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Abstract  

 

Multiple myeloma is a malignant hematological neoplasm which, primarily involving the bone marrow, but it has a 

potent extension towards other organs and to present with various clinical manifestations. Involvement of the stomach 

presenting with epigastric pain and vomiting is extremely rare. We report a case of a 73-year-old male presented at the 

Gastroenterology Unit with epigastric pain and uncontrollable vomiting. He was known to have a history of multiple 

myéloma and had previously been treated with a very good partial response. The patient underwent 

esogastroduodenoscopy witch revealed nodular gastritis without ulceration. Histopathological and immunological 

analyses showed diffuse atypical plasma cell infiltration with prominent staining for CD138 of the gastric mucosa. 

Relapsing multiple myeloma was diagnosed. This case illustrates a very atypical presentation of recurrence multiple 

myeloma and should be kept in mind in a patients with atypical gastric pain, especially those with a history of 

hematologic malignancy. 
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INTRODUCTION 
Multiple myeloma (MM) is a plasma cell 

dyscrasis characterized by mature B cells proliferation 

in the bone marrow [1]. IT is a clonal malignancy of 

plasma cells characterized by the development of a 

serum monoclonal protein, skeletal destruction by 

osteolytic lesions, renal impairment, and anemia [2]. It 

constitutes 1% of all cancers and 10% of all 

hematological malignancies [3]. Extramedullary 

myeloma (EMM) is a rare disease and is 

histopathologically characterized by infiltrates of 

plasma cells of diverse maturity and by their 

monoclonal immunoglobulin products [4]. Although 

usually restricted to the bone marrow, extramedullary 

involvement of this disease can occur in up to 20% of 

cases [5] and almost exclusively in the head, neck, and 

upper respiratory tract [6]. Cases of MM with 

gastrointestinal features are uncommon [5].  It is 

usually associated with advanced stage and exhibits 

aggressive behavior [7]. In this study, we describe a 

rare case of a patient admitted to hospital with gastric 

symptoms, and finally diagnosed with parietal 

infiltration by gastric plasmacytoma signing an 

extramedullary relapse of multiple myeloma.  

 

 

 

OBSERVATION 
A 73-year-old male presented at the 

Gastroenterology Unit with abdominal pain and 

uncontrollable vomiting. He was known to have a one 

year history of stage II (R-ISS) IgG lambda multiple 

myeloma (MM) with renal failure and had previously 

been treated with Bortezomib, Cyclophosphamide and 

Dexamethasone therapy with a very good partial 

response. The patient underwent 

esophagogastroduodenoscopy. There was nodular 

gastritis without ulceration (Figure-1). Biopsie were 

obtained from the lesion. The tissue was fixed in 

formalin, embedded in paraffin and 4 μm thin sections 

were cut and stained with hematoxylin and eosin. An 

immunohistochemical study was performed using 

commercially available antibodies to the following 

antigens: cytokeratins (Ck AE1-AE3), CD20, CD3, 

CD138, Ki67, Kappa and Lambda light chains. The 

pathology specimens showed diffuse atypical plasma 

cell infiltrating gastric mucosa with prominent staining 

for CD138 and lambda immunostains (Figures 2 and 3). 

(Ck AE1-AE3), CD20 and CD3 were completely 

negative (Figure-4). This aspect leads to a recurrence of 

his illness. Therapeutically, the patient was rehydrated 

with administration of dexamethasone: 40 mg / day 

from D1 to D4, then from D9 to D12 combined with 

Lenalidomide: 25 mg every other day from D1 to D21. 
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The cycle is repeated every 28 days. At 10 days from 

the beginning of Lenalidomide; improvement of the 

digestive symptoms and normalization of renal 

function. At time of article submission, the patient was 

in remission and tolerating maintenance therapy five 

months after diagnosis. He is under routine control with 

no evidence of complication or progression. 

 

 
Fig-1: Endoscopic images showing nonspecific nodular gastritis 

 

 
Fig-2: Microscopic findings: gastric mucosa with diffuse atypical plasma cell infiltration Hematoxylin–eosin 

staining×400 
 

 
Fig-3: Microscopic findings on immunohistochemical staining: diffuse and strong reactivity for CD138 (×250) 
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Fig-4: Immunohistochemical staining pan-cytokeratine (CK AE1-AE3): negative of tumor cell positive for 

glandular cells (×400) 

 

DISCUSSION  
MM is the second most prevalent 

hematological malignancy, representing 2% of all 

cancer mortalities [8]. Although usually restricted to the 

bone marrow, extramedullary involvement of this 

disease can occur and the most common extramedullary 

site is the upper respiratory tract, including the 

oropharynx, nasopharynx, nasal cavities, sinuses and 

larynx [9]. It most often occurs in the context of an 

isolated, primary, extramedullary plasmacytoma [10].  

