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ABSTRACT  
 
 Chondroid syringoma represents the cutaneous  
counterpart of mixed tumour  {pleomorphic adenoma} of  
salivary gland. It is a small size skin adnexal tumour         
frequently on head and neck. It can be rarely malignant. Their 
clinical presentation is not specific & final diagnosis is based 
on HPE. But it can’t reliably differentiate benign & malignant. 
Till now < 40 cases of malignancy reported world wide. We 
present a case of 33 year male with swelling in the left cheek 
just above the upper lip, which was clinically diagnosed as 
neuroma, but histopathology suggested the diagnosis of 
chondroid syringoma. This case is being presented for its 
rarity. 
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INTRODUCTION 
 

Surprisingly, Theodor, father of modern abdominal 
surgery was the one who first described this tumor in 1859 as 
“ an entity having same histology like that of mixed tumor of 
salivary gland. In 1961 Hirsch & Helwig contribute the term “ 
Chondroid Syringoma “ {after reviewing 188 casesof mixed 
tumors of skin}  - which has been retained in histologic typing 
of skin tumors of WHO{1}.  

It is a rare sweat gland  tumor which derived from 
epithelial & mesenchymal cells with glands of apocrine and 
eccrine type{1}. It constitutes 0.01% to 0.1% of all primary skin 
tumors{1}.    These are usually solitary and most  commonly  in              

 
 
 
 
 
 
 

age >35 yrs. M:F – 2:1 – 5:1. Here we present a case of swelling 
in the left cheek just above the upper lip  which was clinically 
diagnosed as neuroma, but histopathology suggested the     
diagnosis of chondroid syringoma. This case is being presented 
for its rarity. 

 
CASE REPORT  
 

A 33 year old male presented with  Swelling in the left 
cheek just above the upper lip for 1 month which was Insidious in  
onset,  Slowly progressive with no influencing factors. No H/O of 
pain / ulcer / fever/ excess salivation.  

 
Clinical feature: A single swelling of  2*1 cms in size above and 
lateral to left commissure  obliterating the left nasolabial fold with 
extension upto the buccal mucosa. Skin over the swelling can be 
moved and found to be normal. No cervical lymphadenopathy. 
Oral cavity examination was otherwise normal.  
 
USG local part:  
 

A well defined 3*3 cms soft tissue swelling in subcutaneous 
plane. 

 
No regional lymph nodes.  
 

FNAC:  
 

BENIGN ADNEXAL TUMOR  
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PROCEDURE DONE : Excision biopsy under GA  
 

 

 

 

 

 

 

 

 

 

 

 

 

POST OP HPE :  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

CONCLUSION  
 
                     Chondroid syringoma also known as         
pleomorphic adenoma of the skin, the term given by 
Hirsch and Helwig is a rare sweat gland tumor.            
Histologically, mixed tumors of skin are two types, one 
with tubular and cystic with partially branching lamina 
{Apocrine} & with small regular tubular lamina {eccrine}{2}. 
Hirsch and Helwig gave five histopathological criteria for 
diagnosis: 1. Nests of cuboidal or polygonal cells; 
2.Intercommunicating tubule-alveolar structures lined by 
two or more rows of cuboidal cells; 3.ductal structures 
composed of one or two rows of cuboidal cells; 
4.Occasional keratinous cysts; 5. A matrix of varying    
composition. Chondroid syringoma may have all 5 features 
or only some[3]. In our case, 2 out of 5 criteria were     
present. The exact etio-pathogenesis is unknown, but 
there is hypothesis about its both epithelial and           
mesenchymal origin[4]. Some suggest its origin from both 
secretory and ductal components of sweat glands[5].   
Chondroid syringoma is usually seen in middle aged male 
patients[6]. 
 
 These are mostly benign entities that usually  
present asymptomatically in middle-aged men with a 
predilection for the head and neck region[7]. The gross 
appearance is typically described as a slow-growing,  
solitary, non ulcerating mass ranging in size from 0.5 to 
3.0 cm.5 However, cases of benign chondroid  syringoma 
larger than 3.0 cm have been reported. Tumors larger than 
3.0 cm are associated with a greater likelihood of        
malignancy[8] As of now, < 50 cases of malignant        
chondroid syringoma have been described[9] Malignancy is 
more common in females, with no age predilection, and 
are observed more commonly on the extremities.         
Malignant chondroid syringoma typically arise de novo  
and not  from a preexisting benign chondroid  syringoma[8].    

Fig 1: swelling in the left cheek 

          Fig 2: intra oral view 

        Fig 3: Gross specimen 

Fig 4:  high-power  (100×) views show biphasic 
population of tumor cells [cuboidal and         
polygonal] arranged in a ductal spaces with an 
amorphous esoinophilic material with in their 
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Histologic features that suggest malignancy include cytologic atypia, 
tumor necrosis,     numerous mitoses, excessive mucoid matrix, and 
poorly   differentiated chondroid components[9]. The differential  
diagnosis of  chondroid syringoma includes benign tumors of     
epidermal or     mesenchymal appendages such as dermoid or  
sebaceous cyst,  neurofibroma, dermatofibroma, basal cell        
carcinoma, pilomatricoma, histiocytoma, and seborrheic keratosis[11]. 
The lesions of chondroid syringoma usually are not clinically      
distinctive and the diagnosis is made on microscopic examination of 
tissue obtained by excisional biopsy(12). However, if presentation is 
questionable, a fine-needle aspiration may be of value since      
chondroid syringoma has been distinguished using this technique[10]. 
Fine-needle aspiration has its limitations, such as sampling errors 
for histologic analysis that will require an experienced cytologist[10]. 
The definitive approach for diagnosis and treatment is excisional 
biopsy. The surgeon needs to ensure that the margins are free of 
tumor. Regular follow-up is   recommended to evaluate for         
recurrence following tumor excision, especially in the absence of 
negative margins[10]. Epithelial cells are CEA & cytokeratin positive. 
Myoepithelial cells are vimentin & S100 positive.  Review of the 
literature has shown a paucity of information regarding long-term 
follow-up after excision and recurrences. There is no known       
recurrence reported after complete excision of the  lesion, with a 
short-term follow-up of 2 years[10]. In our case, it was diagnosed 
clinically as neuroma, but HPE was in favour of chondroid          
syringoma. The treatment of benign tumor is complete surgical  
excision.  Because of rare possibility of malignancy, it is important to 
include a margin of normal tissue with the excision to ensure     
complete removal of the tumor [13] . 
 
DISCUSSION 
 

Chondroid Syringoma may be confused clinically with 
epidermal cyst, pilar cyst, calcifying epithelioma or a solitary 
trichoepithelioma which is  probably the reason for the tumor not 
being sent for HPE after excision earlier. Recurrence of the lesion 
alerts the clinician to the possibility of malignancy.  Histopathology is 
the only mode of diagnosis. But still, it is not very reliable to        
distinguish benign and malignant. Excision is the treatment of choice 
with regular follow up in view of local recurrence or metastasis.  
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