
Basaloid squamous cell carcinoma (BSCC) is a high-grade variant of
squamous cell carcinoma that comprises several subtypes, such as ver-
rucous, spindle cell, and basaloid carcinoma. BSCC is a rare, aggressive

variant that is characterized by proliferation of basaloid cells and intimately
associated with squamous cell carcinoma, dysplasia, or focal squamous dif-
ferentiation.1 BSCC is localized in mainly the head and neck region. The most
frequent localization in the upper aerodigestive tract is the oropharynx (base
of the tongue), hypopharynx (pyriform sinus), and supraglottic larynx.2 Al-
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Basaloid Squamous Cell Carcinoma of the
Larynx: Case Report

AABBSSTTRRAACCTT  Basaloid squamous cell carcinoma (BSCC), which is a high-grade and rare variant of
squamous cell carcinoma, is often located in the head and neck region. It is usually localized in the
oropharynx (base of the tongue), hypopharynx (pyriform sinus), and supraglottic laryngeal regions
of the upper aerodigestive tract. It is characterized as clinically aggressive and usually diagnosed in
its advanced stage as distant metastases. Therefore, aggressive surgical intervention is essential. A
55-year-old patient with a diagnosis of laryngeal squamous cell carcinoma underwent total laryn-
gectomy and bilateral neck dissection because of disease recurrence after radiotherapy. Histologi-
cal examination revealed the presence of a basaloid squamous cell carcinoma of the larynx.
Chemotherapy was planned because of laryngeal recurrence. In our case report, a rare variant
(poorly differentiated BSCC of the larynx) is presented with a review of the relevant literature.

KKeeyy  WWoorrddss::  Laryngeal neoplasms; carcinoma, basosquamous; carcinoma, squamous cell; 
pathology; radiotherapy

ÖÖZZEETT  Bazaloid yassı hücreli karsinom, sıklıkla baş boyun bölgesine yerleşmiş, yassı hücreli karsi-
nomun yüksek gradeli ve çok nadir rastlanan varyantıdır. Yerleşim yeri sıklıkla üst aerodigestif
traktta orofarinks (dil kökü), hipofarinks (piriform sinüs), ve supraglottik larenks bölgeleridir. Kli-
nik olarak agresif seyreder. Genellikle uzak metastaz yapmış olarak ileri evrede tanı konulur ve bu
nedenle agresif cerrahi gerektirir. Yassı hücreli larenks kanseri tanısı ile radyoterapi alan 55 yaşında
hastaya 1 yıl  sonra larengeal nüks nedeniyle total larenjektomi ve bilateral boyun diseksiyonu uy-
gulandı. Histopatoloji sonucu kötü diferansiye bazaloid tip yassı hücreli karsinomla uyumlu olan
hastaya kemoterapi planlandı. Çalışmamızda nadir rastlanan bir varyant olması nedeniyle kötü di-
feransiye bazaloid tip yassı hücreli larenks kanseri olgusu literatür verileri eşliğinde sunulmuştur.

AAnnaahhttaarr  KKeelliimmeelleerr:: Larinks tümörleri; karsinom, bazoskuamöz; karsinom, skuamöz hücre; 
patoloji; radyoterapi
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though BSCC is often present in the cervicofacial re-
gion, it can be seen in areas such as the esophagus,
lung, thymus, anus, and cervix uteri.3 It is frequently
seen in males with cervical lymph node metastases
in the sixth to seventh decades of life. 

CASE REPORT

A 55-year-old male patient presented to our clinic
with a 2-year history of hoarseness. He had smoked
one pack/day for 30 years and had no history of alco-
hol use. There was an ulcero-vegetative mass along
the left vocal cord that restricted the movement of
the vocal fold and invaded the anterior commissure as
seen on indirect laryngoscopy. There was no invasion
in the right vocal cord or subglottic region (Figure 1).
Biopsy was performed under general anesthesia with
direct laryngoscopy, and the pathological findings
were consistent with epidermal in situ carcinoma.
There were no pathological lymph nodes on neck
compyted tomography (CT). Chest X-ray showed no
evidence of metastasis. The patient was considered to
have T1N0M0 (Stage 1) disease based on these find-
ings. Because the patient refused to undergo an oper-
ation, radiotherapy was planned for the primary
tumor. The patient underwent curative radiotherapy
comprising 66 Gy given in 33 fractions with a 6-meV
X-ray device under a thermoplastic linear accelera-
tor mask to the head and neck region.