The malignant plasma cells are usually confined to the 

bone marrow, relying on the marrow stroma for their 

growth and survival [11]. Extramedullary involvement 

is rare, accounting for 14% of relapses following 

autologous stem-cell transplantation, with fewer than 

5% of those having gastrointestinal involvement [2]. 

Patients with newly diagnosed MM rarely present with 

symptoms which are related to gastrointestinal 

involvement [12]. The small bowel is most commonly 

involved followed by the stomach, colon and 

oesophagus [13]. Most patients with gastric 

involvement are elderly and often present with 

nonspecific gastrointestinal symptoms, including 

abdominal pain, anorexia, weight loss, vomiting, and 

rarely gastrointestinal bleeding, usually from an 

ulcerated lesion. Intestinal obstruction or malabsorption 

may be the presenting symptom in patients with colonic 

or small bowel involvement [14]. On endoscopy, gastric 

plasmacytomas present as ulcers or nodular ulcerated 

masses or multiple small haemorrhagic friable plaques 

and occasionally irregular thickened gastric folds that 

can mimic gastrointestinal stromal tumor, lymphoma, 

or carcinoma [13, 15]. Our patient had a nonspecific 

nodular gastritis. The diagnosis is based on morphology 

and immunohistochemical demonstration of 

monoclonal kappa and lambda light chains or heavy 

chains found in plasma cells [14]. Multiple myeloma 

with extraosseous involvement is frequently associated 

with anaplastic to undifferentiated morphology and 

dictates poor prognosis [3]. Plasmablastic lymphoma is 

the main differential diagnosis of MM essentially in 

anaplastic or plasmablastic variant. These two 

neoplasms have several overlapping cytomorphologic 

and immunophenotypic features, making a precise 

diagnosis difficult to provide to patients. 

Immunophenotypically, CD38 and CD138 positivity is 

unreliable to differentiate between these two entities 

[16]. Currently, there are no set standards for 

differentiating between plasmablastic lymphoma and 

plasmablastic myeloma [17]. Both had a high 

proliferation index and similar tumor gene expression 

profiles, but EBV (Epstein Bar Virus) status has been 

shown to be more highly associated with plasmablastic 

lymphoma than plasmablastic myeloma and can help 

differentiate between the two neoplasms [18]. The 

prognosis following an extra medullary relapse of 

myeloma is generally significantly worse than for 

medullary relapse, with most patients having few 

remaining therapeutic options [10]. However, some 

studies, have demonstrated that an individualized 

treatment schedule following extramedullary relapse 

could be successful in controlling the disease and could 

offer survival rates that are comparable to those seen 

following medullary relapse [2].  

 

In conclusion, MM is a systemic disease which 

may be rarely presented with gastric relapse. Our case 

report identified a 73 year old male who sought care for 

her nonspecific digestive symptoms. While commoner 

causes should always be sought first, the physician must 

keep in mind the possibility of MM in an elderly patient 

with a history of hematologic malignancy and it is 

therefore recommended that clinicians maintain 

increased vigilance for atypical presentations of 

relapsed disease.  

 

R-ISS:  Revised International Staging System 

for Multiple Myeloma 

 

 



 
 

Abderrahim Elktaibi et al; Saudi J Med Pharm Sci, May 2019; 5(5): 375-378 

© 2019 |Published by Scholars Middle East Publishers, Dubai, United Arab Emirates  378 
 

Conflicts of Interest 

The authors declare that there are no conflicts 

of interest regarding the publication of this paper.  

 

REFERENCES 
1. Raissi, A., Chahbi, Z., Zyani, M., & Darouassi, Y. 

(2018). Dysphagia as an Unusual Presentation of 

Myeloma. Case reports in hematology, 2018. 

2. Dawson, M. A., Polizzotto, M. N., Gordon, A., 

Roberts, S. K., & Spencer, A. (2006). 

