
Granular cell tumors (GCT) are rare soft tissue tumors. Although it is 
frequently seen in the upper extremity, it can be seen anywhere in the 
human body. The majority of tumor cases are benign and approximately 
2% are malignant. It is seen in the breast at a rate of 5-8%. They present 
with a slow growing, painless, mobile mass. The definitive diagnosis is 
made histopathologically and the treatment is wide excision. A 75-year-
old woman presented with an ulcerated exudative mass in the right axilla. 
Mastectomy and axillary dissection were performed by general surgery 8 
months ago for BIRADS 3 mass that was determined on mammography 
in the right breast. Breast specimen was identified as a phyllodes 
tumor. GCT was detected in five of thirty lmph nodes in the axilla. 
Incisional biopsy was performed on the axillary mass. Histopathological 
measurements showed S-100 and CD68 positivity, eosinophilic staining 
in tumor cells and pleomorphic nuclei with marked nucleolus. The tumor 
was removed with wide excision and the defect area was closed with 
a splint thickness skin graft. The pathological measurements revealed 
that the GCT in the axilla was not a breast metastasis, it was actually 
malignant GCT which was originated from skin. Ki-67 proliferation index 
was found as 10%. Surgical margins were seen as tumor free. There were 
no complications in the postoperative follow-up. GCTs in the axilla are 
generally seen as a result of breast metastasis and the vast majority are 
benign. Malignant skin-derived GCT is a rare case.
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Granüler hücreli tümör (GHT) nadir görülen yumuşak doku tümörüdür. 
Sıklıkla üst ekstremitede görülse de vücudun herhangi bir yerinde 
görülebilir. Tümör olgularının büyük çoğunluğu benigndir yaklaşık %2’lik 
kısmı maligndir. Tümör %5-8 oranında memede görülmektedir. Yavaş 
büyüyen, ağrısız, mobil kitle ile ortaya çıkar. Kesin tanı histopatolojik 
olarak konulmaktadır. Tedavisi geniş eksizyondur. Yetmiş beş yaşında 
kadın hasta sağ aksillada ülsere eksüdalı kitle ile başvurdu. Sekiz ay önce 
sağ memedeki mamografi sonucu BIRADS 3 olan kitle için genel cerrahi 
tarafından mastektomi ve aksiller diseksiyon yapıldı. Meme patolojisi 
filloides tümör olarak belirlendi. Aksilladaki otuz lenf nodundan beş 
tanesinde GHT’ye rastlandı. Aksilladaki kitleye insizyonel biyopsi yapıldı. 
Histopatolojik ölçümlerde S-100 ve CD-68 pozitifliği, tümör hücrelerinde 
eozinofilik boyanma ile belirgin nükleolusua sahip pleomorfik nükleuslar 
görülmüştür. Tümör geniş eksizyonla çıkartıldı defekt alanı kısmi kalınlıkta 
deri greft ile kapatıldı. Patolojik ölçümlerde aksilladaki GHT’nin meme 
metastazı olarak değil, deri kaynaklı malign GHT’si olduğu belirlendi. Ki-
67 proliferasyon indeksi %10 olarak saptandı. Cerrahi sınırlar salim olarak 
görüldü. Hastanın postoperatif takiplerinde herhangi bir komplikasyona 
rastlanmadı. Aksilladaki GHT’ler genel olarak meme metastazı sonucu 
görülmektedir ve büyük çoğunluğu benigndir. Malign deri kaynaklı GHT 
nadir görülen bir olgudur. 
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Introduction
Granular cell tumor (GCT) is a rare soft tissue tumor that 

is usually seen in the head, neck, skin, abdomen, upper 

extremity, breast and female genital organs (1). It was first 

described in 1854 by Weber and Virchow (2) in a patient’s 

tongue. Also it was defined by Abrikossoff (3) in 1926 
in the breast and named as granular cell myoblastoma. 
It is generally seen in African-American women in the 
perimenopausal period (4). Although estrogen and 
progesterone may be thought to play role for pathogenesis, 
most cases are hormone receptor negative. 
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Initially it was thought that GCT was derived from skeletal 

muscle cells. Because of the S-100 protein positivity of 

tumor cells, it was found that it originated from neurogenic 

mesenchymal cells, especially Schwann cells (5,6,7,8,9). 

The definitive diagnosis is made by histopathological 

confirmation. The most effective treatment is wide excision.

5-8% of GCTs are seen in the breast (1,6). It is very important 

to distinguish the tumor from breast cancer because the 

similarity between the two entities is remarkable, especially 

at the diagnostic stage. In this case, we present a patient 

who underwent mastectomy and axillary lymph node 

dissection due to breast cancer and a biopsy of the mass in 

the axillary region of the same side revealed a malign GCT 

derived from skin not breast.

