
E1164 CMAJ  |  OCTOBER 21, 2019  |  VOLUME 191  |  ISSUE 42 © 2019 Joule Inc. or its licensors

A 72-year-old man undergoing chemotherapy 
with 4 cycles of gemcitabine and nab-
paclitaxel for pancreatic ductal adenocar-

cinoma, diagnosed 5 months previously, presented to 
the emergency department with sudden difficulty 
moving his left hand. Neurological examination 
showed paresis of extension of the left wrist. Weak-
ness of all fingers of the left hand was present, includ-
ing a teardrop sign from paresis of the finger flexors 
(Figure 1A). Sensory examination results were normal. 
Diffusion-weighted brain magnetic resonance imaging 
(MRI) showed an acute infarction in the superior part 
of the patient’s right precentral gyrus, called the hand 
knob area (Figures 1B, 1C). No substantial internal 
carotid artery stenosis was visualized on MRI angiog-
raphy. Contrast-enhanced full-body computed tomog-
raphy, obtained for suspected thrombosis, showed the 
pancreatic tumour, unchanged in size, and pulmonary 
embolism in the right pulmonary artery (Figures 1D, 
1E). After careful exclusion of cardioembolism through 
cardiac monitoring and transthoracic echocardiogram, 
we diagnosed stroke in the hand knob area, from 
 cancer-associated embolism. The patient’s symp-
toms gradually improved after treatment with low-
molecular-weight heparin (LMWH).

Infarction in the hand knob area, the site of hand motor func-
tion, can cause isolated upper limb paresis and may be misdiag-
nosed as peripheral nerve damage. This is an uncommon presen-
tation of acute stroke, with an incidence rate of < 1% among all 
ischemic strokes.1 This manifestation is typically associated with 
atheroembolism or cardioembolism.

Patients with malignant disease are in a hypercoagulable state 
and at risk for the development of thromboembolism that may be 
arterial or venous in origin. Pathogenesis of the hypercoagulable 
state of malignancy has not been fully elucidated, but involves the 
interplay of multiple mechanisms, including those associated with 
carcinoma mucins, tissue factor and cancer procoagulant.2 Stan-
dard treatment includes early initiation of LMWH, with direct oral 
anticoagulants being a preferable alternative. Although hand knob 
infarction has a good functional outcome, cancer-associated 
thromboembolism has a higher incidence of recurrence and is the 
second leading cause of death in patients with cancer.3
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Figure 1: (A) Teardrop sign of the left hand in a 72-year-old man (arrow) with pancreatic ade-
nocarcinoma. (B, C) Diffusion-weighted magnetic resonance imaging showing an acute 
infarction located in the “hand knob area” of the right precentral gyrus (arrow). (D) Axial 
computed tomography (CT) of the abdomen showing a tumour in the tail of the pancreas 
(arrow). (E) Coronal CT of the chest showing pulmonary embolism in the right pulmonary 
artery (arrow).
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