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Due to the lack of certainty in the clinical diagnosis, 
histopathological examination becomes mandatory for the 
diagnosis of chondroid syringoma . A  well‑circumscribed 
multilobulated tumor mass, separated by fibrous septa, 
situated in the deep dermis and/or subcutaneous tissue, is 
the feature of chondroid syringoma . The stroma can have a 
variable appearance. Characteristically, it has a homogeneous, 
bluish, chondroid appearance but can be myxoid or densely 
collagenous, eosinophilic and hyalinized. The epithelial 
component is composed of cuboidal or polygonal cells 
distributed singly, in cords and nests, or as irregular 
tubuloalveolar and ductal structures.1 Rarely, in doubtful cases, 
immunohistochemistry may be needed for the diagnosis. The 
inner epithelial cell layer stains positive for high and low 
molecular weight keratin  (AE1/AE3), epithelial membrane 
antigen, carcinoembryogenic antigen and gross cystic disease 
fluid protein‑15, while the outer cells express vimentin, 
S‑100 protein and sometimes smooth muscle antigen and 
muscle‑specific actin. Stromal cells stain positive for vimentin 
and S‑100 protein. The treatment of choice for chondroid 
syringoma is surgical excision.1

In conclusion, we are reporting new dermoscopic features 
such as a white structureless area, milia‑like cysts and 
linear curved vessels, in a case of chondroid syringoma, and 
hopefully a larger case series could delineate the specific 
dermoscopic features in the future.
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