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Basaloid squamous cell carcinoma (BSCC) is a rare and 
highly aggressive subtype of squamous cell carcinoma 
(SCC), characterized by the presence of distinctive 
atypical basaloid-appearing cells (1). Histologically, 
it may be challenging to distinguish between tumours 
that exhibit characteristics of both SCC and basal cell 
carcinoma (BCC). However, accurate differentiation is 
crucial because of differences in disease progression and 
prognosis. Primarily found in the mucocutaneous and 
anogenital regions, BSCC is infrequently encountered 
as a primary skin malignancy. The existing literature has 
documented few instances of primary cutaneous BSCC 
(2–5). We present here a case of primary cutaneous 
BSCC of the finger.

CASE REPORT
An 85-year-old man with a medical history of hypertension and 
hyperlipidaemia presented with an erythematous scaly patch on the 
right index finger (Fig. 1). This patch, 1 cm in size, has persisted for 
2 years. He stated that he received topical treatment for eczema, but 
did not show any improvement. A potassium hydroxide prepara-
tion test revealed no evidence of fungal infection. A punch biopsy 
revealed basaloid tumour nests and cords extending throughout the 
dermis (Fig. 2A). Under high-power magnification, these basaloid 
tumour cells exhibited an exaggerated nuclear-to-cytoplasm ratio, 
reminiscent of BCC-like features; however, they notably lacked the 
characteristic tumour-stroma retraction observed in typical BCCs 
(Fig. 2B). To confirm the diagnosis, and as treatment, wide local 
excision with a 0.5-cm surgical margin was performed in consul-
tation with the plastic surgery department, and the total resected 
tissue was obtained (Fig. 3A). The specimen had basaloid tumour 
nests, some of which were connected to the epidermis, while others 
were separated (Fig. 3B). Within the epidermis, the tumour cells 
exhibited pleomorphic and atypical nuclei along with squamous 

eddy-like keratinizing component- features consistent with SCCs 
(Fig. 3C). Immunohistochemical (IHC) staining of the excised 
specimen was negative for p16 and bcl-2, and HPV genotyping 
analysis. The patient was diagnosed with BSCC. The patient was 
followed-up for 4 months for wound assessment, during which 
no signs of recurrence were observed. Written informed consent 
for publication was obtained from the patient.

DISCUSSION

Non-melanoma skin cancers include BCC and SCC (1). In 
some cases, skin cancers can exhibit pathological charac-
teristics involving more than 1 tumour type or encompass 
multiple subtypes of a single tumour, such as metatypical 
tumours, including BSCC and metatypical BCC (MBCC) 
(7). BSCC is a distinctive, high-grade variant of SCC with 
distinct histological characteristics and aggressive clinical 
behaviour (1, 6). It primarily manifests within the upper 

Fig. 1. Clinical image. An erythematous scaly patch, 1 cm in size, on 
the right index finger.

Fig. 2. Histological findings (punch 
biopsy). (A). Low-power view of the 
punch biopsy tissue showing basaloid 
tumour nests and cords extending 
throughout the dermis (haematoxylin 
and eosin staining: HE ×40). (B). 
High-power view of the area inside 
the red square of (A) showing basaloid 
tumour cells with an exaggerated 
nucleus-to-cytoplasm ratio without 
tumour-stroma retraction (HE ×400).
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aerodigestive tract, including the supraglottic larynx, 
base of the tongue, palate, and buccal cavity. However, 
primary cutaneous BSCC remains exceedingly rare, with 
only 8 documented cases reported, occurring in various 
anatomical locales, such as the inguinal crease, forearm, 
face, occipital scalp, chest wall, and scapular area (2–5). 
To our knowledge, there have been no reported cases of 
primary BSCC of the finger.

Histologically, BSCC is characterized as a solid epithe-
lioid cell tumour that exhibits at least a focal connection 
to the surface epithelium. It comprises nests and cords 
of compact basaloid cells with focal keratinization. The 
exaggerated nuclear-to-cytoplasmic ratio of tumour 
cells contributes to their basaloid features (6). While 
peripheral palisading, typically observed in BCC, may 
be present, it is not as extensively developed as in BCC 
(1). The mucomyxoid stroma or retraction of tumour cell 
groups from the matrix, typically found in BCCs, is not 
present (7). Notably, BSCC is consistently linked with an 
SCC component, which can manifest as either an in situ 
carcinoma or an invasive keratinizing SCC. In addition, 
it may present as focal squamous differentiation within 
basaloid tumour nests (4). 

