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ABSTRACT: Glomus tumor is a benign tumor arising from the neuromyoarterial plexus concentrated 

beneath the nail. This glomus body is responsible for regulating temperature and blood pressure. 

Glomus tumor is particularly distressing to the patient because of the chronicity of symptoms and 

lack of proper investigation which will help in identifying the tumor at an early stage. The case 

highlights the presence of chronic pain of 11 years duration especially in relation to the nail 

apparatus that should arouse the cause to be due to tumor like glomus tumor.  
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INTRODUCTION: Glomus tumor is rare benign tumor of glomus cells commonly found in the 

subungual region. They are also present less frequently in other nail unit region and extradigital sites. 

It presents with typical triad of paroxysmal pain, cold intolerance and tenderness to palpation on the 

fingertip. 

 
CASE REPORT: A 32 years housewife presented to skin OPD with long standing complaints of 

paroxysmal pain of the right thumb for the past 11 years duration precipitated by pressure and cold. 

The pain was throbbing in nature and even minor trauma to the particular area caused excruciating 

pain. Pain was non-radiating. There was no history of any repeated trauma or any habit tic involving 

manipulation of the nail. There was no similar family history. The patient was middle aged and of 

average built. Her systemic examination was within normal limits. In the local examination, there was 

loss of contour of the lunula of the right thumb with a bluish discolouration of size 4mm× 5mm. 

Lunula of the right thumb was larger than the other side comparatively. There was longitudinal 

erythronychia along with distil notching of the nail plate resembling changes like that of Darier's 

disease (figure 1). Love's test was found to be positive. In this test, the head of a pin is pressed gently 

against the tender lesion to localize the pain. Ischaemic test was done in which the inflation of the 

pressure cuff above her systolic pressure made the pain disappear. We did not do the cold sensitivity 

test. On the basis of the history and clinical examination, a diagnosis of subungual glomus tumor was 

made. Her blood and urine investigations were normal. Her blood uric acid was also normal. X ray of 

the hand was done to rule out any bone involvement which was however normal. Due to the patient's 

economic limitations, MRI was however not done. 

The tumor was removed by transungual approach. The nail plate of the right thumb was 

completely removed after distal block anaesthesia with lidocaine and tourniquet placement which 

revealed a semi translucent tumour eroding part of the matrix and adjoining nail bed from within. 

Using a transverse incision 1 mm distal and parallel to the lunula, the lesion was exposed and 

removed in toto which revealed a tumour of size 3mm by 1 cm. The site was then sutured and proper 

antiseptic dressing done. The excision biopsy was consistent with glomangioma that showed thin 

walled vascular spaces surrounded by one or few layers of glomus cells. This glomus cells are 
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characterized by abundant pink or pale cytoplasm and oval or round central nuclei. They were also 

present in groups in a hyaline matrix, nerve fibres and smooth muscle elements scattered amongst 

them (figure 2). Patient came up for postoperative dressing and stitch removal after 7 days. She also 

came for follow up after 1 month. There was improvement with the disappearance of pain on 

touching the thumb and exposure to cold. However she was lost to follow up when advised to come 

after 6months. 

 

REVIEW OF LITERATURE: Glomus tumour is an uncommon benign neoplasm of glomus cells, which 

are modified smooth muscle cells mostly found in arterio-venous anastomoses of the extremities. The 

normal glomus body is a contractile neuromyoarterial receptor that controls blood pressure and 

temperature by regulating flow in the cutaneous microvasculature.1Glomus bodies are highly 

concentrated in the tips of digits, especially under the nail. So, the tumors are usually located in the 

subungual area. Most lesions are solitary and localized to cutaneous sites. However multiple 

glomangiomas, have also been described, and may have extracutaneous involvement. They represent 

1 - 5% of all soft tissue tumours of the hands. Subungual glomus tumour are more prevalent in adult 

women in the 3rd or 5th decade of life.2 It appears as a small solitary nodule located in the hands in up 

to 75% of the patients, most of them in the fingers.3It presents characteristically as a paroxysmal 

excruciating pain, cold intolerance and tenderness to palpation. There can be shooting pain to the 

forearm and shoulder at times. Sometimes an electromyography may be necessary to rule out 

coexistent plexopathy or radiculopathy.4 Besides this, there can be a number of nail changes in the 

form of longitudinal split, erythronychia, bluish discoloration of nail bed and median dystrophy of 

Heller like change.5,6,7 However changes of erythronychia along with distil notching of the nail plate 

like that of Darier's disease can be present in subungual glomus tumor as seen in our patient.8,9 

The treatment for glomus tumors is total excision. Complete excision is curative and 

necessary to avoid recurrence. The incidence of recurrence after surgery has been reported in the 

range of 5-50%.10,11,12 The standard approach is direct transungual excision as was done in our 

patient. The other alternative is through a lateral incision. 

This case is reported to highlight the presence of chronic pain of 11 years duration especially 

in relation to the nail apparatus that should arouse the cause to be due to tumor like glomus tumor. 

The rarity of the tumor as well as the subtle nail changes associated with it may mimick other 

conditions of the nail apparatus. This may lead to delay in diagnosis which may lead to bone 

involvement and rarely malignant change. It is also imperative to follow up these patients over a long 

time even after excision to check for any recurrence. Recurrence is a common problem and is more 

frequent in skin coloured lesions within the nail matrix region.3 Glomus tumors are difficult to 

diagnose, particularly since they are often small and situated deep in the fingertip. In a patient 

presenting with a typical triad of symptoms on the fingertip, glomus tumor should be considered in 

the diagnosis. In addition, ultrasonography or an MRI scan should be performed to ensure proper 

diagnosis and treatment. Finally, complete surgical excision should be considered as the curative 

treatment of choice for glomus tumors. 
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Figure 1: Lunula showing area of bluish discolouration of size 4mm × 5mm along with reddish 

discolouration of the nail bed. Distil nail plate showing nicking. 
 

 
 

 

Figure 2: Thin walled vascular spaces surrounded by one or few layers of glomus cells. These cells 

were as well present in groups in a hyaline matrix, nerve fibres and smooth muscle elements 

scattered amongst them. (H and E,X100) 
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