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A Glomus Tumour Arising from the Flexor 
Aspect of the Forearm: A Case Report  

with Review of the Literature
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ABSTRACT
A 45 year old male patient presented with the complaint of a 
purplish nodular painful swelling on the flexor aspect of the left 
forearm of five years duration. A radiological examination of the 
lesion was not done prior to its excision. A biopsy was done and 
it was sent for a histopathological examination. The biopsied 
tissue was single, irregular, firm and globular, it measured 0.5 x 
0.5cm in size and it was processed in two halves Its microscopic 
examination showed a well circumscribed area which comprised 

of sheets and nodules of monomorphic round cells with slightly 
vesicular, round nuclei and an acidophilic cytoplasm, amongst 
which were interspersed numerous blood vessels, many of which 
were dilated and congested, along with numerous lymphatic 
channels which were filled with lymph. Immunohistochemistry 
for SMA, CEA and CD 34 was advised, out of which only SMA 
turned out to be strongly positive and a final diagnosis of a 
Glomus tumour was made.

INTRODUCTION
The glomus tumour is a distinctive neoplasm that arises from 
the smooth muscle of the glomus body [1]. The glomus tumours 
typically occur in young adults but they can occur at any age. No 
sex predilection is seen, except in the subungual lesions which 
are far more common in women [2]. The commonest sites are the 
subungual regions, the lateral areas of the digits, and the palm [1].
Histologically, the glomus tumours and their variants are benign 
neoplasms that require only a simple excision. We are describing 
here, a case of a glomus tumour of five years duration, which arose 
on the flexor aspect of the left forearm.

CASE REPORT
A 45-year old male patient presented with the complaint of a 
nodular, purplish swelling on the flexor aspect of the left forearm 
of five years duration, which was painful. He also gave a history of 
a nodule which was removed by surgery from the same site few 
years back by a local doctor, the histopathology of which was not 
done. The complete blood count, the random blood sugar levels, 
the chest X-ray and the ECG were normal. A biopsy was done and 
the tissue was sent for a histopathological examination. 

The biopsied tissue was single, irregular, firm, globular and bluish-
black in colour, which measured 0.5 x 0.5 cm in size. The cut surface 
was greyish white. The piece was processed in two halves.

The microscopic examination showed a well circumscribed 
area which comprised of sheets and nodules of monomorphic 
round cells with slightly vesicular round nuclei and an acidophilic 
cytoplasm, amongst which were interspersed numerous blood 
vessels, many of which were dilated and congested, along 
with numerous lymphatic channels which were filled with lymph 
[Table/Fig-1(a), (b), (c), (d), and 2(a), (b)]. A differential diagnosis 
of haemangioma, glomus tumour and eccrine spiradenoma were 
made. The immunohistochemistry for SMA (for glomus tumour), 

CEA (for eccrine spiradenoma) and CD 34 (for haemangioma) was 
done. SMA was strongly positive [Table/Fig-2c], whereas CEA and 
CD34 were negative and a final diagnosis of a glomus tumour was 
made.

