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Syringomas are benign, eccrine, 
sweat gland tumors. Eruptive 
syrin-gomas are rare variants that 
typically develop on the body’s 
anterior surface. We present the 
case of a 21-year-old black man 
with multiple, eruptive, asymptom-
atic syringomas on his buttocks 
that had persisted for 3 months. 
This case is unusual in that the 
patient’s age, race, and sex and 
the location of the lesions are not 
considered typical for eruptive 
syringomas. We also present a 
review of eruptive syringomas and 
recent literature.
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Case Report
A 21-year-old black man presented 
with a 3-month history of an 
asymptomatic eruption on his but-
tocks. The patient denied prior 
irritation or trauma to the site. 
He was not taking any medications and had no 
other health problems. Findings of the cutaneous 
examination included numerous 3-mm, symmet-
ric, hyperpigmented papules on the buttocks and 
upper posterior thighs (Figure 1). The long axis 
of the lesions tended to be arranged along the 
skin tension lines, as seen in pityriasis rosea. 
The other findings of the cutaneous examination 
were unremarkable. The lesions were discrete, 
widespread, and without scale, and they did 
not blanche. Darier sign was absent. The initial 

diagnosis was mastocytosis or eruptive xantho-
mas. Results of a punch biopsy showed histo-
pathologic features of syringomas; these findings 
were consistent with the clinical presentation of 
eruptive syringomas. The patient was offered a 
trial of carbon dioxide laser resurfacing, which 
he declined.

Comment
Syringomas were first described by Biesiadecki1 and 
Kaposi2 in the 19th century. Several years after 
the first description of syringomas, an infrequent 
variant termed eruptive hidradenoma (syringoma) was 
reported.3 Since then, 4 clinical variants have been 
described: a localized form, a familial form, a form 
associated with Down syndrome, and a generalized 
form that encompasses multiple and eruptive syrin-
gomas.4-7 Syringomas are described as uncommon, 
benign, appendicular sweat gland tumors arising 
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Figure 1. Multiple, symmetric, hyperpigmented papules on the buttocks.
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from the intraepidermal portion 
of the eccrine ducts.8,9 Several 
reports have broadened our 
understanding of these lesions. 
Even though most enzymatic 
studies suggest an eccrine ori-
gin, difficulties in distinguishing 
between eccrine and apocrine 
ducts suggest the possibility of an 
apocrine nature.4,6,7,10-12 Reports 
support the theory that some 
syringomas are under hormonal 
control via cell membrane recep-
tors.13,14 Some authors question 
the neoplastic nature of syrin-
gomas, claiming that some cases 
represent a hyperplastic response 
of the eccrine duct to an inflam-
matory reaction.15 

A review of the litera-
ture reveals generalizations 
about eruptive syringomas. Typi-
cal lesions are asymptomatic, 
flesh-colored, slightly hyperpig-
mented papules 3 to 5 mm in 
diameter.4,8 Variances from this 
typical picture have included 
differences in colors (red, tan, 
and yellow) and size (1 cm); 
some cases have been associ-
ated with pruritis.4,8,16 Eruptive 
syringomas are most commonly 
described as successive crops of 
papules on the anterior surfaces 
of the body.17 Typical locations 
include the anterior trunk, neck, 
axilla, shoulder, and abdomen. 
Although the lesions are usually 
in a symmetric pattern, as in 
our case, unilateral involvement 
has been described.8,13,17-19

Eruptive syringomas tend to be more prevalent 
in women and whites.4,8,10,20 However, one report 
claims a higher incidence of eruptive syringo-
mas in African Americans than in whites.10 The 
reported differences in frequency among various 
racial groups may reflect the geographic locations 
and the populations studied. Eruptive syringomas 
have been described in all age groups. It has been 
reported that eruptive syringomas that develop 
after puberty are not found in normal apocrine 
gland locations.8 

The differential diagnosis of eruptive syringo-
mas includes lichen planus, verruca planus, acan-
thosis nigricans, steatocystoma multiplex, eruptive 

vellus hair cysts, and secondary syphilis.8,13,15,17 
Because of this broad clinical differential diagno-
sis, histologic examination is usually required for 
definitive diagnosis.8 The histopathologic findings 
include multiple small ducts and epithelial cords 
within the superficial dermis.5,8 These ducts are 
often lined with 2 layers of cuboidal to flattened 
epithelial cells, with the outer layer creating a 
commalike tail (Figure 2).4,5,8,10,21

The treatment of syringomas is primarily 
for cosmetic reasons unless pruritus is pres-
ent.10 Agents found to be ineffective include 
oral antihistamines, topical corticosteroids, topi-
cal retinoids, and topical antifungal agents.16,22 
Therapies that have shown some success include 

Figure 2. Amorphous, pale-staining, hyaline material within the lumen of 
a duct with rows of epithelial cells elongating to a typical commalike tail 
(H&E, original magnification 400).
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dermabrasion, electrodesiccation and curettage, 
and scissor excision. Scarring is a concern with 
these treatments.16,23-25 Newer therapies with less 
potential for scarring include carbon dioxide 
laser resurfacing and application of topical atro-
pine (for pruritic cases).5,26 Some cases regress 
spontaneously.17

To our knowledge, the case we describe is 
only the second known case report of eruptive 
syringomas of the buttocks.27 The rarity of this 
disorder and lack of unifying clinical characteris-
tics make histopathologic examination important 
in the majority of cases.
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