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Cytologic Diagnosis of Basaloid Neoplasms of Salivary Gland

Kyung-Ja Cho, M.D.

Department of Pathology, University of Ulsan College of Medicine, Asan Medical Center, Seoul, Korea

Although fine needle aspiration cytology (FNAC) has become one of the primary tools for diagnosing salivary
gland lesions, some of these methods continue to confuse pathologists. The most common problems occur
so—called basaloid neoplasms. Basal cell adenomas are frequently misdiagnosed as pleomorphic adenomas, and
in worse cases, as adenoid cystic carcinomas. The cytologic diagnostic accuracy of basaloid neoplasms could be
increased by a better understanding of the histology and the nature of the tumor cells. These are displayed well
in aspiration smears. A consideration of differential points on the basis of the epithelial-stromal relationship is

offered in this paper.
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AR el 714 %k F (basaloid neoplasm)o] & 7] 4 A
E A (basal cell adenoma)¥} 12 = EUES &
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Y 2 20054 salivary gland tumors WHO -3¢l A]
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o] W Foli= 7] A 4| £ A1 (basal cell adenoma), 7] Al
Al A 9FE(basal  cell adenocarcinoma), A1dotE
(adenoid cystic carcinoma), MEFAA oA FEAF
(cellular pleomorphic adenoma), | ¥EZF2A 4y
(cellular myoepithelioma) o] += £3sta, Fr sk
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A| 3£ 9+ (basaloid squamous cell carcinoma) 5= 17
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Fig. 1. Basal cell adenoma. (A) Well encapsul
(B) Trabeculae of small uniform cells and intervening stroma are seen. The epithelial cells have little cytoplasm and dark oval
nuclei showing palisading at smooth epithelial-stromal interface.
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Fig. 3. Basal cell adenocarcinoma. (A) Invasion beyond the capsule is a critical feature for diagnosis of basal cell
adenocarcinoma. (B) The cells are slightly larger and rounder than those of adenoma, and frequently show cribriform and solid

architectures.
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Fig. 5. Basal cell adenocarcinoma. (A) Tight irregular clusters of small uniform cells are seen without stromal components. (B)
The cells show minimal nuclear atypia, loosened texture and loss of palisading at interface.

Fig. 6. Differential Points of cribriform pattern between basal cell adenocarcinoma and adenoid cystic carcinoma. (A) Cribriform
pattern of basal cell adenocarcinoma, resembles adenoid cystic carcinoma. The nuclei are elongate and streaming. (B)
Cribriform pattern of adenoid cystic carcinoma shows sharply margined myxohyaline globules.
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Fig. 7. Adenoid cystic carcinoma. (A) Cellular smear of adenoid cystic carcinoma, resembles basal cell neoplasm. The clusters
are loose and lack stromal components. (B) The nuclei of adenoid cystic carcinoma manifest mild but unequivocal atypia and

total loss of polarity.

cellular matrix with Papanicolaou staining; coarse chro-
matin with little nuclear clearing; indistinct and partially
distinct nucleoli; small nucleoli; broad, smooth margin
space’ 59| 17714 HEE tatow A4S Fojgh

A3} ANAAEAE S g Ego] Helr)
3 wmagsd, 2 Hesh Bgea ARl 2o

Hof AN 2 gof

2 w1

=tk ofelgel d AT 2

Mzsdd oHENS
Cellular pleomorphic adenoma

ool
o
Y

Elsheikh & Bernacki®= t]-5-2] 7 %o A

L a i
Fig. 8. Cellular pleomorphic adenoma. (A) Cellular smear with numerous scattered individual cells is seen. (B) The cells have
some cytoplasms and bursting appearance art periphery. Sharply demarcated stromal components are absent.
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Fig. 9. Cellular myoepithelioma. (A) Long branching clusters of small ovoid cells are intermixed with myxohyaline substances.
(B) Spindled nuclei parallel to long axis of the clusters are reminiscent of mesenchymal tumors.

MzSAY Z24TE Cellular myoepithelioma Aehs FHoE mdE) (Fig. 9A). w9 AXds
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Table 1. Cytologic differential points of basaloid neoplasms of salivary gland

BCA BCADC ACC CPA CME
Structures Cohesive clusters with Cohesive Loose clusters, sheets Loosely cohesive Clusters with
juxtaposed fibrous stroma  clusters with or without & cylinders sheets & isolated intermixed basal
stroma cells lamina
Architecture Trabecular/solid Trabecular/solid Solid/cribriform Arborizing Branching
"Jigsaw-puzzle"-like [cribriform "Filiform" Sieve-like "Sunburst" Fibrillary
appearance
Cells Small uniform dark cells,  Small uniform dark cells Small round Medium-sized Medium-sized
often two cell types with minimal atypia hyperchromatic cells  plasmacytoid plasmacytoid
/spindle /spindle
Nuclei Oval to elongate with Oval to elongate with  Round to angulated Round to oval & Oval to elongate &
polarity or without polarity with prominent bland bland
nucleoli &
no polarity
Stroma/ECM Fibrous, often hyalinized With or without fibrous, No stromal tissue Myxochondroid Intercellular
stroma often hyalinized stroma Myxohyaline Smooth transition myxohyaline
Sharp demarc- ation from globules with epithelial substances
epithelial cluster components

BCA: basal cell adenoma, BCADC: basal cell adenocarcinoma, ACC: adenoid cystic carcinoma, CPA: cellular pleomorphic adenoma,
CME: cellular myoepithelioma, ECM: extracellular matrix
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