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Case Report
Cytological Diagnosis of Metastasis from Plasma Cell Myeloma Presented

As Forehead Swellings- An Unusual Case Report
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Abstract

Multiple myeloma is a disease resulting from clonal proliferation of plasma cells. It often presents with bone
pain, lytic bone lesions; spinal cord compression and peripheral neuropathy are less common presenting
symptoms. Disease takes multiple forms that vary in treatment and prognosis and include multiple myeloma,
solitary plasmacytoma, osteosclerotic myeloma.

We present here the case of a 54 year old female who presented with multiple swellings on the forehead,
she is a known case of multiple myeloma which was diagnosed in 2015.

Aspirate from the swelling revealed immature plasma cells plasmablasts, flame cells, Ducther body and
Russell bodies. The cells could be easily identified as plasma cells with their characteristic morphological
appearance and therefore, the need for immunohistochemical analysis did not arise. Based on the
cytological picture and reports of ancillary investigations, a diagnosis of metastasis from multiple myeloma
was established.

We are presenting this case because solitary lesions of multiple myeloma are rare in the head and neck area
Keywords: Forehead swelling, multiple myeloma, metastasis.

Introduction

Multiple myeloma is also known as Kahlers
disease, myelomatosis and medullary
plasmacytoma.® An intriguing feature of multiple
myeloma is that the antibody forming cells(ie
plasma cells) are malignant and therefore may
cause unusual manifestations. It is considered to
be the most common haematological malignancy
after lymphoma,consisiting about 10% of blood
cancers and 1% of all cancers.?

Solitary lesions of multiple myeloma are rare in
the head and neck area, and in most cases,
multiple myeloma of head and neck is related to
systemic symptoms. The most common
manifestation is bone involvement secondary to
bone marrow infiltration and results in osteolytic
lesion, bone pain and pathological fractures.
Frequently affected sites include the vertebrae,
ribs, skull, femur, clavicle, pelvis and scapulae.’
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As for its systemic symptoms, anemia,
hypercalcemia, renal failure ,increased risk of
infection are the main clinical characterisitics, and
if head and neck area is involved, pain on the
affected bones, paresthesia, edema, tooth mobility,
pathological fracture of bones can occur.

Case Report

A 54 year old female resident of kollam in
southern Kerala presented to OPD with multiple
swellings on forehead of 2 weeks duration. She is
a known case of multiple myeloma since 2015, on
chemotherapy and had evidence of renal failure.
Local examination revealed multiple swellings on
the forehead of all of which was 1.5 x1cm size,
soft in consistency, mobile, non tender, regular
margins, smooth surface, no local rise in
temperature.

FNAC of forehead swelling was done using 10 ml
syringe and 22 gauge needle under aseptic
precautions. Slides were fixed in alcohol,
papinicolaou and geimsa staining was done.
Smear showed highly cellular aspirate with
uniformly dispersed population of abnormal
plasma cells having abundant basophilic
cytoplasm, eccentric, hyperchromatic nuclei,
prominent nucleoili with fine chromatin, loss of
normal  cartwheel chromatin; bi  and

multinucleated cells noted; flame cells, Dutcher
body and Russell body.

plasma cells, bi and multinucleate cells, Dutcher
body.

Investigations

Hb-.8.9, ESR-142mm/hour,
S.Calcium-10.4mg/dI
PCV-26.8%, RBS- 145 mg/dl, Bld Urea-50, S.
Creat-1.45mg/dl, S Uric acid-8.2mg/dl

Kappa light chain-1.65 ug/,lambda light chain-
1.5ug/ml

Peripheral blood smear-normocytic normochromic
anemia with increase in rouleaux formation.

Bone marrow plasmacytosis-10%

On examination-No hepatosplenomegaly

All other systems within normal limits

Ultrasound abdomen-within normal limits
Electrophoresis- M band

Ferritin-1138.9 ng/ml

Radiological investigations- presence of punched
out lesions in skull with generalized osteopenia,
Iytic lesions over L1,L2, Right iliac crest.

TC-10000,

Figure 2 Xray skull showing multple punched
out lytic lesions

Discussion

B-cell lymphoid tissue neoplasms with plasma
cell differentiation can broadly be classified into
three  types Multiple myeloma, Solitary
plasmacytoma and Extramedullary plasmacytoma.
Multiple myeloma presents in the disseminated
form, affecting several bones.*  Solitary
plasmacytoma differs from multiple myeloma by
being a solitary soft tissue or bone lesion with no
systemic symptoms of multiple myeloma and less
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than 10% plasma cells in the bone marrow.’
Extramedullary plasmacytomas arise in tissues
other than bone. The most common bones affected
by multiple myeloma are the vertebrae, ribs, skull,
mandible, clavicles, scapula and the pelvis. The
involvement of mandible is infrequent but is even
rarer to be involved as the first bone affected.
Plasmacytomas of bone constitute 5% of plasma
cell neoplasms. Incidental discovery of lesions in
the jaw may be the first evidence of this disease.
Multiple myeloma is a debilitating malignancy
that is part of a spectrum of disease ranging from
monoclonal gammopathy of unknown
significance to plasma cell leukemia. They can
affect a single bone, a condition called solitary
plasmacytoma, or may involve only soft tissues,as
extra medullary plasmacytoma. However in
approximately in 95% of the cases , they involve
several bones and hence the condition is called
multiple myeloma.

