Fig. 1.

Photograph of primary basaloid
squamous cell carcinoma on
the skin of the dorsal side of
the right third finger.
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Basaloid squamous cell carcinoma (BSCC), an
uncommon tumor with a predilection for the upper
aerodigestive tract, is considered a distinct variant of
squamous carcinoma due to its unique histological
features and aggressive clinical behavior [1,2]. To the

best of our knowledge, BSCC with a primary origin

Archives of Plastic Surgery AP S

in the skin is extremely rare, although metastatic
deposits of this type of cancer have been reported on
the skin [3,4]. In this report, we present an unusual
case of primary BSCC of the skin of the hand.

An 89-year-old female presented with an exophytic
mass on the dorsum of the proximal phalanx of the
right third finger that had exhibited rapid growth. The
mass was grossly measured to be approximately
1.5 cm x 1.5 cm, with irregularly protruding and
ulcerative features (Fig. 1). A punch biopsy was
performed by a dermatologist, and the pathology
report found malignancy with skin surface necrosis
and multifocal tumor cell necrosis. Chest computed
tomography and positron emission tomography were
performed as part of a metastatic work-up, but no
evidence of metastasis was observed. A wide excision
was made, with a 1.5-cm peripheral margin, and the
sheath of the extensor tendon was removed to ensure
the complete removal of the tumor along the deep
margin (Fig. 2). All frozen biopsies from the surgical
margin were found to be negative, and a venous free
flap with a 6-cm X 3.5-cm skin paddle was harvested
from the ipsilateral forearm. One proximal vein was
anastomosed to the distal end of the digital artery,

Fig. 2.
Intraoperative photograph after wide excision of the
tumor.
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and the other three veins were anastomosed to the
digital veins in a retrograde pattern (Fig. 3). No
adjuvant chemotherapy or radiation was
administered, and the patient was discharged seven
days postoperatively. Pathological examination found
that the tumor had a basaloid component, with
lobules of small closely packed basaloid cells showing
unique peripheral palisading and central
comedonecrosis. The exaggerated nuclear-to-
cytoplasmic ratio of the tumor nests accounted for
their basaloid appearance, which suggested a
histological diagnosis of BSCC (Fig. 4). When a
diagnosis of BSCC is suspected, it is important to
evaluate the differential diagnosis with other diseases
that have similar pathological or clinical features. A
pathologist therefore performed an immunochemical
evaluation. Immunohistochemistry, which played a
substantive role in the diagnosis, showed a positive

response for Ki-67 and p63. Ki-67 is a nuclear protein

found during the active phase of the cell cycle, while
p63 enables BSCC to be distinguished from adenoid
cystic carcinoma [S]. Moreover, other possible

diagnoses were excluded through tests for MOC-31,
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chromogranin, cytokeratin 20, and synaptophysin.
MOC-31 is useful in diagnosing adenocarcinoma,
and chromogranin is a protein found in endocrine
tumors. Cytokeratin 20 and synaptophysin show that
a cell is from gastric/intestinal mucosa cells or
neuroendocrine cells, respectively.

The flap healed well, without any postoperative
complications, and resulted in a natural contour of
the dorsal finger (Fig. ). During two years of
subsequent follow-up, no local recurrence was
observed. No signs of metastasis, such as the
abnormal hypertrophy of a lymph node, were found.

BSCC is recognized to be an aggressive variant of
squamous cell carcinoma. It is most frequently found
in the head and neck area, especially the upper
aerodigestive tract, in areas such as the supraglottic
larynx, the base of the tongue, the palate, and the
buccal cavity. However, BSCC has also been reported
in the esophagus, thymus, anus, and cervix [1]. The
differential diagnosis for BSCC includes adenoid
cystic carcinoma and small cell carcinoma.
Distinguishing BSCC from adenoid cystic carcinoma

can be difficult. Inmunohistochemical staining is a

Fig. 3.
Schematic view of venous free flap harvest from the
ipsilateral forearm.

Fig. 5.
Postoperative photograph at a
two-month follow-up visit.

Fig. 4.

Hematoxylin and eosin-stained
section, showing a mixture of
superficial squamous cells and
deep basaloid cells with a more
aggressive tendency towards
infiltration.
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useful method of distinguishing these two
malignancies [S]. Early detection and treatment with
a generous safety margin is paramount to reduce the
risk of local recurrence and metastasis. After surgical
treatment, careful follow-up is important.

We report a rare case of primary BSCC on the skin
of the hand. BSCC is an uncommon, histologically
distinct, high-grade variant of squamous cell
carcinoma. This case adds to our knowledge of the

clinical presentation and treatment of BSCC.
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To achieve successful results in foot reconstruction,
both form and function should be restored. The
reconstruction of soft tissue should be durable against
pressure and permit the patient to wear near-normal
shoes. However, resurfacing plantar soft-tissue defects

is often challenging for reconstructive surgeons

because the soft tissue is not redundant, and the

Fig. 1.
Preoperative photography. Soft-tissue defects in the forefoot (approximately 5 cm x 4 cm)
and hindfoot (approximately 9 cm x 10 cm) are visible.
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