DISCUSSION
The normal glomus body is a specialized form of arteriovenous 
anastomosis which regulates heat [1]. It is located in the stratum 
reticularis of the dermis and it is most frequently encountered in the 
subungual region, the lateral areas of the digits, and the palm [1].  
The glomus body is made up of an afferent arteriole which is 
derived from the small arterioles which supply the dermis and which 
branch into two or four preglomic arterioles [1]. These arterioles are 
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[Table/Fig-1]: (a) Numerous dilated blood vessels with interspersed 
monomorphic glomus cells (H&E x100); (b) Solid area of glomus tumour 
(H&E x100); (c) Monomorphic tumour cells in a background of oedema 
(H&E x100); (d) Tumour cells with eccentric round vesicular nuclei and 
scant cytoplasm (H&E x400)
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endowed with the usual complement of the muscle cells and an 
internal elastic lamina, but they blend gradually into a thick-walled 
segment with an irregular lumen which is known as the Sucquet-
Hoyer canal [1]. This region is the arteriovenous anastomosis 
proper. It is lined by plump cuboidal endothelial cells, which in turn 
are surrounded by longitudinal and circular muscle fibres, but with 
no elastic tissue. Scattered throughout the muscle fibres are the 
rounded, epithelioid “glomus” cells [1]. These canals drain into a 
series of thin-walled collecting veins. The entire glomic complex is 
encompassed by a lamellated, collagenous tissue which contains 
small nerves and vessels [1]. The glomus tumour, which is also 
known as a solitary or a solid glomus tumour, a glomangioma and 
a nonchromaffin paraganglioma, is a rare benign neoplasm which 
arises from the glomus body or the Sucquet-Hoyer canal of this 
apparatus and it accounts for 1-2% of the soft tissue tumours in 
the hand. This neoplasm was first fully described by Masson in 
1924 [3]. The presentation is generally a solitary lesion, but in some 
cases, multiple lesions have been described. The lesions develop 
as small blue-red nodules that are usually located in the deep 
dermis or the subcutis of the upper or the lower extremity. The 
single most common site is the subungual region of the finger, but 
the extradigital sites include the palm, wrist, forearm, foot, bone, 
stomach, colon, trachea, vagina, cervix, and the mesentery [1]. A 
pathological review of 52 atypical glomus tumours showed tumour 
locations that ranged from the thigh (n=11), calf and ankle (n=7), 
foot (n=4), buttock (n=3), trunk and the abdomen (n=7) to the arm 
(n=9), wrist and hand (n=7), lung (n=2), stomach (n=1) and even 
the L3 vertebra (n=1). Other studies suggested that the frequency 
of the extradigital cases varied from 11-65% and that it may be 
more common in men than in women [4]. 

The superficially located glomus tumours often present with 
paroxysms of pain which radiate away from the lesion; these 
symptoms are often exacerbated by the changes in the temper
ature, in particular, the exposure to cold. The deeply seated glomus 
tumours typically have no associated symptoms [2].

Few cases of extradigital glomus tumours which were found in the 
forearm have also been reported [5-9]. Most of these were either 
intravascular or deep seated [10,11]. In the present case, the lesion 
was superficial and it was not related to any major blood vessels. 
The first case of an intravascular glomus tumour, which was 
located in the right forearm of a 40 year old male, was described 

by Beham et al., in 1991 [8]. Acebo et al described a report of an 
elderly woman with a tumour which completely occluding the vein 
from which it grew in her right forearm [10]. 

In 2005, Le et al., reported a case of a glomus tumour of the soft-
tissues of the forearm in a 23 year old woman. The diagnosis was 
suspected on MRI, and confirmed by doing a biopsy [6]. 

Hoglund et al., studied 96 cases of five common soft tumours 
of the hand. They concluded that ultrasound should be the first 
imaging investigation for soft-tissue tumours of the hand. However, 
MRI should also be performed when the diagnosis continues to 
be obscure and when a malignancy is suspected [12]. Magnetic 
resonance imaging may be useful in the detection of the tumours, 
but it may not always be sensitive [7]. The plain radiographs and 
the angiographs tend to be normal and of no help in determining 
the type of mass which is present [9]. Although blood vessel 
tumours are rare, they are frequently encountered in the hand and 
in the forearm, they being the fourth most common tumours of the 
hand [13]. A physician who treats the acquired, traumatic, and the 
congenital vascular tumours of the hand and the forearm, should 
also consider glomus tumour in the differential diagnosis. In the 
present case, the tumour was located on the flexor aspect of the 
left forearm for the past five years, which was painful.

CONCLUSION
Extradigital glomus tumours may be encountered in the hand and 
in the forearm, they being the fourth most common tumours of the 
hand. Both the pathologists and the surgeons should be aware of 
this and they should consider it in the differential diagnoses of such 
vascular lesions of the upper limb.
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[Table/Fig-2]:  (a) Tumour cells arranged concentrically around blood 
vessels (H&E x400); (b) Tumour cells intermixed with numerous blood 
vessels(H&E x400); (c) Diffuse cytoplasmic positivity for SMA ( x400)
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