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EXTRADIGITAL GLOMUS TUMOUR CAUSING THIGH PAIN

A CASE REPORT
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Glomus tumours are rare and benign, arising from a
neuromyoarterial glomus body, most commonly in the
hand. We report a patient with such a tumour in an
atypical site, the right vastus lateralis. Pain was
aggravated by muscle contraction, and ultrasonography
and MRI were required to locate the lesion accurately.
Surgical excision gave immediate pain relief.
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Glomus tumours are rare, benign hamartomas arising from
neuromyoarterial glomus bodies. Most occur in a distal
phalanx, often beneath the nail, but they may develop
anywhere.1 The classical triad of aching pain, exquisite
tenderness and temperature sensitivity often provides the
diagnosis, but an atypical anatomical site and the usually
small size of the tumour may make this difficult. We report
a patient with a glomus tumour in the right vastus lateralis.
This caused pain which was made worse by contraction of
the muscle, and so produced considerable wasting of the
thigh.

CASE REPORT

A 38-year-old woman was referred with an 18-year history
of thigh pain. Three previous excisional biopsies, taken
eight, seven and six years earlier had shown no histopatho-
logical findings. She had been treated in a chronic pain unit

for ‘idiopathic myalgia’, with no improvement.
She had an antalgic gait, with marked wasting of the

right thigh and especially the vastus lateralis. She could not
extend her right knee actively because of the pain on
contraction of the muscle. There was an acute point of
tenderness in its distal third, but no swelling, redness or
local hyperaemia and no palpable mass. The passive range
of movement at hip and knee was normal.

Radiographs were normal, but ultrasonography of the
painful area revealed a well-defined hypoechoic oval mass
(Fig. 1). MRI on a 1 Tesla unit (Magneton, Siemens,
Medical Systems, Erlangen, Germany) showed a well-

delineated nodule 3 cm in length with a longitudinal axis in
the distal third of the vastus lateralis. The T1-weighted
image showed a hypointense ovoid tumour (Fig. 2a), which
was enhanced by injection of gadolinium (Fig. 2b). The T2-
weighted images were hyperintense (Fig. 3).

The mass was excised (Fig. 4) and the histopathological
findings confirmed the diagnosis of a glomus tumour (Fig.
5). The patient had immediate relief of pain and at follow-
up examination 12 months later was asymptomatic.

Fig. 1

Longitudinal Doppler scan of the lateral aspect of the thigh showing a
well-localised hypoechoic mass.
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DISCUSSION

A typical glomus tumour of the hand is readily diagnosed2,
but it may occur in the trunk, the extremities or the
submucosal tissues and present a diagnostic dilemma.1,3-6

Its small size and possible deeper location7-9 such as in

striated muscle10 makes localisation difficult and may delay
treatment. In our case, marked wasting of the thigh, an
antalgic gait, pain on contraction of vastus lateralis, hyper-
aesthesia, and acute point tenderness allowed a clinical
diagnosis to be made. There are no specific imaging tech-
niques to confirm the diagnosis, but ultrasonography,
despite its low specificity, helped to locate the lesion.8,11,12

MRI gave more detail of the lesion and its relationship to

105EXTRADIGITAL GLOMUS TUMOUR CAUSING THIGH PAIN

VOL. 79-B, NO. 1, JANUARY 1997

Fig. 2a Fig. 2b

MRI of the thigh showing a hypointense oval lesion (a), enhancing with injection of gadolinium (b) on the T1-weighted
image.

Fig. 3

Axial MRI of the glomus tumour, which is hyperintense on the T2-
weighted image. There is marked wasting of the thigh.

Fig. 4

Intraoperative photograph showing the 3 cm brown, oval, well-encapsu-
lated mass arising from vastus lateralis.



the adjacent structures, and allowed complete removal by
excision.12-14

A glomus tumour should be considered in the differential
diagnosis of any painful, benign mass in a limb.5 An early
and accurate diagnosis will prevent unnecessary proce-
dures,4,7,15-17 and final proof can be provided by the histo-
pathological findings.18
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Fig. 5

Photomicrograph of the tumour showing lobules, epithelioid cells pro-
liferating in sheet-like fashion, with irregular thin-walled vessels (haema-
toxylin and eosin �60).


