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	Abstract
	Syringomas are adenoma of intra-epidermal eccrine duct. Clinically lesions are small, skin-coloured papules; tend to occur in the periorbital area particularly around the lower eyelid. Eruptive syringoma, a distinctive form of syringoma presents as successive crops of numerous, disseminated papules appearing in atypical sites. There are a few reports of its widespread distribution as eruptive syringoma in the literature. Herein, we report two cases of eruptive syringomas in two women aged 35-year and 28-year, respectively. They presented with multiple asymptomatic, skin coloured papules at different sites. In both the cases, histopathology showed multiple ducts and solid nest or cords of epithelial proliferation within the dermis, embedded in fibrous stroma. Some ducts had tadpole like appearance.
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Introduction
The term syringoma refers to a group of benign adnexal neoplasm with a tendency to ductal (acrosyringeal) differentiation. Though, adult women are most commonly affected, can occur in both the sexes. Although occasionally solitary, the lesions are usually multiple and may be present in great number. Clinically lesions are small, firm, smooth, skin-coloured or slightly yellowish, 1-2 mm papules and tend to occur in the periorbital area, particularly around the lower eyelid. In eruptive syringoma, a rare variant first described by Jacquet and Darier in 1887, the lesions occurred in successive crops on the anterior chest, neck, upper abdomen, axillae and the periumbilical region at puberty or during childhood. They may remain stationary throughout the life or may disappear spontaneously. There is also a familial variant. There are a few reports of its widespread distribution as eruptive syringoma in the literature. We therefore, report these two cases here.
Case report 1
A 35-year-old female, farmer by profession presented with multiple asymptomatic, skin coloured lesions of 6 years duration. Lesions started erupting over the forehead, spreading to both forearms and infra-orbital area. Patient was not on any medication. Family history was unremarkable. Examination revealed skin-coloured papules in the above mentioned areas (Figure 1).
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)Histopathological examination revealed normal epidermis. Upper and mid dermis showed multiple ducts and small solid epithelial nests, cords or tubules embedded in a sclerotic stroma. Lumina of the ducts were filled with amorphous debris. Ducts were lined by two rows of flat epithelial cells. Some of the ducts had small, comma like tails of epithelial cells giving them the appearance of tadpole.4 Cells of epithelial proliferation had pale,   eosinophilic   cytoplasm   and   rounded 
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Figure 1 Multiple skin coloured papules of eruptive syringoma over forearm
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Figure 2 40X showing tubular structure embedded in a collagenous stroma & lined by two rows of epithelial cells
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Figure 3 Multiple skin coloured papules of eruptive syringoma over the neck




Figure 4 40X showing typical tadpole body of syringoma.
monomorphic nucleus. The histopathological finding was consistent with the clinical diagnosis of syringoma (Figure 2).
Case report 2
A 28 year old female presented with 12 years history of asymptomatic, skin-coloured, firm papule of 1-2 mm in diameter distributed over forehead, periorbital area, neck and both the forearms. Lesions started over forehead and periorbital areas and then involved the other parts in last 6 months following repeated episode of sun exposure. No family member had ever suffered from similar type of skin eruption (Figure 3). 
Histopathology showed multiple ducts and solid nest or cords of epithelial proliferation within the dermis, embedded in fibrous stroma. Some ducts had tadpole like appearance. Features fit with the diagnosis of syringoma (Figure 4).
Discussion
Syringomas are benign adnexal tumour originating from intraepidermal portion of eccrine sweat duct. Initial description of syringoma was given by Kaposi,1 later on Jacquet and Darier2 described the eruptive form. Women are affected more commonly.3 Clinically lesions are small, firm, smooth, skin-coloured or slightly yellowish, 1-2 mm papules tending to occur in the periorbital area, particularly around the lower eyelid. They can also develop in other anatomical sites such as thigh, axilla, abdomen and vulva. Most commonly they occur around puberty or in third to fourth decade.4 In cases of eruptive syringomas there are successive crops of numerous disseminated papules, with a predilection to occur over the anterior trunk i.e. on anterior aspect of the neck, chest, trunk, axilla, and inner aspect of upper arm and around axilla.3,4 There is association of eruptive syringoma with heat stimuli.5 There have been reports of unilateral, nevoid, bathing trunk and generalized distribution of syringoma.6
Oestrogen and progesterone receptors have been detected within syringoma with histochemical study. This finding may explain why syringomas are more common in females and peak incidence during puberty.7
On histopathology of syringoma, epidermis is unremarkable. Upper and mid dermis show multiple ducts and small solid epithelial nests, cords or tubules embedded in a sclerotic stroma. Lumina of the ducts are filled with amorphous debris. Ducts are lined by two rows of flat epithelial cells. Some of the ducts posses’ small, comma likes tails of epithelial cells giving them the appearance of tadpole.8 Cells of epithelial proliferation had pale, eosinophilic cytoplasm and rounded monomorphic nucleus. Histochemical studies have shown that all eccrine type of enzymes and glycogen are present in the tumour cells of syringoma. Eccrine specific monoclonal antibody (EKH6) positively stains syringoma lesions. Hence although formerly thought to be of mixed origin, now syringoma is considered to be benign appendage tumour of intra-epidermal eccrine sweat duct.
Histopathological differential diagnosis should be fibrosing basal cell carcinoma, desmoplastic trichoepithelioma, microcystic adnexal carcinoma. Differentiating point from fibrosing basal cell carcinoma is that latter lacks ductal structure containing amorphous material. Though desmoplastic trichoepithelioma also contains solid strand of basophilic epithelial cell, they lack ductal structure. Differentiating points from microcystic adnexal tumour are; smaller size, greater symmetry, superficial dermal location, lack of horn cyst formation, less single-file strand formation and infrequent calcification. Unlike microcystic adnexal tumour, syringoma does not invade subcutaneous or perineural tissue.9
Patients seek medical advice because of cosmetic concern. Multiple treatment options are currently available including surgical excision, dermabrasion, electrodessication with curettage, laser resurfacing, chemical peeling, cryotherapy, and fulguration, oral and topical retinoids. But none of them are satisfactory and recurrence is common because these tumours are situated deep in the dermis and are numerous in numbers.10-12
Although, syringoma occur more frequently on the face in a localized manner, it would be better to keep it in mind in differential diagnosis of any eruptive papular lesions throughout the body. The histopathological assays could be very beneficial in this regard.
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