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Multiple Myeloma (MM) is a relatively rare disease and it presenting 

outside the bone marrow, known as extra-medullary myeloma (EMM), 

is rarer still. The lung parenchyma is an especially unusual site of 

involvement.  We report a case in which the myeloma was diagnosed 

after we discovered the presence of monoclonal plasma cells in the 

bronchoalveolar lavage fluid (BAL). Analysis of BAL fluid for the 

presence of plasma cells  provides a noninvasive means of establishing 

the diagnosis. Interstitial lung disease as pulmonary manifestation of 

multiple myeloma is even rarer; only isolated cases with histological 

proofs have been reported in the literature. 
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Introduction:- 
Multiple Myeloma (MM) is a relatively rare disease, it is a malignant monoclonal gammopathy characterized by 

proliferation of myeloma cell clones responsible for their osteolytic lesion appearance (favoring pathological 

fractures and nerve compression), bone marrow infiltration (with the advent of bone marrow failure), abnormal 

protein production – M component (responsible for damage kidneys, the hyperviscosity syndrome and secondary 

amyloidosis), installing of immune deficiency (favoring infections). 

 

The extramedullary myeloma (EMM) is present in 6%–8% of patients at the time of myeloma diagnosis [1]. 

Common sites of EMM involvement include hepatic, renal, pancreatic, pleural and the CNS. However, the 

pulmonary parenchyma is rarely involved [1,2]. One large study of 958 patients with MM found only 4 patients with 

presentations suggesting pulmonary infiltration by myeloma cells. Only one of these cases was proven histologically 

[2]. We report a very rare case of rapidly progressive pulmonary multiple myeloma. 

 

Case report: 

A 60-year-old man, smoker, with no history of respiratory hospitalization and relative good past health, was 

admitted in our hospital for  chronic cough, significant weight loss and progressive dyspnea in the previous three 

months. Physical examination  showed pale skin, without rales at pulmonary auscultation, pain in some small joints, 

blood pressure was normal but he had sinus tachycardia (100’/min), SaO2=90%. 

 

Chest X-ray evidenced bilateral diffuse nodular opacities (Fig 1). Repeated exams of sputum smear were negative 

for Mycobacterium tuberculosis (both microscopy and culture). 
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Figure 1:- Chest X-ray showing bilateral diffuse nodular opacities. 

 

A severe pancytopenia is revealed, but renal function and the calcium level were within normal limits. 

 

Chest computed tomography revealed micronodules and nodules in both lungs (Fig 2)with ostealytic lesions of 

rachis that were suggestive of interstitial lung disease. 

 

Figure 2:- Chest computed tomography showing micronodules and nodules in both lungs with ostealytic lesions of 

rachis 

 

So the next step was bronchoscopy that reveal an Inflammation of the bronchial mucosa with stenosis of apical 

segment of the right upper lobe (Fig 3); bronchial biopsies, stenosis’s biopsies were made.  
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Figure 3:- Stenosis of apical segment of the right upper lobe in bronchoscopy 

 

Bronchoalveolar lavage (BAL) fluid was examined; microscopic examination  smear / cytospin showed the presence 

of monoclonal plasmatic cells in BAL (Fig 4,5). 

Figure 4,5:- Microscopic examination of BAL smear/ cytospin showing the presence of plasma cells 

 

The patient was transferred to the departement of hematology where he was further investigated and treated for his 

severe pancytopenia. 

 

He was diagnosed with Multiple myeloma IgA 

 

Discussion:- 
Extramedullary dissemination involves the spleen, liver, lymph nodes, thyroid, adrenal, ovary, testis, lung, pleura, 

pericardium, gastrointestinal tract and skin; it can be seen in an estimated 13% of patients; pulmonary spread is 

extremely rare;While pulmonary findings in MM are relatively common, the over-whelming majority of these are 

related to an infectious etiology [2]; a search of the literature revealed three prior cases of multiple pulmonary 

nodules occurring in multiple myeloma. Other manifestations of pulmonary involvement in multiple myeloma 

include pneumonia, mass lesion, interstitial disease and calcification. Review of the literature revealed seven case 

reports of patients with MM found to have interstitial pulmonary infiltration with neoplastic plasma cells, of which 

two were the initial presentation of myeloma and five were in patients previously diagnosed and treated [3–4] 

 

The diagnosis of extramedullary dissemination in the lungs can be determined by bronchoalveolar lavage 

(monclonal plasma cells are found) or lung biopsy (interstitial infiltrate of plasma cells)[7]. 

Our patient's BAL results revealed monoclonal plasma cells on microscopic examination  smear / cytospin. This 

approach to diagnosis is significant given that a diagnosis of MM causing ILD can be challenging to confirm; only 
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isolated cases with histological proofs have been reported in the literature. In the majority of cases reviewed, the 

diagnosis was either made via biopsy (trans-bronchial or surgical) or at autopsy [6–4]. However, two cases were 

reported in the literature of BAL flow cytometry revealing monoclonal plasma cells in patients who had 

histologically proven myelomatous involvement of the pulmonary parenchyma [3,5]. These two cases, along with 

the case we have presented, suggest that evaluation of BAL samples  could help establish the diagnosis and avoid 

the need for more invasive biopsy techniques. 

 

Conclusion:- 
We present a case of pulmonary infiltration revealing multiple myeloma by bronchoalveolar lavage. 

 

Diffuse parenchymal infiltrates in the lung due to MM are rare but should be considered when finding pulmonary 

infiltrates. 
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