
Introduction

S is a rare, benign, skin appendageal Ctumour, first described by Billroth in 

1859 for a group of the salivary gland 

tumours that contained varying amounts 
1of mucoid and cartilaginous material.  

2Virchow and Minssen  referred to them as 

mixed tumours with both epithelial and 

mesenchymal origins. This uncommon 

eccrine sweat gland tumour presents as a 

slow growing, painless, subcutaneous or 
1,2intracutaneous nodule.  It is often 

2located in the head and neck region.  

Occurrence on other parts of the body is 
1,3unusual.

Case Report
A 45 year male presented with a progressively 

increasing swelling on left lateral wall of chest, over a 

period of 2 years. Physical examination showed a 

firm, painless, mobile, 2 x 2 cm nodule, covered by 

normal skin. The nodule was excised and sent for 

histopathological examination.

Pathological finding

The gross examination showed a well 

circumscribed, whitish to tan colour, firm tumour 

(Fig. 1). Histological examination revealed abundant 

chondroid stroma with fibrous area containing 

Fig. 1 a

Fig. 1 b

A surgical specimen showing cystic mass m -2 x 2 

cms. On cut section shows pulateous material

epithelial & myoepithelial cells (Fig. 2), arranged in

Fig. 2 a
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Abstract

Chondroid syringoma (CS) is a rare, benign, skin appendageal tumour. Because of the 

unremarkable clinical presentation and unusual site of this tumour, the diagnosis is 

made on microscopic examination. The usual presentation is of an asymptomatic, 

slowly growing mass, typically located in the head and neck region.We present a case 

of CS located over chest wall which is unusual site of presentation in a 45 year old 

male man. For such a lesion, excisional biopsy, without destroying the aesthetic and 

functional structures, is the preferred diagnostic, as well as therapeutic approach. 
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Fig. 2 b

A Photomicrograph of the cord and ducts 

structures in chondromyxoid stroma. 

(Hematoxylin and eosin stain x 10 and x40)

small aggregates and ducts. The epithelial cells were 

cuboidal with an eosinophilic cytoplasm and regular 

oval nuclei. Based on histological findings, a 

diagnosis of CS was made. The patient is well and 

there was no recurrence at the follow up.

Diagnosis

Benign Chondroid syringoma

Discussion

Chondroid syringoma, also known as 

mixed tumour of the skin, is a rare, benign 

adnexal tumour with an unknown 
1 , 2aetiopathogenesis.  The reported 

incidence of 0.098 percent was reported by 
2Yavuzer et al.  Some authors suggest the 

hypothesis of both epithelial and 
3mesenchymal origin.  CS is also thought to 

originate from both secretory and ductal 

segments of sweat gland, and both eccrine 

and apocrine variants have been 
4described.  CS usually affects middle aged 

2or older male patients.  In our observation, 

CS occurred in a 45 year old male.

Clinically, CS presents typically as a 

slow growing painless, firm, mass. The 

lesion commonly measures 0.5 to 3 cm in 

diameter. However, larger forms of CS 
6, 7, 8, 9have been described.

CS is often overlooked because of rarity 

of this tumour and unremarkable clinical 
2presentation.

The differential diagnosis of CS is made 

with other benign tumours of epidermal or 

mesenchymatous appendages such as 

dermoid or sebaceous cyst, neurofibroma, 

dermatofibroma, basal cell carcinoma, 

pi lomatricoma, histiocytoma and 
1,2seborrhoeic keratosis.  CS lesion usually 

is clinically not distinctive and the 

diagnosis is made on microscopic 
2examination.

Histologically, CS consists of mixed 

epithelial and mesenchymal elments, with 

epithelial cells arranged in cords and 

forming tubules with a myoepithelial layer, 
2,4,11,12set in a myxoid or chondroid stroma.  

Osteoid stroma or mature adipocytes can 
12be present in rare cases.  Two histological 

variants are described, the eccrine type 

with smaller lumens lined by a single row 

of cuboidal epithelial cells and the 

apocrine variant with tubular and cystic 

branching lumina lined by two rows of 
2epithelial cells.  Immunohistochemistry 

study shows focal positivity for keratin, 

vimentin, desmin and S -100 protein in the 
2stroma.

Multiple treatment options have been 

proposed. The usual first line is total 
2excision of the tumour.

Chondroid syringoma is a benign 

tumour and recurrence does not occur if 
1completely excised.  However rare cases of 

1, 3, 13malignant CS have been reported.  The 

malignant tumour occurs commonly in 

younger females, mainly over the trunk or 
1,13,14,15extremities.  These tumours often are 

larger than 3 cms and locally invasive. 

Metastasis to bone and viscera are 
5,14,15,16rare.  Histological findings such as 

cytologic atypia, infiltrative margins, 
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satellite tumour nodules, tumour necrosis 

and involvement of deep structures are 

considered as signs of malignant 
2,4transformation.  There are reported cases 

of CS with benign histology that 
1 ,14 ,17turned out to be malignant.  

Immunohistochemistry is of no help in 

distinguishing between benign and 
15malignant forms.

Because of malignant potential, 

complete excision of CS is necessary. The 

patient should be followed carefully for 

both local recurrence and metastasis for 

malignant transformation.

Regarding the previous literature 

reports, our patient's presentation is of 

interest because of unusual location of 
6, 10CS.

In conclusion, we present this case due 

to unusual site of presentation and its 

rarity. It is benign eccrine sweat gland 

tumour, most common on head and neck 

region. For such a lesion excisional biopsy 

is the preferred diagnostic, as well as 

therapeutic approach.
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