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Adenoid Basal Carcinoma of Uterine Cervix: A Case Report
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ABSTRACT

Adenoid basal carcinoma of uterine cervix is a very rare entity that has been reported less than 100

cases in the literature. Although the origin of the carcinoma is controversial; the multipotential basal cell

layer of cervix is the believed part for tumor growth. A 54 years-old white postmenopausal woman was

referred to our clinic with the complaint of postmenopausal bleeding. Her pelvic examination revealed a

tumor lesion of 1.5cm on the ectocervix. Her cervical and endometrial biopsies revealed an epithelial

carcinoma and we performed a radical hysterectomy with bilateral salpingo-oophorectomy and bilateral

pelvic-paraaortic lymph node dissection. The final pathology result revealed adenoid basal carcinoma.

Distinction of adenoid basal carcinoma from adenoid cystic carcinoma and other aggressive basaloid

pathologies of cervix is important for the clinical management of patients since adenoid basal carcinoma

is benign in behaviour despite being a carcinoma.
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Introduction

Adenoid basal carcinoma (ABC) of uterine cervix is a rare
tumor that generally occurs in postmenopausal women. ABCs
are commonly asymptomatic and they are usually detected in-
cidentally after hysterectomy (1). ABCs are less than 1% of all
cervical malignancies and there are less than 100 cases in
English literature (2) since its first description by Baggish and
Woodruff in 1966 (3). ABC of uterine cervix is a tumor with
good prognosis and it has some specific characteristics for di-
agnosis (4). Moreover preoperative cytologic assessment fre-
quently shows high grade squamous intraepithelial lesions.
Here,we report a case of ABC of uterine cervix with diagnos-
tic pitfalls.

Case Report

A 54 years-old white postmenopausal woman was referred
to our clinic with the complaint of postmenopausal bleeding.
Her pelvic examination showed a tumoral lesion of 1.5 cm on
the ectocervix. Her cervical smear result was high grade squa-
mous intraepithelial lesion. Her colposcopy directed cervical

biopsy showed atypical squamous cells and it was in debate
over a carcinoma in situ or an invasive squamous carcinoma.
Her endometrial biopsy result was invasive squamous cell car-
cinoma which directs the clinician towards a cervical carci-
noma with the comment of pathologist. Her pelvic examina-
tion under general anesthesia showed intact parametriums. By
these findings we performed a radical hysterectomy with bi-
lateral salpingo-oophorectomy and bilateral pelvic-paraaortic
lymph node dissection. The final pathology result revealed
adenoid basal carcinoma with negative surgical borders and
there was not any lymph node metastasis out of 61 total nodes.
The tumor was primarily localized to the ectocervix and in-
vading endocervical tissue minimally. It was 1.4x0.4cm in di-
ameter and her paracervical lymph nodes and parametriums
were without tumor involvement. Lympho-vascular space in-
vasion was not detected. Microscopically we found tumor
cells in nests of fibrous stroma with peripheral palisading pat-
tern of basaloid cells (Figure 1, 2, 3).

Figure 1: Tumor cells rounded with fibrous stroma with periph-
eral palisading basaloid cells (HEx10)
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We did not recommend any adjuvant therapy. Ten months
after initial surgery the patient is well without any sign of re-
currences.

Discussion

There are multiple types of basaloid pathologies related
with uterine cervix (adenoid basal lesions, adenoid basal hy-
perplasia, adenoid basal carcinoma, adenoid cystic carcinoma,
basaloid squamous cell carcinoma, etc.) and they have differ-
ent prognostic outcomes. The real incidence for them is not
known. However, case series show that they are <%1 of all
cervical malignancies. ABC of cervix is a rare tumor that there
are controversies regarding the origin of tumor. Adenoid basal
carcinoma of uterine cervix was hypothesized to derive from
the multipotential basal or reserve cell layer of cervical ep-
ithelium (5). This cell type could produce solid, trabecular,
adenoid structures and by the way the tumor mass is supposed
to be originated from immature cells rather than the differen-

tiated squamous and/or epithelial cells (6). Microscopically,
ABC is composed of basaloid cells in nests with a peripheral
palisading pattern (7,8).

