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Overview

A Case based approach
A Basaloid tumors and closely related entities

A Review
I Common clinical presentations
I Cytologic features

I Adjunctive techniques as appropriate



Basaloid Tumors

A Sparse cytoplasm confers an immature
appearance

A Need to rely on other clues to classify
I Chromatin
I Matrix
I Architecture/Smear pattern

T Non-basaloidareas



Two Maln Scenarios

A Basaloid salivary gland tumors

A Basaloid metastases in neck lymph nodes



Salivary Gland Tumors



Salivary gland neoplasms
Clinical Management

ASuperficiaI_ parotid gland is most
common site

ABenign tumor/Lowgrade

carcinoma
U Excision of the mass (partiparotidectomy)

AHigh-grade carcinoma

U Radical surgery (completgarotidectomy)
U Neck dissection?
U Radiation therapy



Challenging Salivary Gland Patterr

Benign/LG Malignant HG Malignhant
A OncocytidClear cell A High-grade
A Spindle cell

A Cystic/Mucinous

Basaloid neoplasms




Basaloid pattern is most
problematic

Differential diagnosis spans benign,

low-grade and highgrade carcinomas



Case 1: History

A A 79 yeaiold woman with a 5 month history
of a firm, mobile 2 cm nottender parotid

IMass.






Case 1
















Case 1: Diagnosis?

A. Adenoid cystic carcinoma

B. Basal cell adenoma

C. Skin adnexal neoplasm

D. Basaloid squamous cell carcinoma






Case 1: Diagnosis?

Basal celadenoma
membranous type



Basaloid neoplasms:
Differential Diagnosis

A Benign: Basal cell adenomanyoepithelioma
pleomorphic adenomapilomatrixoma

Low-grade malignant: Basal cell
adenocarcinoma, basal cell carcinoma

High-grade malignant: Adenoid cystic
carcinoma, metastatic small cell
carcinoma/Merkel cell carcinoma, primary
neuroendocrine carcinoma, metastatic
basaloidsquamous cell carcinoma

I Adenoid cystic carcinoma may be deceptively bland



Basaloid neoplasm
Basal cell adenoma, membranous type
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Basal cell adenoma, membranous type

A Conspicuous basal lamina
A Similar to dermatylindroma

A More aggressive behavior:
I Recurrence 25%
I Malighant transformation 28%



Basal Cell Adenoma
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al cell adenoma

Tubular




Basal Cell Adenoma

A Tubular/trabecular
CTNNB135S mutations
[ -catenin expression (82%)
Highly specific (96%)

A Membranous
CYLDalterations
Brooke-Spieglersyndrome

Multiple familial
trichoepithelioma
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Basal cell adenocarcinoma

A Low-grade malignant B &%
counterpart

A Infiltrative growth
A 90% parotid

A About ¥ have
lymphovascular or
perineural invasion

A Mainly local
recurrence

A Rarely fatal



Basal cell adenoma/adenocarcinon
Cytologicfeatures

A Can only distinguish
benignvsmalignant
by infiltrative growth
In resected specimen

Basaloid cells
ANuclearpallisading

ANo atypia
ANo necrosis
Y !,_-,,,:, I A ENo mitoses _
#5s 9% a,,.zo o %.’mm 28 -;:. o [A acks PA matrix
JRT50e i et I Material

Trabecular type




Adenoid cystic carcinoma, solid varian

AViore aggressive
clinically

AViost difficult
variant to identify
on cytology

ACan only identify
oy finding
characteristic
matrix material




Adenold cystic carcinoma

Stromal mimics

APleomorphic adenoma
AEpitheliakmyoepithelialcarcinoma
ABasal cell adenoma

APolymorphous adenocarcinoma



Epitheliatmyoepithelialcarcinoma

ABiphasic
I Ductal cells
I Clearmyoepithelial

cells

! Background bare
B nuclei

W Adcellular, peripherally
located, basement
membrane material




Non-specific matrix material

i
i

i

A attice-like matrix material
with small,interdigitating,

coalescing hyaline globules
Masaloidmyoepithelialcells

AThis pattern is norspecific

Pleomorphic adenoma
Myoepithelioma

Basal cell adenoma/adenocarcinoma
Adenoid cystic carcinoma

Basaloid squamous cell carcinoma



Basaloid neoplasms

Diagnostic limitations
A Often cannot be definitive or exclude adenoid cystic
carcinoma

A Sign out descriptively:
I SUMP.

I BASALOID NEOPLASM. NOTE: Although owsttblogic
features of malignancy are not seen, the differential diagnosis
Includes both benign and malignhant salivary gland neoplasms,
Including BCA and adenoid cystic carcinoma. Surgical excision
IS recommended for precise classification.



Basaloid neoplasms
Diagnostic clues
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PHistory, clinical, and radiologic
findings



Basaloid neoplasms
Diagnostic clues

A_ook foratypia, necrosis, and mitotic
activity in highgrade malignancies

ESquamous whorls
U Basaloid squamous cell carcinom:

U Basal cell
adenoma/adenocarcinoma

U Not seen in adenoid cystic
carcinoma

Characteristic matrix material of
adenoid cystic

FGhost cells ipilomatrixoma

PHistory, clinical, and radiologic
findings



Case 2: History

A A 62 year old man

presents with a

necrotic 2.2 cm left



| cheated (a little)

AOOEI AOU EO OIT ETT xT AOC
A 5yrsearlier: T2N2 base of tongue SCC, post
chemo/XRT

A 2 years earlier: Cutaneous SCC in scalp region

A 1 year earlier: T2N2 esophageal
adenocarcinoma, post chemo and
esophagectomy



General cytologic principles

A Critical to know as much history as possible

A Known history of malignancy, before you even look at the
specimen consider the scenario

Does the pattern of spread make sense for the primary?

What do the clinician and radiologist think is most probable
explanation?

What is your idealized vision of what this tumor will look like?
What is the spectrum of what this tumor typically looks like?

Is there a history of multiple malignancies?












Case 2: Diagnosis?

A. Metastatic SCC from tongue base
B. Metastatic SCC from scalp
C. Metastatic esophageal adenocarcinoma

D. A new primary carcinoma






Case 2: Diagnhosis

Poorly differentiated SCC



What about primary site?
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Case 3

A 77 year old man and his 75 year old wife each
present with a right neck mass. Both have
minimal smoking histories. The man had an

FNA performed.






Case 3