Case Report
Seventy-five years old female presented to our clinic with 

complain of mass in her axillar region (Figure 1). Physical 

examination revealed that there was a mastectomy scar 

with her right side and approximately 7x8 cm mass which 

is painless, exudative and ulcerated. Before eight month 

ago patient refered to general surgery department for 

painless mass in her right breast and right axillar region. 

Mammography revealed that there was lesion which was 

a stage of BIRADS 3 (Breast Imaging Reporting and Data 

System), which shows generally benign lesion. Mastectomy 

and axillary dissection were performed and for breast 

specimen benign phyllodes tumor was diagnosed by 

postoperative histopathologic examination. Five of thirty 

lymph nodes from which removed axilla were diagnosed as 

GCT. Incisional biopsy was performed lesion and pathology 

reports confirmed GCT. After written informed consent 

that is appropriate to Declaration of Helsinki was obtained 
from the patient. Under general anesthesia the patient was 
underwent excisional biopsy with 1 cm surgical margin and 
area where tumor was removed was covered with splint 
thickness skin graft (Figure 2). Histological evalutaion 
of surgical specimens revealed macroscopically grayish 
yellowish colored solid lesion that setteled under skin 
and caused ulcer. Also with Hematoxylin and Eosin stain 
on magnification x100 and x200 the fact that tumor cells 
had pleomorphic nuclei with prominent nucleolus and 
solid pattern infiltration of tumor cells with eosinophilic 
granules cytoplasm were seen. Showing diffuse strong 
immunostaining with S-100 protein was observed 

Figure 1. Preoperative view

Figure 2. After tumor resection covered with splint 
thickness skin graft

Figure 3. Tumor cells have plemorphic nuclei with 
prominent nucleous and solid patern infiltration of 
tumor cells with eosinophilic granules cytoplasm with 
Hemotoxylin and Eosin stain on magnification x100 and 
x200, respectively (A). Diffuse strong immunostaining with 
S-100P protein and CD-68, respectively (B)
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and tumor cells showed 10% Ki-67 proliferation index  
(Figure 3). Tumor was diagnosed as malign GCT derived 
from skin by patology department because of mentioned 
above and they reported all surgical margins were safe and 
tumor-free. After follow up period no complications were 
seen at the wound site and the graft was intact (Figure 4).

Discussion
Cases of GCTs, first described in 1854, have increased 
over the years. It composes 0.5% of all soft tissue tumors 
(10). Although it is generally seen in adult women, it has 
been reported in children. The majority of tumor cases 
are benign, but about 2% are malignant and also 5-10% 
are multiples (1). Although the most common site is the 
head and neck region also skin, heart, lung, abdominal 
wall, pelvis, bladder, vulva and esophagus are parts of the 
body where the tumor is seen. (11,12,13,14,15,16,17,18) 
Clinical presentation varies depending on localization, 
but generally presents with slow-growing painless mobile 
masses.

The origin of GCTs were thought to be myocytes, 
histiocytes, fibroblasts in the first years, but histochemical 
tests showed that the tumor originated from neural cells 
especially Schwann cells (1). Alpha tubulin, cytokeratin, 
inhibin and calterin negativity proves that the tumor is not 
orginated from epithelial cells. Tumor cells shows S-100 
the protein positivity which is secreted from neural cells 
and melanocytes. Tumor is stained with CD68 and Neuron 
Specific enolase. CD68 is a marker of lysosomal activity in 
Schwann cells. Enolase is also secreted from neural cells 
(Carcinoembryonicantigen) and vimentin positivity have 
been reported in some cases. 

Wang et al. (19) presented six criteria to determine the 

malignancy of the tumor. Necrosis, spindle cell shape, 

vesicular nucleus having large nucleolus, high mitosis rate, 

height of cytoplasma/nucleus ratio and pleomorphism. 

With two of these criteria they define such a mass ‘‘atypical’’ 

and with three or more criteria as ‘‘malignant’’.

Histopathological confirmation is the gold standard in the 

diagnosis of GCT.

The tumor may cause a painless mass in the breast. The most 

common localization is upper middle and medial part (6). 

The tumor mimics breast cancer because it retracts nipple 

and skin. 5-8% of GCTs are seen in the breast, most of these 

tumors are benign but 1-2% have malignant features (9). 

GCT mimics breast cancer because of showing irregulation, 

spiculation stellation, isodensity and heterogeneity on 

USG or mammography. Also, excisional biopsy is the gold 

standard for effective diagnosis and treatment. Recurrence 

rate with wide excision is 2-8% (20).

Conclusion
GCTs in the axilla are usually associated with the focus in 

the breast due to the similarity. In our case, the mass in the 

axilla was found to be malign GCT which is derived from 

skin, which malignancy is a rare condition for GCT.
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