The similar histopathologic features of basaloid lesions di-
rected us on the distinction of ABC from other pathologies.
Adenoid cystic carcinoma (ACC) and basaloid squamous cell
carcinoma (BSCC) could mimic ABC, however they are ag-
gressive basaloid pathologies. Adenoid cystic carcinoma and
adenoid basal carcinoma share multiple common features that
they are often confused. Nevertheless identifying the differ-
ence between ACC and ABC is important for the prognosis and
has a considerable clinical importance. Although ABC is a
tumor with benign potential; ACC is an aggressive tumor and
is often complicated with local recurrences and distant metas-
tasis (9). Recently we have learned that these two entities orig-
inate from reserve cells; on the other hand differential diagno-
sis between them is possible clinically, pathologically and im-
munohistochemically (10). Human papillomavirus is the main-
step for the development of these two tumors (11,12) and dis-
crimination is best made by morphologic evaluation. PAS-di-
astase stain and alcian blue stain without hyaluronidase pre-
treatment is important for extracellular basement membrane-
like material (BMM), which is nearly pathognomonic for ACC.
Immunohistochemistry is also limited in diagnosis except type
IV collagen and laminin positivity for extracellular BMM in
ACC (13).Additionally CK14, CK17, CK19, cytokeratin KL1
and epithelial membrane antigen (EMA) could be found in im-
munohistochemical stains of ABC (8). In addition to this clas-
sical data, C117 a type III receptor tyrosine kinase protein
which is a product of c-kit protooncogene is a promising
marker for differentiating ABC of uterine cervix from ACC (14).

Physiologically multipotential reserve cells take part in the
squamous metaplasia during reproductive years and basal re-
serve cells are involved in this proliferation and maturation
process during the formation of cervical squamous epithelium.
Basal reserve cells are found close to squamo-columnar junc-
tion and endocervical glandular cells (15,16). The origin of
ABC was demonstrated to develop from HPV infection, espe-
cially HPV 16 and characterized by p53 gene alterations (17);
and because of the multipotential reserve cells and HPV; co-
existance of other cervical malignities with ABC can also be
detected (1). 

Pure ABCs are usually asymptomatic and gross cervical
lesions are not generally detected. However, cervical smears
revealing high grade squamous intraepithelial lesions might
be the presenting sign of these patients during routine gyneco-
logic examination (7). Additionally, in situ or small invasive
squamous cell carcinomas could accompany them (9).ABCs
are frequently encountered in postmenopausal black women
with a mean age of 63 years (5). DePond et al. (8) defined the
youngest patient with adenoid basal carcinoma at 20 years.
Our patient was a white 54 years-old woman and presented
with postmenopausal bleeding. The lesion was 1.5cm in di-

Figure 2: Microcystic structures in the center of basaloid cell
groups (HEx20)

Figure 3: Basaloid tumor cells with a narrow cytoplasm and
pleomorphic round nucleus surrounded with peripheral pal-
isading pattern (HEx40)
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ameter at the ectocervix and cervical smear result was high

grade squamous intraepithelial lesion as described in the liter-

ature. We identified the diagnosis of ABC at the hysterectomy

specimen. The final pathology result showed neither lympho-

vascular space involvement nor lymph node metastasis. It was

previously stated in the literature that adenoid basal carcino-

mas are generally without lymphovascular space invasion

with rare mitoses (5,15). 

Although ABCs are associated with cervical intraepithelial

neoplasias (CIN), in situ or microinvasive squamous cell car-

cinomas; pure ABCs are a bit different and have a benign be-

haviour with a very low risk of recurrence and metastasis (18).

Indeed adenoid basal epithelioma was thought to replace the

terminology of ABC because of the good prognostic state

(19). Grayson and Cooper objected to this claim and proposed

that the term adenoid basal epithelioma underestimate the po-

tential role of ABC (20) because ACC and ABC have multiple

common features and sometimes it is difficult to differentiate

these two pathologies. Tumor cells of ABC could be encoun-

tered in ACC thus they are combined lesions histopathologi-

cally and the hypothesis of transition, from ABC to ACC had

proposed ABC as the precursor lesion of ACC (13).

In conclusion potential pitfalls regarding not only the pre-

operative diagnosis of adenoid basal carcinoma but also the

distinction of ABC from adenoid cystic carcinoma and other

aggressive basaloid pathologies of cervix are important for the

clinical management of patients since ABC is benign in be-

haviour despite being a carcinoma. However a squamous cell

carcinoma may co-exist and may shape the prognosis and sur-

vival. A radical surgery relevant with the tumor and co-exist-

ing cervical pathology could clarify the lesion and reduce the

recurrence risk with negative surgical borders.
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