Solitary lesions of multiple myeloma are rare in
the head and neck area. In the head and neck area,
it occurs at the maxilla and mandible rather than
skull but more frequently at the mandible than in
the maxilla.

Aspirate smears of plasmacytoma show sheets of
plasma cells which have a morphologic spectrum
ranging from well-differentiated to anaplastic or
blastic.® The microscopic appearance of multiple
myeloma is highly characteristic, with a
monoclonal proliferation of plasma cells of
variable maturity.” The well-differentiated plasma
cells resemble normal plasma cells and have
round to oval eccentric nuclei with a cartwheel
chromatin, dense basophilic cytoplasm and
perinuclear clear zone in Giemsa slides.
Plasmablastic morphology is characterized by a
high nucleocytoplasmic ratio, round nuclei, fine
chromatin, and prominent nucleoli. The neoplastic
plasma cells assuming the form of anaplastic large
cells or signet ring cells can mimic metastatic
carcinoma. However, the presence of a cartwheel
chromatin and prominent Golgi zone in at least
some of the tumor cells will help in the
cytological diagnosis.® Anaplastic myeloma is

characterized by the presence of pleomorphic and
multinucleate plasma cells with brisk mitotic
activity and atypical mitotic figures. When there is
diagnostic difficulty a careful search will usually
show that even in anaplastic myeloma some cells
show clear signs of plasmacytic differentiation.
Usually, bone marrow biopsy is needed to
evaluate the percentage of bone marrow occupied
by plasma cells, and this percentage is used in the
diagnostic criteria for myeloma.
Immunohistochemistry can detect plasma cells
that express immunoglobulin in the cytoplasm and
occasionally on the cell surface; myeloma cells
are typically CD56, CD38, and CD138 positive as
well as CD19 and CD45 negative®. In two cases,
the histopathologic samples showed fragments of
soft tissue with marked plasma cell infiltrate. In an
immunohistochemical staining study, the cells
showed lambda light chain positive in the plasma
cells. This phenotype showed a monoclonal
population, indicative of a diagnosis of plasma
cell tumor.

Surgery is not recommended when Multiple
myeloma is found at the head and neck area since
it is a systemic disease. It seems reasonable to
treat patients systemically in terms of existing
therapy.

Conclusion

Though it rarely occurs in the head and neck area,
Multiple myeloma is a disease that should be
suspected for old patients who show a lot of
osteoporotic lesions in the cortical bones and
hematological abnormalities. In cases where
Multiple myeloma is suspected clinically, M-
protein tests including serum electrophoresis, and
serum free light chain should be performed.
Though plain X-ray scan can be helpful in its
diagnosis, PET-CT and magnetic resonance
imaging scans enable more precise diagnosis. At
the same time, clinical systemic symptoms
(osteoclastic lesions, anemia, and renal failure) are
observed.

Conflicts of Interest: Nil

Dr Sheela K M et al IMSCR Volume 06 Issue 08 August 2018

Page 583




References

1.

Grogan TM, VanCamp B, Kyle RA,
Muller-Hermelink HK, Harris NL. Plasma
cell neoplasms. In: Jaffe ES, Harris NL,
Stein H, Vardiman JW, editors. World
Health Organization Classification of
Tumors. Pathology and Genetics of tumors
of the Haematopoietic and Lymphoid
Tissues. Lyon: IARC Press; 2001. pp.
142-56.

Terpos E, Rahemtullah A. Myeloma. In:
Hoffbrand AV, Catovsky D, Tuddenham
EGD, editors. Postgraduate haematology.
5th ed. Blackwell Publishing; 2005. pp.
681-702.

Salmon SE, Cassady JR. Plasma cell
neoplasms. In: DeVita VT, Hellman S,
Rosenberg S, editors. Cancer, Principles
and practice of oncology. Philadelphia: JB
Lippincott; 1988. p. 1854.
Vieira-Leite-Segundo A, Lima Falcdo MF,
Correia-Lins Filho R, Marques Soares MS,
Lopez Lopez J, Chimenos Kistner E.
Multiple  myeloma  with  primary
manifestation in the mandible: A case
report. Med Oral Patol Oral Cir
Bucal. 2008;13:E232-4.

Lin O, Zakowski MF. Cytology of soft
tissue, bone and skin. In: Bibbo M, Wilbur
D, editors. Comprehensive Cytopathology.
3rd ed. Philadelphia: Elsevier Saunders;
2008. pp. 498-9

Lin F,Zhang K,Quiery AT,Jr Prichard J,
Schuerch C. Plasmablastic lymphoma of
the cervical lymph nodes in a human
immunodeficiency virus negative patient.
A case report and review of the literature
Arch Path Lab Med 2004;128:581-4

Orell SR, Sterrett GF, Walters M N-I,
Whitaker D. 3rd ed. Churchill Livingstone:
London; 1999. Manual and atlas of fine
needle aspiration cytology; pp. 74-108.
Saif M W, Kevin S.Multiple myeloma and
HIV infection. An association or a
coincidence. J A ppl Res.2005;5:318-24

International Myeloma Working Group.
Criteria  for the classification of
monoclonal  gammopathies,  multiple
myeloma and related disorders: a report of
the International Myeloma Working
Group. Br J Haematol. 2003;121:749—
157.

Dr Sheela K M et al IMSCR Volume 06 Issue 08 August 2018

Page 584