Extramedullary relapse of multiple myeloma 

presenting as hematemesis and melena. Nature 

Reviews Clinical Oncology, 3(4), 223-226 

3. Köse, M., Buraniqi, E., Akpinar, T. S., Kayacan, S. 

M., & Tükek, T. (2015). Relapse of multiple 

myeloma presenting as extramedullary 

plasmacytomas in multiple organs. Case reports in 

hematology, 2015. 

4. Fukuhara, S., Tazawa, H., Okanobu, H., Kida, M., 

Kido, M., Takafuta, T., ... & Sakimoto, H. (2016). 

Successful treatment of primary advanced gastric 

plasmacytoma using a combination of surgical 

resection and chemotherapy with bortezomib: A 

case report. International journal of surgery case 

reports, 27, 133-136. 

5. Lin, M., Zhu, J., Shen, H., & Huang, J. (2013). 

Gastrointestinal bleeding as an initial manifestation 

in asymptomatic multiple myeloma: A case report 

and review of the literature. Oncology letters, 5(1), 

218-220.  

6. Weber, D. M. (2005). Solitary bone and 

extramedullary plasmacytoma. ASH Education 

Program Book, 2005(1), 373-376. 

7. Birjawi, G. A., Jalbout, R., Musallam, K. M., 

Tawil, A. N., Taher, A. T., & Khoury, N. J. (2008). 

Abdominal manifestations of multiple myeloma: a 

retrospective radiologic overview. Clinical 

Lymphoma and Myeloma, 8(6), 348-351. 

8. Cherpanath, T. G. V., Nieuwdorp, M., Hazenberg, 

M. D., van Eeden, S., & van der Sluijs, A. F. 

(2010). Large nocturnal eyes causing 

gastrointestinal bleeding in asymptomatic multiple 

myeloma. Neth J Med, 68, 324-327. 

9. Kyle, R. A., & Rajkumar, S. V. (2004). Multiple 

myeloma. National England Journal Medicine, 

3518:1860-73.  

10. Sivgin, S., Baldane, S., Kaynar, L., Kurnaz, F., 

Baskol, M., Kula, M., ... & Cetin, M. (2013). 

Successful treatment of gastric relapse in multiple 

myeloma with bortezomib after autologous 

hematopoietic stem cell transplantation 

(autoHSCT). Mediterranean journal of hematology 

and infectious diseases, 5(1): e2013006. 

11. Tricot, G. (2000). New insights into role of 

microenvironment in multiple myeloma. The 

Lancet, 355(9200), 248-250. 

12. Herbst, A., Renner, S. W., Ringenberg, Q. S., Fass, 

R., & Krouse, R. S. (2008). Multiple myeloma 

presenting with a colonic obstruction and bony 

lesions: a clinical dilemma. Journal of Clinical 

Oncology, 26(34), 5645-5647. 

13. Agarwal, R., Lahiri, D., Baid, R., & 

Mukhopadhyay, J. (2015). A rare cause of bleeding 

gastric ulcer: multiple myeloma. International 

Journal of Research in Medical Sciences, 3(1), 

317-319. 

14. Yasar, B., Gunes, P., Guler, O., Yagcı, S., & 

Benek, D. (2015). Extramedullary relapse of 

multiple myeloma presenting as massive upper 

gastrointestinal bleeding: a rare complication. The 

Korean journal of internal medicine, 30(4), 538-

539. 

15. Krishnamoorthy, N., Bal, M. M., Ramadwar, M., 

Deodhar, K., & Mohandas, K. M. (2010). A rare 

case of primary gastric plasmacytoma: an 

unforeseen surprise. Journal of cancer research 

and therapeutics, 6(4), 549-551 

16. Monohan, G. (2018). Plasmablastic Myeloma 

versus Plasmablastic Lymphoma: Different Yet 

Related Diseases. IJHT, 6, 25-8. 

17. Ishida, M., Hodohara, K., Okuno, H., Yoshii, M., 

Horinouchi, A., Shirakawa, A., ... & Yoshida, T. 

(2014). IgD plasmablastic myeloma: a case report 

with emphasis on the cytological 

features. International journal of clinical and 

experimental pathology, 7(3), 1250-1254. 

18. Vega, F., Chang, C. C., Medeiros, L. J., Udden, M. 

M., Cho-Vega, J. H., Lau, C. C., ... & Jorgensen, J. 

L. (2005). Plasmablastic lymphomas and 

plasmablastic plasma cell myelomas have nearly 

identical immunophenotypic profiles. Modern 

Pathology, 18(6), 806-815. 

 


