
 

Case 21 
 
A 45-year-old woman from Ubonrajathani 
Chief complaint:   Asymptomatic hyperpigmented papules on the 
face  
Present illness: The patient gradually developed asymptomatic 
hyperpigmented papules on her face for 2-3 years. The papules 
increased in number and size. She had no systemic symptoms. 
Past history:  Gastritis, anemia, no history of drug allergy. 
Personal history:  10 years PTA she had similar skin lesion and 
biopsy showed sebaceous gland hyperplasia. The lesions did not 
improved with topical medication. After that she went to a private 
clinic for laser treatment of the lesions but with recurrence.   
Family history:  Not remarkable 
Physical examination: 
HEENT: not pale, no jaundice, no parotid gland enlargement 
LN: no lymphadenopathy 
Heart and Lung: WNL 
Abdomen: no superficial vein dilatation, no distension, liver and spleen 
are not palpable  
Extremities: no edema, no palmar erythema 
Skin examination: 
Confluent small shiny flat top papules at face, pinna, forearm, lower 
leg.  
Laboratory investigation: (13/6/08) 
CBC: Hb10.9 g/dl  Hct 33.9% WBC 4270 ( N 44, L43,M10,E2) 
Lipid profile : TG 75 mg/dl, Chol 180 mg/dl, HDL 53 mg/dl, LDL 
113mg/dl 
TFT: FT3 2.68pg/ml, FT4 1.1 ng/dl,TSH 1.26 uIU/ml                                                                                                                      
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Histopathology (S08-11025) (Fig 21.5, 21.6) 
- Nests, cords and ducts lined by ductal cubal cells, in dense 
collagenous stroma 
 
 



 

 
Fig. 21.5 Fig. 21.6 
 
 
Diagnosis:  Eruptive syringoma 
Presenter:  Waraphorn Apasrawirote  
Consultant:  Penpun Wattanakrai 
 
 
Discussion:  

Syringoma is a benign adnexal tumors derived from the 
intraepidermal portion of eccrine sweat ducts. The prevalence is about 
0.6% of general population, more common in females1,2, Japanese 
people, and patients with Down syndrome. It appears during puberty 
or the third or fourth decade3,4. Clinically, they usually presents in 
asymptomatic multiple symmetrically distributed, soft, small skin-
colored or slightly yellow papules ranging from 1-3 mm in diameter on 
lower eyelids2,5. Clinical classification of syringoma consists of four 
groups: a localized form, a familial form, a from associated with Down 
syndrome, and a generalized form that encompasses multiple and 
eruptive syringoma6. Differential diagnosis from clinical presentation 
are closed comedones, sebaceous gland hyperplasia, milia, lichen 
planus, eruptive xanthoma, urticaria pigmentosa, or hidrocystoma7.  

Definitive diagnosis can be made on histological examination, 
because syringoma demonstrate distinctive histopathological features. 
The dermis shown numerous, small ducts lined with a double row of 
flattened epithelial cells. Often outer layer extends into the 
surrounding stroma, forming a comma-like projection called “tad pole” 
appearance. Ductal lamina are filled with an amorphous, periodic acid-
Schiff-positive material. Histochemical and electron microscopic 
findings have confirmed that syringomas represent adenomas of 
eccrine sweat ducts7. Patients with diabetes mellitus may present with 
a histological variant known as clear-cell syringoma8.  

Eruptive syringoma is a rare variant of syringoma describe by 
Jacquet and Darier in 19879, which occur in large numbers and in 
successive crops on the anterior aspect of body’s surface including 
chest, neck, upper abdomen, axillae, and periumbilical region. Sparing 
plantar foot and mucosa10,11. Unusual locations include the vulva12, 
penis13, and scalp that associated with diffuse thinning of the hair14. 
Unilateral, linear arrangement of syringoma is rarely15. Acral 
syringomas, located on distal extremities, are extremely rare, with only 
five cases reported in the dermatological literature5 

The pathogenesis of eruptive syringoma is not yet completely 
clarified1. Recent studies suggest a reactive hyperplastic process in the 
eccrine duct, resulting from a prior cutaneous inflammatory process 
caused by another etiology rather than a true adnexal neoplasm2,5,11. 

Treatment of syringoma is cosmetic. There is no standard 
treatment for widespread syringomas. Most of the literature suggests 
using carbon dioxide laser16,17. Other treatment modalities include 
excision, electrodessication, curettage, dermabrasion, chemical peeling 
and oral/topical retinoids18. A recent report suggests the use of topical 
atropine to alleviate the pruritus in symptomatic eruptive syringoma. 
Other lasers such as argon laser, erbium-YAG laser, Q-switch 
alexandrite5 have been tried with some success. Rarely, tumors may 
regress spontaneously in adulthood18. 
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