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Pre-patellar glomus tumour

Tumor glómico prerrotuliano

Sir,

Glomus tumours are rare neoplasias, approximately 1.6% of 
tumours in the soft  t issues of limbs.1 They are generally 
benign and their removal is described as curat ive. When 
found in atypical locations, they can be dificult lesions to 
diagnose.2 Published reports of glomus tumours in the knee 
are scant . The case we present  is a prepatellar glomus 
tumour that  we consider to be of interest  because of it s 
rarity.

Case report

Male, 27 years old, at tending the clinic due to left  gonalgia 
of non-speciic characteristics which, over time, turned 
into a small growth at  the prepatellar level. No alterat ions 
were observed at  the cutaneous level. Magnet ic nuclear 
resonance (NMR) study revealed a prepatellar bursa with a 
growth of 2×1 cm with characterist ics of hypointensity in 

T1 and a high signal in T2, classiied as a non-sebaceous 
cyst . Complete exeresis of the mass was performed and the 
pathological study described it as a well-deined nodule of 
greyish-blue colouring, measuring 1.2×0.7 cm, with 
characterist ics of a glomus tumour surrounded by adipose 
t issue.

Clinical signs remit ted immediately, but  seven years later 
the pat ient  returned to the clinic due to a relapse in the 
symptoms. speciically paroxysmal pain on rubbing and 
pressure of a small growth under the scar effected 
previously. The NMR revealed a bilobulated prepatellar 
nodular lesion measuring 1.5×1 cm, located laterally to the 
previous surgery area; it  showed cyst ic characterist ics with 
intense uptake of cont rast  and, therefore, signs of 
hypervascular lesion (ig. 1). The suspected diagnosis was a 
glomus tumour.

During surgery, exeresis was performed on the lesion, 
measuring 1.5×0.8×0.6 cm, with an elast ic consistency 
and histological characteristics that conirmed the relapsed 
glomus tumour. The pathology study showed a well-deined 
growth with mult iple vascular lumina, separated by st roma, 
with numerous rounded-nuclei glomus cells, without  
pleomorphism or mitosis (ig. 2); the histochemical study 
showed immunoposit ivity in tumour cells to viment in, and 
negat ive results to cytokerat ins and endothelial markers.

Clinical signs were relieved after surgery and the pat ient  
cont inues to be asymptomat ic eighteen months later.

Figure 1 NMR image. Figure 2 Histological image (H&E 100×).
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Discussion

Glomus tumours may appear alone or in small numbers, 
with single tumours being more frequent  and characterist ic, 
with a greater frequency in the third and fourth decade of 
life.3,4 Glomus tumours generally appear in areas rich in 
glomus bodies, i.e. the subungueal region and the deep 
dermis of the body’s limbs,3 but  they have also been 
described in other areas, such as muscles, bones and j oints2,4 
and even in locat ions where there are no glomus bodies 
such as the mediast inum and the stomach3 and glomus 
tumours may develop from perivascular cells dif ferent iat ing 
from glomus cells.3

In the typical subungueal locat ions and distal limb areas. 
they appear as subcutaneous nodules that  change the skin 
colouring to bluish-purple3 and pain is usually the irst 
symptom and its absence is certainly except ional. In 
ext radigital locat ions the most  common symptom is pain, 
followed by local sensit ivity.5 The classic t riad of symptoms 
are lancing paroxysmal pain, increased sensit ivity on 
palpat ion and thermal hyperalgesia, especially to cold; 
although, in many cases, the three symptoms do not  always 
appear together.5

In atypical locations in which the growth is not supericial, 
such as that  described in our case, and in view of their small 
size, they can certainly be dificult to diagnose,2 thus 
making the symptoms long-lived and leading to a clear delay 
in the diagnosis.4,5

No speciic complementary examinations are available to 
conirm the suspected clinical diagnosis and there are false 
negat ives with NMR, at t ributed to the small size of the 
lesion.5 The pathology most  frequent ly confused with a 
glomus tumour in the limbs is a post -t raumat ic neuroma 
caused by an unremembered accident .

The recommended t reatment  is met iculously complete 
excision to reveal a rounded or oval tumour, well deined 
and encapsulated, measuring less than one cent imet re and 
purple or bluish in colour.

Recurrence of the symptoms should suggest  incomplete 
excision rather than a relapse. A igure of 10% risk of local 
relapse due to incomplete excision has been discussed.3 The 
percentage of malignant  glomus tumours is small,  less than 
1%, occurring in those of larger size (more than 2 

cent imet res), deep locat ion and a high mitot ic index with 
atypical mitotic igures. In these cases, the risk of metastasis 
is greater than 25%.3

According to Schiefer et  al. ,5 in cases of chronic pain in a 
speciic location, consideration must be given to the 
possibilit y of a glomus tumour, evaluat ing the classic t riad, 
request ing an NMR study in cases of doubt , and scheduling 
complete excision. In any case, high levels of suspicion must  
not  be sought , so as not  to delay diagnosis and t reatment . 
When the glomus tumours are in atypical locat ions, delay is 
frequent  because ext radigital locat ions are infrequent 5 and 
they are not  thought  of even though as many as 61% of the 
glomus tumours reviewed are ext radigital.5

In the tumour described here, the diagnosis was not  
reached in the irst episode until the pathology report was 
received on the excised specimen, after a long t ime with a 
clinical condit ion but  without  present ing the characterist ic 
t riad.
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