In contrast, MBCC, also known as basosquamous 
carcinoma, is a subtype of BCC that includes SCC 
components and displays typical BCC features, such as  
peripheral palisading, mucomyxoid stroma, and retrac-
tion structures (7). In addition, histopathologically, 
adenoid cystic carcinoma (ACC) comprises islands of 
basaloid cells and may appear similar to BSCC. However, 
the distinction lies in the hyaline stroma surrounding the 
tumour cells of ACC. 

Both BCC and ACC can be distinguished from BSCC 
through standard haematoxylin and eosin (H&E) mor-
phology; however, when differentiation is challenging, 
IHC markers serve as valuable tools. BSCCs typically 
exhibit positivity for cytokeratin (CK) stains, notably CK 
5/6 and CK 34βE12 (903), as well as Ulex europaeus 1 
(UEA-1), whereas BCCs primarily demonstrate positi-
vity for bcl-2 and Ber-EP4 (7). In addition, ACC tumour 
cells have a phenotype suggestive of myoepithelial cell 

differentiation, showing positivity for smooth muscle 
actin and S100, which are negative in BSCC (8). In the 
current case, the absence of bcl-2 expression in the excis-
ed specimen further supported the diagnosis of BSCC. 

BSCC often manifests strong and diffuse positivity for 
p16, and in situ hybridization typically reveals high-risk 
HPV, particularly HPV16 (5, 9). While immunohisto-
chemical markers, such as p16 and HPV genotyping, 
play supportive roles in achieving a diagnosis, our case 
demonstrated negativity for both markers, potentially 
indicating the presence of an alternative cause or con-
tributing factor to the development of this condition. 
While no reports discussing HPV-negativity in primary 
cutaneous BSCC have been documented, in an analysis 
of 53 head and neck BSCC cases, the authors found a 
significant correlation between the absence of HPV16 
and decreased overall survival, implying a potential 
connection with poor prognosis in the current specific 
case (10).

Due to the rarity of cutaneous BSCC, the optimal 
treatment remains unclear. However, considering its 
aggressive behaviour, surgical intervention is preferred 
over topical or superficial therapies. Reported cases 
have utilized Mohs surgery or wide local excision with a 
4–6-mm surgical margin, consistent with the approach 
for cutaneous SCC (2–5). Some authors suggest that, 
given BSCC’s aggressiveness, combining radiotherapy 
and chemotherapy with surgical treatment may be advis-
able (4). In addition, considering sentinel lymph node 
biopsy and imaging studies could help determine the 
extent of treatment.

The typical prognosis for individuals with BSCCs 
is generally unfavourable. This is emphasized by the 
fact that up to 75% of patients with BSCC present with 
advanced nodal or metastatic condition, resulting in an 
overall mortality rate of approximately 60% (2). Given 
its aggressive nature, early detection and intervention 
are crucial in managing BSCC. A thorough evaluation 
of its metastatic potential and consistent post-treatment 
monitoring is imperative. Although it remains uncertain 
whether BSCCs located within the upper aerodigestive 

Fig. 3. Histological findings (excisional 
biopsy). (A) Low-power view of the excisional 
biopsy tissue (HE ×40). (B) High-power 
view of the area within the red square in 
(A) showing basaloid tumour nests, with 
some connected to the epidermis and others 
separate (HE ×200). (C) High-power view of 
the area within the blue square in (A) showing 
tumour cells with pleomorphic atypical nuclei 
and squamous eddy-like keratinization (right 
upper quadrant) (HE ×200).
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tract demonstrate greater aggressiveness than cutaneous 
BSCCs, an illustrative instance reported by Vu et al. 
(5) sheds light on this aspect. They presented a case of 
cutaneous BSCC with cerebral metastasis, suggesting 
the potential for aggressive behaviour within the context 
of cutaneous BSCCs. The examination of our patient’s 
specimen revealed tumour infiltration of the reticular 
dermis with an absence of lymphovascular invasion, 
indicating an incipient tumour stage.

The current case emphasizes the critical role of ac-
curate diagnosis for appropriate clinical management 
and underscores the necessity of considering rare entities 
in dermatological presentations. Early recognition and 
intervention are pivotal in enhancing outcomes, consi-
dering the aggressive nature of BSCC. This report adds 
to the limited body of evidence on primary cutaneous 
BSCC, providing insights into its atypical presentation 
and approach in dealing with unusual skin malignancies. 
Further research and increased awareness are necessary 
to comprehend the clinical behaviour and optimal mana-
gement strategies for such rare manifestations of BSCC.
The authors have no conflicts of interest to declare.
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