cutaneous symptoms 
precede the diagnosis of the malignancy by several 
months. Therefore diagnosis is often difficult.2 The 
clinical features are violet to red psoriasiform plaques on 
acral sites. The nails are often involved with subungual 
hyperkeratosis, onycholysis, yellow discoloration and 
ridging.3 Histopathological findings are often aspecific and 
clinical and histopathological features can mimic several 
other conditions such as psoriasis, eczematous dermatitis 
or lichen planus.3 The pathophysiology of the syndrome is 
still unknown, but it is hypothesised that an underlying 

immunological mechanism or tumour-produced growth 
factor play a role.2-4 The symptoms improve or resolve after 
treatment of the underlying malignancy.2-4 Treatment with 
dexamethasone has not been described before, but showed 
to be effective in our patient with an improvement in his 
quality of life.
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figure 2. Our patient after one week treatment with 
dexamethasone


