
A 54-year-old man came to the emer-
gency department with acutely wor-

sening abdominal pain, nausea, vomiting
and low-grade temperature. Approxi-
mately 7 months before, he had been di-
agnosed with multiple myeloma (MM),
IgA type. He initially completed 2 cycles
of vincristine, doxorubicin (adriamycin),
and dexamethasone, and more recently 2
cycles of dexamethasone, cyclophospha-
mide and etopocide with incomplete re-
sponse and complicated by febrile neu-
tropenia. His abdomen was distended,

with hyperactive bowel sounds.
The results of upright and supine ab-

dominal radiographs suggested an early
or incomplete small bowel obstruction
and showed a lytic lesion in the left
hemipelvis. A subsequent computed to-
mographic scan revealed multiple intralu-
minal filling defects well defined within
the small bowel, measuring 1–2 cm (Fig.
1). One was associated with a small-
bowel intussusception localized to the
right lower quadrant (Fig. 2). A previ-
ously documented lytic bony lesion of

the pelvis was also confirmed (Fig. 2),
compatible with the underlying diagnosis
of MM.

At laparotomy, the patient was found
to have an intussusception of his distal
ileum. The lead point was a nodular in-
traluminal lesion within the small bowel.
About 20 other, similar lesions were
found throughout his small bowel, and
several nodularities within his liver.

The intussusception was reduced and
its lead point resected along with with 1
other near-obstructing nodular small-

Accepted for publication Dec. 15, 2003

Correspondence to: Dr. Geoffrey A. Porter, Department of Surgery, Dalhousie University, Surgical Oncology Queen Elizabeth II
Health Sciences Centre, Ste. 7-007, Victoria Bldg. VG Site, 1278 Tower Rd., Halifax NS  B3H 2Y9; fax 902 473-6496;
geoff.porter@dal.ca

Case Notes
Notes de cas

An unusual presentation of a secondary
extramedullary plasmacytoma in a patient
with multiple myeloma

Martin Dzierzanowski, MD; Geoffrey A. Porter, MD, MSc

From the Department of Surgery, Dalhousie University, and the Queen Elizabeth II Health Sciences Centre, Halifax, NS

' 2005 Canadian Medical Association Can J Surg, Vol. 48, No. 1, February 2005 75' 2005 Canadian Medical Association Can J Surg, Vol. 48, No. 1, February 2005 75

FIG. 1. Axial contrast-enhanced computed tomographic (CT)
scan of the abdomen showing 2 well defined, intraluminal fill-
ing defects (arrows) within the small bowel.

FIG. 2. Axial contrast-enhanced CT scan of the abdomen
showing intussusception (A) in the right lower quadrant. A
large mixed lytic and sclerotic lesion in the left hemi-pelvis (B)
extending to the sacroiliac joint, typical of multiple myeloma,
was noted.



bowel lesion. Primary anastomoses were
then performed.

Microscopic examination showed the
tumour to be composed of sheets of plas-
ma cells. Some areas contained cells that
were less mature; the immature cells re-
mained plasmacytoid. The lesions in-
volved the full thickness of the bowel,
with obvious accompanying mucosal ul-
ceration. Mesenteric lymph nodes were
also found to be involved. In the pres-
ence of documented MM, a diagnosis of
extramedullary plasmacytoma was made.

The patient did well initially and was
discharged home on postoperative day
14 with a view for potential autologous
peripheral blood stem cell transplant.
Unfortunately, over the next 4 months
his MM progressed. After a prolonged
course of illness that included recurrent
small-bowel obstruction, he died.

Discussion

MM belongs to the family of monoclo-
nal, immunoproliferative plasma-cell neo-
plasms (plasmacytomas) arising from the
B-cell line.1 Malignant plasmoblastic
clones generally reside in bone marrow.
When on rare occasions they migrate into

soft tissues, it is termed extramedullary
plasmacytoma (EMP).

EMP has 2 major subtypes, primary
(without) and secondary (with prior
bone-marrow involvement).1–3 Over 70%
of primary and secondary EMP occur in
the upper æro-digestive tract (nasophar-
ynx, oropharynx, larynx, hypopharynx,
trachea and esophagus),3,4 with epidermal
lesions also occasionally encountered.
Roughly 12% of all primary extramedul-
lary EMP tumours have gastrointestinal
involvement, which is much rarer in sec-
ondary EMP.5 In patients with MM,
EMP may be observed in up to 65% of
cases; the majority of these are paraskele-
tal tumours, with only one-third being
true distant spread.5 Intestinal involve-
ment is seldom reported in MM and ap-
pears to be a late occurrence.5

Prognosis of intestinal EMP is un-
clear. In 9 selected patients with MM-
associated EMPs, Vaiopulos and col-
leagues2 reported a median survival of 4.6
years, none with intestinal involvement.
Two cases involving the intestinal tract
presented by Griffiths and associates5 had
fatal outcomes not long after diagnosis
with EMP. Our patient unfortunately had
a similar course.
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Obturator hernia is a rare cause of
obstruction of the small bowel.

Various imaging modalities have been ap-
plied to achieve preoperative diagnosis of
this rare clinical entity. Because there
may be a potential for undue delay in the
definitive treatment of patients with im-

pending bowel strangulation, some
health care workers have advocated that
obturator hernia requires laparotomy
more than a diagnosis.1 Now, in this era
of minimally invasive surgery, we can ap-
ply laparoscopy in the early diagnosis and
treatment of this rare disease.

Case report

An 87-year-old resident of an old-age
home was admitted to hospital because of
colicky abdominal pain and vomiting for 1
day. She had no previous abdominal
surgery. Physical examination revealed an
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