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ABSTRACT
Eccrine angiomatous hamartoma (EAH) is a rare benign skin neoplasm 
characterized by an increased size and number of eccrine glands or ducts, 
along with proliferation of vascular structures in the dermis. This case is 
unique in its presentation of bilateral symmetrical nodules on both hands 
and the development of new nodules during puberty. It highlights the 
need for further research and understanding of this rare condition and its 
potential progression over time.
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INTRODUCTION
Eccrine angiomatous hamartoma (EAH) is a rare 

benign skin neoplasm that was first described in 
1859, with around 100 reported cases to date. The 
lesions are characterized by an increased size and 
number of eccrine glands or ducts, along with pro-
liferation of vascular structures in the dermis. Lesions 
can be congenital or appear in infancy, childhood, or 
adulthood, with no gender predominance. The nod-
ules or papules can be red, blue, yellow, violaceous, 
brown, skin-colored, or have variable sizes ranging 
from 1-25 cm (1-3). Solitary lesions are more common 
than multiple manifestations. The most common lo-
calization sites are the extremities, while the head, 
neck, and trunk are rarely affected. Although EAH 
cases are generally asymptomatic, pain, hyperhidro-
sis, walking difficulty, and hypertrichosis have also 
been observed (4,5).

In this report, we describe a rare presentation of 
bilateral multiple symmetric EAH beginning on four 
distal interphalangeal joints (DIP), one proximal in-
terphalangeal joint (PIP), and with new lesions ap-
pearing on three other proximal interphalangeal 
joints (PIPs) of both hands during puberty. This case 
is unique in its presentation of bilateral symmetrical 

nodules on both hands and the development of new 
nodules during puberty. 

CASE REPORT
An 11-year-old female patient presented with 

complaints of painful swellings on the fingers of both 
hands lasting for six months, recurrent bilateral knee 
pain, and abdominal colic-style pain lasting nine 
months. She had a history of appendectomy, and her 
family history revealed that her grandmother had 
nodules on her hands. Physical examination revealed 
bilateral, subcutaneous, dorsal, interphalangeal, 
slightly red-colored, soft, and painful nodules, mea-
suring 0.5-1.0 cm in size, on the DIPs of the 2nd, 3rd, 
4th, and 5th digits and the PIP of the 5th digit of both 
hands (Figure 1). Laboratory investigations, includ-
ing complete blood count, erythrocyte sedimenta-
tion rate, C-reactive protein, liver, kidney, and thyroid 
function tests, 25(OH) vitamin D, routine urine analy-
sis, immunoglobulin G, A, and M, antinuclear anti-
body, double-stranded DNA, tissue transglutamin-
ase IgA, MEFV gene analysis, abdominal ultrasound, 
skeletal survey bone X-rays, and bilateral knee MRI 
were all normal. Histopathological examination of a  
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surgically excised nodule revealed proliferation of 
hamartomatous eccrine glands and blood vessels 
between and around the glands and ducts consis-
tent with EAH (Figure 2). The patient’s abdominal and 
knee pain subsided. She was followed up for 5 years, 
with the same nodules persisting without enlarge-
ment during puberty. However, new nodules have 
developed on the PIPs of the 2nd, 3rd, and 4th digits 
of both hands since she was 14 years old (Figure 3). 
The patient experienced pain while writing with her 
right hand and was recommended to use analgesics 
until excision of the other pain-causing lesions.

DISCUSSION
EAHs typically manifest in early childhood and are 

predominantly located on the extremities. The ma-
jority of cases present with a single lesion (6,7). The 
congenital form of EAH is thought to arise from mal-
formations involving adnexal and mesenchymal ele-
ments, although the role of mechanical factors such 
as repetitive trauma in late-onset cases has been 
questioned. In our case, the patient’s grandmother 
had a history of hand nodules, but her diagnosis is 
unknown. Familial presentation has been reported in 
one case involving an 11-year-old boy and his moth-
er who both had multiple lesions. Although EAH is a 
benign condition, it was recommended that this ge-
netic association be kept in mind (8,9).

Rare presentations of EAH have been document-
ed, including a case where the lesion occurred at the 
site of recurrent excision of a squamous cell carcino-
ma in an 84-year-old patient, suggesting atypical pro-
liferation on deformed eccrine and vascular arrange-
ment (7). Another atypical onset of EAH occurred in 
a 14-year-old girl with antiphospholipid syndrome, 
who presented with a plantar violaceous plaque 
and foot pain. A biopsy showed proliferation of ec-
crine glands as well as capillaries with microthrombi. 
Altered endothelial integrity and vascular flow as a 
consequence of dermal malformations were exam-
ined (10). Arteriovenous malformations were also 
detected in biopsy specimens of a few EAH cases, ex-
panding the histological findings of this entity (11). In 
addition, tumorigenic growth factor is present in the 
skin of patients with neurofibromatosis type-1, which 
plays a role in angiogenesis, neurogenesis, and cell 
migration, and was suggested as having a possible 
role in the vascular proliferation of EAH (9).

To date, only five cases of bilateral symmetric EAH 
have been reported. An adult male had bilateral le-
sions on the backs of both fingers on the hand, and 
a 14-year-old adolescent had bilateral papules on 
the backs of both thumbs (12). A 14-year-old girl had 
nodules on the extensor sides of both wrists that 
were excised due to pain (13). Another adolescent 
case had bilateral painless symmetric nodules on 
the volar sides of the wrists, without recurrence 23 
months after excision (1). An adult case had bilateral 
dorsal lesions, initially on three PIPs, that over time 
expanded to involve all five PIPs bilaterally (14).

Spontaneous regression of EAH has been ob-
served, particularly in infants, indicating that a watch-
and-wait approach may be suitable for asymptomat-
ic cases (15). In contrast, there have been instances 
where EAH lesions that were asymptomatic for years 
suddenly enlarged and became painful. One such 
case involved an adolescent girl who experienced 
these symptoms in a toe lesion approximately one 
year after menarche (16). This sudden change was 

Figure 1. Nodules on the distal interphalangeal joints of 
the 2nd, 3rd, 4th, and 5th digits and the proximal interpha-
langeal joint of the 5th digit of both hands. 

Figure 2. Histopathological examination revealed proliferation of hamartomatous eccrine glands (*) with blood vessels (+) 
between and around the glands and ducts (hematoxylin and eosin, ×100 (left) and ×400 (right)).
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attributed to hormonal stimulation during puberty, 
suggesting that hormonal changes can influence the 
growth and pain associated with EAH (8,15,16). 

The current case is unique in that it presented 
with 16 bilateral symmetrical nodules on four DIPs 
and one PIP, with the subsequent development of 
bilateral symmetrical nodules on three other PIPs. 
Although enlargement of EAH lesions during the 
growth of children, puberty, and pregnancy has been 
rarely reported, an increase in the number of lesions 
over time is an even rarer presentation of this entity. 
It highlights the need for further research and under-
standing of this rare condition and its potential pro-
gression over time.
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Figure 3. Nodules that developed later on the proximal in-
terphalangeal joints of the 2nd, 3rd, and 4th digits of both 
hands.
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