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A 50-year-old man presented with a 3-year history of 

an ill-defined painful area on his left knee [Figure 1]. 

The pain was transient lasting for a few seconds and 

used to precipitate by touch and even with light 

contact with clothing. There was no seasonal 

variation in the pain and it was not temperature-

dependent. It had no correlation with the movements 

of the knee joint. On examination, there was a faint 

reddish macule of 3 mm-size on the lower part of left 

knee. A positive Love’s sign was observed with 

maximal tenderness, localized to a small pinhead area 

confined to the macule. The lesion was excised and 

histopathological examination showed normal 

epidermis and nests of round to polygonal cells in 

the dermis, having moderate amount of eosinophilic 

cytoplasm and round nuclei with prominent nucleoli 

in some. The cellular nests were separated by 

fibrocollagenous tissue containing numerous dilated 

blood vessels [Figure 2]. In one year of follow-up, no 

recurrence was observed. 

WHAT IS YOUR DIAGNOSIS? 

Figure 1: A faint erythematous macule on the left knee (inside Figure 2: Photomicrograph of the tumour showing nests of 
the marked circle) uniform polygonal cells with moderate cytoplasm 

separated by fibrovascular stroma (H and E, x100) 
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Diagnosis: Extradigital glomus tumor 

DISCUSSION 

Glomus tumour, a benign growth arising from the 

glomus apparatus in the skin, occurs most frequently 

on fingers and toes. Its clinical diagnosis is easy on 

these usual sites, but it may pose a difficulty if it occurs 

on an extradigital location. Glomus tumours are 

relatively rare vascular tumours, with a reported 

incidence of 1.6% of all soft tissue tumours.[1]  A 

solitary glomus tumour is a pink or purple nodule 

with a classic triad of pain, cold sensitivity and point 

tenderness. [2] The commonest site is the hands, 

particularly the fingers. Tumours beneath the nails 

are extremely painful and present early, with affected 

nail showing just a bluish red flush. The diagnosis of 

glomus tumour is readily suspected when it is present 

in classical subungual location, but lesions occurring 

elsewhere may pose a diagnostic difficulty. This has 

been noted in the literature, with reports of unusual 

locations of glomus tumour of ankle,[3] foot,[4] knee,[5] 

thigh[6] and hip,[7] eluding accurate diagnosis for long 

periods. In our case also, there were several medical 

and orthopaedic consultations in three years for the 

pain. In such cases, a high index of clinical suspicion 

is required for diagnosis of glomus tumour. Multiple 

glomus tumours and involvement of internal organs 

have also been reported. 

Interestingly, the variation in anatomic site of tumor 

has a striking relation to the sex of the patient. 

Tsuneyoshi and Enjoji,[8] in their study of 63 patients 

of glomus tumours, observed that out of the 37 

patients with the tumour in a finger or a toe, 34 were 

women and only three were men and of the 26 

patients with the tumours in other area, 19 were men 

and only seven were women. So men are more likely 

to have extradigital location, as was seen in our case. 

Histologically, the tumours have variable quantities 

of glomus cell, blood vessels and smooth muscles.[9] 

According to this observation, they are classified as 

solid glomus tumour, glomangioma and 

glomangiomyoma. Solid glomus tumour is composed 

of solid aggregates of glomus cells surrounding 

inconspicuous vessels. Glomus cells are round regular 

cells with eosinophilic cells and dark staining round 

to oval nuclei. Glomangiomas have more prominent 

vessels and less conspicuous glomus cells. Some 

tumours may show a transition from glomus cells to 

smooth muscle cells. They have been called 

glomangiomyoma. Simple excision is curative with a 

low recurrence rate. 

The present case illustrates the importance of keeping 

a high index of clinical suspicion for the diagnosis of 

glomus tumour, occurring in an extradigital site. 

Accurate diagnosis can only be made if appropriate 

physical findings are looked for, especially in locations 

where the tumor occurs less commonly. It also 

reiterates the fact that for clinical diagnosis of a 

dermatosis, clinical signs and symptoms give the most 

important clue though distribution may be unusual. 
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