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ABSTRACT
Chondroid syringoma is a rare benign cutaneous adnexal tumor, also called mixed tumor 
of the skin, due to the presence of epithelial and mesenchymal components, as well as 
sweat glands elements. Due to the fact that it clinically resembles a variety of skin lesions, 
histological examination is crucial for diagnosis and hence treatment. 
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RESUMO
 O siringoma condroide é tumor benigno raro de anexos cutâneos, também denominado tumor misto 
de pele, devido à presença de componentes epiteliais, mesenquimais e elementos de glândulas sudorí-
paras. Por se assemelhar clinicamente a diversas lesões de pele, o exame histopatológico é fundamental 
para definir o diagnóstico e, consequentemente, a terapêutica.
Palavras-chave: neoplasias de anexos e de apêndices cutâneos; siringoma; adenoma 
pleomorfo
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INTRODUCTION
Chondroid syringoma, also known as cutaneous mixed 

skin tumor, is a rare tumor of the skin appendages, and consists 
of epithelial and mesenchymal elements. The presence of sweat 
glands surrounded by cartilage matrix, led to the name chondroid 
syringoma. 1 It can clinically resemble different skin lesions, for 
it does not present particular clinical features. 2 Among the 
differential diagnoses are basal cell carcinoma, pilomatricoma, 
steatocystoma; therefore histological examination is required for 
diagnostic confirmation. 3 We report the case of a rare clinical 
presentation of a chondroid syringoma simulating a basal cell 
carcinoma.

CASE REPORT
A 71-year-old Caucasian male patient described the 

appearance of a lesion on the left brow five years earlier, gradually 
increasing in size during the last two years, but asymptomatic. 
The patient was a former alcoholic (in recovery for 10 years). A 
dermatological examination showed a pearlescent/pearly colored 
nodule with telangiectasias on the surface, measuring around 1.5 
cm (Figure 1). A diagnostic hypotheses of a basal cell carcinoma, 
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pilomatricoma, sebaceous cyst was formulated and a decision 
was made for the surgical removal of the lesion. The patient is 
receiving outpatient treatment, with good clinical improvement.

DISCUSSION
Chondroid syringoma is a rare, benign adnexal skin 

tumor, originally described in 1859 by Billroth as a mixed 
skin tumor due to the existence of both epithelial and stromal 
components. The presentation of sweat gland components 
defined in cartilaginous stroma led Hirsch and Helwig to 
name this lesion chondroid syringoma in 1961. 1 These authors 
proposed five histologic criteria for its diagnosis: 1) nests of 
cubic or polygonal cells; 2) intercommunicating tubular alveolar 
structures flanked by two or more rows of cubic cells; 3) ductal 
structures consisting of one or two rows of cubic cells; 4) 
occasional cysts with keratin; 5) a variable composition matrix. 
1 It is clinically characterized by a single nodule with a smooth 
surface, non-adherent to the deep planes and with precise limits, 
asymptomatic, located mainly on the face or neck, and most 
commonly on the nose, lips, and eyebrows, as in the present 
case. Less commonly, it may involve hands, feet, axillae, abdomen, 
penis, scrotum, and vulva. 4 It grows slowly and progressively. Its 
size typically varies between 0.5 and 3.0 cm 5 (the studied patient 
had lesions of 1.5 cm in diameter). It is usually found in men 
(mean age around 50 years), with a gender ratio ranging from 
1.3/1 and 5/1.3 There is an absence of any particular clinical 
feature, and the diagnosis is essentially histological. 4 There is 
a presence of epithelial components (glandular structures with 
eccrine or apocrine differentiation, or both) and mesenchymal 
components (tissue with myxoid, chondroid, adipose or fibrous 
tissue differentiation). The epithelial component comprises 
glands that can be histologically of two types: the apocrine (as 
in the present case – the most common type, constituted by 
focally connected tubular or cystic glands, fringes with a double 

seat of cubic or flattened cells); and the eccrine (characterized 
by a narrow lumen and glands framed by a single layer of 
cells). Although the immunohistochemical study is dispensable 
for the diagnosis due to the lesion’s dual population feature 
(glandular structures and cartilaginous components), there are 
studies reporting the expression of cytokeratin (CK), epithelial 
membrane antigen (EMA), carcinoembryonic antigen (CEA) 
in the glandular structures, vimentin, S-100 protein, neuron-
specific enolase (NSE), and in some cases glial fibrillary acidic 
protein (GFAP) in the cartilaginous component. 6

The case reported has considerably exuberant epithelial and 
mesenchymal components, in addition to the important fact that 
the lesion’s limits are well defined (Figure 2). This, together with 
the absence of atypias, favors its benign nature. The mesenchy-
mal component has myxoid (Figure 3) and chondroid (Figure 4) 
elements, in addition to foci of adipose differentiation. The glan-
dular part of the tumor is sometimes constituted by glands with 
regular and reduced lumen (which resemble the secretory por-Figure 1: Chondroid syringoma. Pearly color nodule with telangiectasias 

on the surface. Diameter = 1.5 cm

Figure 2: EH-40x. Details of the lesion’s well defined and regular contours 
in contrast to the adjacent dermis

Figure 3: EH-400x. Details of the myxoid component (basophilic and 
amorphous material). Note the glandular structure in the upper left corner
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tion of eccrine sweat glands) (Figure 5), and sometimes by glands 
with ectatic and tortuous lumen, suggestive of apocrine differ-
entiation. Cysts filled with keratin are also present (Figure 5). 
The chondroid syringoma has no specific clinical characteristics 
and resembles other skin lesions. Among the differential diagno-
sis it is possible to mention epidermal inclusion cysts, amelanotic 
nevi, sebaceous cysts, dermoid cysts, schwannomas, neurofibro-
mas, pilomatrixomas and basal cell carcinomas. 7 In the present 
case, the patient had clinical features resembling those of a basal 
cell carcinoma. Most cases are benign, although there are rare 
malignant forms. 1,2 Malignant types most commonly occur in 
young women and often measure more than 3.0 cm, are locally 
invasive and show a predilection for the trunk or extremities. 1,2 

Histological features considered to be signs of malignant trans-
formation are: cytologic atypia, infiltrative margins, satellite tu-
mor nodules, tumor necrosis, and the involvement of deep struc-
tures, 8 – which were not seen in the present case. The treatment 
of choice is excision with the removal of 4.0 mm of normal 
peritumoral tissue. Surgery is often straightforward due to the 
good delimitation of the lesion by a capsule. In the present case, 
the lesion was excised entirely. There was no recurrence during 
the initial three months of follow-up. The patient remains under 
observation. Other treatment options described are dermabra-
sion, electrodessication, and vaporization with Argon or CO2 
laser. 4 Incompletely resected benign tumors require periodic 
monitoring aimed at detecting possible recurrence or malignant 
transformation. 7  

l

Figure 4: HE-400x. Details of the chon-
droid component. Note the numerous 
glandular structures with tortuous lumen 

Figure 5: EH- 400x. Details of the gland 
with eccrine differentiation (center) and 
the cyst filled with keratin (bottom right)
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