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Abstract:- We report the observation of a 59-year-old 

man for whom investigations of a pulmonary lesion 

process led to the demonstration of an extramedullary 

plasmacytoma in the lung. Extramedullary 

plasmacytoma (EMP) is the least frequently encountered 

of the plasma cell neoplasia expression modes. Another 

particularity of our observation was that EMP was 

associated with a genuine multiple myeloma. 
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I. INTRODUCTION 
 

Plasmacytoma is a monoclonal proliferation of 

malignant plasma cells that may occur in isolation, 

corresponding to solitary plasmacytoma (medullary or 

extramedullary location) or as part of multiple myeloma. 

 

Solitary extramedullary plasmacytomas represent 3 to 

5% of all plasmacytomas. Extraosseous solitary 

plasmacytomas are found in 80% of cases in the upper 

respiratory tract, particularly in the nasal cavity and 

nasopharynx, but more rarely in other sites [1,2,3]. Primary 
pulmonary involvement is exceptional (less than 2%) [4]. 

 

We report a case of pulmonary plasmacytoma in the 

context of a multiple myeloma initially admitted on 

suspicion of bronchial carcinoma and attempt to identify the 

main characteristics of this entity through a review of the 

literature. 

 

 Patient and Observation: 

Mr. A., 59 years old, chronic smoker at 30 PA, kiff 

consumer, consulted for a dry cough becoming productive 

bringing back hemptoiques sputum evolving since 1 month 

of his admission associated with a dyspnea initially stage II 

of Sadoul becoming stage IV with a thoracic pain . the 
whole evolving in a context of altered general state and 

apyrexia.  

 

The examination revealed an apyretic patient, 

respiratory rate at 20 cycles per minute, SaO2 at 96% in 

room air, blood pressure 110/70 mmHg, WHO performans 

status was at three, heart rate at 90 bpm, digital hippocrasis 

with pleuropulmonary auscultation a left apical 

condensation syndrome 

 

The chest X-ray showed a dense heterogeneous oval 
intra parenchymal opacity in the left upper lobe with sharp 

contours and a parietal outer border (Figure 1). 

 

 
Fig 1 Frontal Chest X-Ray 
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Faced with this radio-clinical presentation, we initially 

thought of a bronchial carcinoma, a renal check-up was 

carried out before the thoracic scan, with fortuitous 

discovery of an alteration in renal function (creatinine at 

41.5, urea at 1.02g/l), which led us to think of other possible 

diagnoses. 

 

At the biological level, the haemogram showed a 
normocytic normochromic anaemia (haemoglobin at 8. 3 

g/dl, platelets = 262 000 per cubic millimeter, leukocytes 

8340 per millimeter) with a high ferritinemia at 2337, there 

was a hypercalcemia at 145 mg/ml with a corrected 

calcemia at 151 mg/l, a hyperphosphatemia at 60 mg/ml, a 

hyperuricemia at 123 mg/ml, LDH elevated at 551 U/L no 

disturbance of the liver balance.  

 

A thoracic CT scan with injection was performed to 

clarify the abnormalities. It revealed a lesional process in the 

ventral segment of the culmen with lobulated contours, 

isodense hetrogenically enhanced by the contrast medium, 
with areas of central necrosis measuring 64*62*73 mm 

associated with bilateral parenchymal nodules and diffuse 

lacunar osteolytic lesions in the ribs (Fig. 2). 

 

 
Fig 2 Chest CT Scan 

 

In view of the renal insufficiency, hypercalcemia, and 

osteolytic lesions, we thought of a multiple myeloma 

associated with either a bronchial carcinoma or a 

plasmacytoma with a pulmonary location. 

 

Protein electrophoresis showed an electrophoretic 

profile compatible with nephrotic syndrome with the 

presence of a monoclonal peak in gamma globulin 

quantified at 2.6 g/l. 

 

The skull X-ray and the brain CT scan showed the 

presence of multiple diffuse lacunar lesions, well limited, 

with thinning of the internal table in places (Fig.3). 

 

 
Fig 3 Cranial X-Ray + Cerebral CT Scan 
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The myelogram showed bone marrow invasion by 67% 

plasma cells made up of 50% plasmoblasts, 5% plasma cells 

and 12% lymphoplasmocytes.  

 

Bronchoscopy showed a first degree inflammatory 

state with anthracosic spots in the left bronchial tubes 

without visible buds or granulomas. Bronchial cytology was 

dystrophic with the presence of plasma cells, lymphocytes, 
some neutrophils and regular bronchial cells 

   

The patient was transferred to the nephrology 

department for dialysis sessions: 

 

The evolution was marked by a rapid worsening of the 

patient's condition with death before the performance of the 

scannoguided lung biopsy. 