At 18 months, indirect laryngoscopy revealed
a left vocal cord lesion extending to the anterior
commissure and right vocal cord. The left vocal
cord was paralytic. Positron emission tomography-
CT (PET-CT) revealed an intense hypermetabolic
appearance in the larynx at the level of the ante-
rior commissure. These findings were consistent
with malignancy. A biopsy of the left vocal cord
mass extending to the anterior commissure and the
right cord without subglottic extension was per-
formed under direct laryngoscopy. The biopsy re-
sults showed moderately differentiated squamous
cell carcinoma. These findings were considered to
represent T4N0M0 Stage IV disease. The patient
underwent total laryngectomy and bilateral modi-
fied radical neck dissection. Pathologic examina-
tion confirmed the diagnosis of poorly
differentiated BSCC (Figures 2,3). The surgical
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FIGURE 1: In the axial computed tomography scan (CT), BSCC of the larynx
invaded the thyroid cartilage, arytenoid cartilage and showed extralaryngeal
extension to the neck. 

FIGURE 2: BSCC of the larynx in the vocal fold and ventricular fold (HE, x40).

FIGURE 3: Islands of uniform basaloid cells with narrow cytoplasm and areas
of necrosis (HE, x100)



margins were negative, and there were no metasta-
tic lymph nodes in the neck. Because the tumor
was considered to be a recurrence, postoperative
chemotherapy was planned to apply the appropri-
ate dose of preoperative RT. Postoperatively, cis-
platin (125 mg/m2) and docetaxel (120 mg/m2) were
administered once every 21 days in three cycles.
There was no evidence of recurrence at the 1-year
follow up.

DISCUSSION

BSCC is seen in less than 1% of laryngeal carcino-
mas.4 BSCC is usually localized in the supraglottic
region, but in rare cases can be outside of this re-
gion and is sometimes diagnosed at an early stage.4,5

BSCC is characterized by typically small, crowded
cell groups associated with nested in situ and/or in-
vasive squamous cell carcinoma areas that are con-
sidered to be highly malignant. These cells usually
have hyperchromatic nuclei, little cytoplasm, small
cystic spaces, necrosis, and prominent hyaliniza-
tion. The prognosis is notably poor in patients with
nuclear atypia and stromal desmoplasia.6 Although
alcohol and tobacco use plays a role in the etiology
of some cases of BSCC, HPV and HSV are more
commonly involved.7,8 The differential diagnoses
include squamous cell carcinoma, small-cell neu-
roendocrine carcinoma, adenoid carcinoma, basal
cell adenocarcinoma, adenosquamous carcinoma,
spindle-cell squamous cell carcinoma, and mu-
coepidermoid carcinoma.9,10 Adenoid carcinoma
and small-cell undifferentiated carcinomas can be
differentiated by immunohistochemical tech-
niques. In BSCC, 34βE12 is positive and synapto-
physin and chromogranin are negative.10 The signs
and symptoms of the disease do not differ from
those of squamous cell carcinoma, but the aggres-
sive course attracts attention. BSCC usually appears
as a locally advanced tumor at time of diagnosis.
BSCC may be multifocal or metastatic. Both re-
gional and distant metastases are common.11 In a
series of 20 patients diagnosed with head and neck

BSCC, Paulino et al. reported five regional lymph
node metastases and one lung metastasis.2 In addi-
tion, secondary primary BSCC may develop in
cases of primary BSCC.12 Although there are re-
ports that BSCC can be identified by fine-needle
aspiration biopsy (FNAB), the biopsy should be as
deep and wide as possible for diagnosis. For this
reason, basaloid cells are not included in FNAB
samples. Especially in these cases, BSCC may be
difficult to distinguish from adenoid carcinoma and
undifferentiated small cell carcinoma.13,14 Because
the tumor grows under the surface epithelium, it is
not well demarcated. BSCC, even if in the initial
view, often shows metastatic or multifocal and
deeply invasive features.1,8 In our patient, BSCC has
been reported hardly in the total laryngectomy
specimen.

An important method of BSCC staging and fol-
low-up is the combination of CT and fluo-
rodeoxyglucose PET (FDG-PET) imaging of the
head and neck. In the literature, radical surgery is
recommended after diagnosis and staging. BSCC
has a poor prognosis because of its locally aggres-
sive behavior and early regional and distant metas-
tases.15 Erdamar et al. reported that BSCC is
associated with worse survival rates than squamous
cell carcinoma.16 The generally accepted treatment
method is radiation therapy after surgery. If there
is no distant metastasis, surgical eradication can be
achieved with partial or total laryngectomy. Neck
dissection should be performed because of the high
rate of metastasis in the head and neck region. Be-
cause of the aggressive behavior of the tumor, post-
operative radiation therapy is recommended.

In general, because BSCC is diagnosed in the
advanced stages of the tumor, radiotherapy with
surgery should be performed for local control. Be-
cause distant metastases are common, adjuvant
chemotherapy is recommended.2,17 Most BSCC
show recurrence in the first year; thus, close fol-
low-up should be performed after aggressive treat-
ment.11
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