 

II. DISCUSSION 

 

 Plasma Cell Neoplasia are Individualized into Four 
Types: 

 Multiple Myeloma (MM); 

 Plasma Cell Leukemia (PCL) 

 Bone Plasmacytoma; 

 Extramedullary Plasmacytoma (EMP) (5) 

 

Symptomatic MM is the invasion of the bone marrow 

by malignant plasma cells responsible for the synthesis of a 

monoclonal protein. The diagnosis is based on the presence 

of a plasma or urine monoclonal peak (Bence Jones protein) 

corresponding to a complete immunoglobulin (IgG or IgA) 
or free light chains (kappa or lambda type), a plasma cell 

plasma cell marrow invasion of more than 10% associated 

with the "CRAB" criteria: hypercalcemia, renal failure, 

anemia and bone disease [6]. 

 

Plasma cell leukemia is characterized by the presence 

of malignant plasma cells in the blood. 

 

 Solid Plasma Cell Tumors, "Plasmacytomas", are 

Divided into Two Classes According to their Anatomical 

Location: 

 Solitary Bone Plasmacytomas Located in the Bone 

Marrow ; 

 Extramedullary Focal Tumors (Emp), which are the 

Rarest (2 to 5% of Cases). 

 

The diagnosis of extramedullary plasmacytoma is 

based on histological examination. It is most frequently 

individualized in the upper airways or the digestive tract 

[7,8]. Thoracic localization is rare [9,10]. 

 

Our case is unique in that it is an extramedullary 

plasmacytoma and a multiple myeloma. This leads us to 
think that it could be the same disease, as it has been 

suggested in the past [11]: MM would represent the 

aggressive evolution of plasmacytoma, the other possibility 

being to consider it as a "secondary localization" of a pre-

existing myeloma [12,13]. 

 

 This association is observed in only about 5% of cases 

of plasmacytoma [14] and has a poor prognostic character, 

which modifies the therapeutic management: local 

radiotherapy or surgery in case of extramedullary 

plasmacytoma alone, chemotherapy in other situations. This 

justifies the search for diagnostic elements of a myeloma 

during the extension workup of an extramedullary 

plasmacytoma. 
 

The relationship between multiple myeloma (MM), 

solitary PO and EMP is not well understood. For some 

authors these 3 entities represent different aspects of the 

same disease. Others consider solitary plasmacytoma of the 

bone as a rare manifestation of multiple myeloma. 

 

However, EMP should be considered differently, 

joining the solid tumors that can infiltrate nearby lymph 

nodes or cause distant metastasis [15]. 

 

Extreme medullary plasmacytoma of the lung is 
characterized by a median age at diagnosis of 59 years, a 

peak of frequency during the seventh decade with a sex ratio 

close to 2/1. The clinical symptoms are varied and not very 

specific and can mimic a primary pulmonary tumor. It 

usually shows a nodular parenchymal opacity, sometimes 

perihilar, more or less well limited, associated with possible 

mediastinal adenopathies. Multiple tumor locations, diffuse 

alveolar-interstitial or endobronchial involvement are rarely 

reported [16]. 

 

The diagnosis is based on anatomopathological 
examination of an operative specimen, transparietal 

biopsies, transbronchial biopsies, and more rarely on 

cytological study of bronchoalveolar lavage. 

 

Anatomopathological examination shows a sheet-like 

cell proliferation whose morphological characteristics may 

already point to a plasma cell origin. 

 

The immunohistochemical study usually confirms the 

diagnosis and distinguishes them from low-grade malignant 

non-Hodgkin's lymphomas with plasma cell differentiation. 

It will determine the nature of the intracytoplasmic 
immunoglobulin expressed (G or A, or restricted to a single 

kappa or lambda light chain) and the absence of expression 

of B lymphocyte antigens such as CD20 [17]. 

 

Katodritou et al. reviewed 97 patients with 

plasmacytomas (PEM and PO) and reported that 25% 

(24/97) of cases progressed to MM [18]. Other studies have 

suggested that these patients with PEM have a relatively low 

risk of progression to MM compared with patients with PO 

[19]. 

 

III. CONCLUSION 

 

Extra pulmonary plasmacytomas are a rare form of 

EMP with varied clinical and radiological expression and 

little specificity. Its association with multiple myeloma is 

rare and has a poor prognostic character. 
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