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ABSTRACT
Multiple myeloma is defined by >10% of clonal plasma cells in bone marrow or biopsy-proven extramedullary plasmacytoma and
by the evidence of end-organ damage including bone lesions and renal insufficiency. It usually occurs in the age group of 50 to 70
years with higher incidence in Males. Swelling on the chest wall is an uncommon presentation of multiple myeloma. In this case of
85-year-old male patient, two soft tissue density lesions on the posterolateral and anterior chest wall, multiple punched-out lesions
in the skull, Diffuse osteopenia and multiple lytic lesions were noted in ribs, sternum & thoracic spine, with evidence of myeloma
cells in the bone marrow and bence jones protein in urine. Radiologic imaging plays an important role in providing a provisional
diagnosis and thus, helping the clinician in such cases.
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CASE REPORT
An 85-year-old male presented to the Outpatient Department
(OPD) with complaint of swelling, since 15 days on the posterolateral aspect of the chest wall, on the left side. The patient also
complained of generalised weakness and loss of weight since 6
months. No history of trauma, alcohol intake, smoking and diabetes
mellitus. No evidence of cervical lymphadenopathy. On examination,
the swelling was mildly tender, firm in consistency measuring, about
5-6 cm in size. Chest X-ray Postero-anterior (PA) View shows a
large well-defined homogenous soft tissue mass lesion arising from
the 7th rib causing its derstruction in the postero-lateral aspect of
chest wall on left side [Table/Fig-1].

[Table/Fig-2]: Axial (a) & coronal (b) CT scan image showing well-defined multilobulated soft tissue density mass lesion represented by arrow 1 in the posterolateral chest wall with destruction of 7th rib represented by arrow 2.
[Table/Fig-1]: Chest X-Ray PA view showing well defined soft tissue mass lesion
(represented by arrow: 1) from 7th rib with destruction in the postero-lateral chest
wall on left side.

On Non-Enhanced Computed Tomography (NECT), there was
evidence of well-defined multilobulated frond like soft tissue
density lesion [Table/Fig-2], measuring about 81 x 68 x 79 mm
(AP X TR X SI) in the posterolateral chest wall with intra & extra
thoracic component involving the intercostal muscles and causing
destruction of posterio-lateral aspect of 7th rib & lateral aspect of 6th
rib. The lesion is limited by serratus anterior muscle postero-laterally
& parietal pleura medially. The lesion was seen abutting the left lung
parenchyma and parietal pleura. Another similar lesion was noted
involving anterior aspect of chest wall on left side measuring about
29 x 28 x 31 mm (AP X TR X SI) with destruction of sternum on left
side, left 4th and 5th ribs at sterno-costal junction [Table/Fig-3].
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[Table/Fig-3]: Axial CT scan image showing soft tissue density mass in anterior
aspect of chest wall.
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On the basis of patient’s age & above findings, differential diagnosis
of chondrosarcoma, chest wall metastasis & multiple myeloma was
made. There was evidence of diffuse osteopenia [Table/Fig-4a] with
multiple lytic lesions [Table/Fig-4b] involving the ribs, sternum and
thoracic spine.

[Table/Fig-4]: Saggital and coronal CT scan images showing a) diffuse osteopenia
with b) multiple lytic lesions are noted in ribs & thoracic spine.

On Contrast-enhanced computed tomography (CECT), It shows
heterogenous enhancement with central nonenhancing necrotic
areas [Table/Fig-5]. With the presence of diffuse osteopenia,
multiple lytic lesions in ribs & thoracic spine, a provisional diagnosis
of multiple myeloma was made. Hence, the reporter took a skull
X-ray Antero-Posterior (AP) and Lateral view and advised Fine
Needle Aspiration Cytology (FNAC) of the chest wall lesion. The
skull X-ray shows multiple well defined ‘punched out’ rounded lytic
bone lesions [Table/Fig-6] involving skull vault, well appreciated on
the lateral view. Lesions give a raindrop appearance to the skull.

[Table/Fig-6]: X-ray Skull AP (a) and lateral (b) views well defined 'punched out'
rounded lytic bone lesions are seen.

On FNAC of postero-lateral chest wall lesion,
Multiple smears showed scant to moderate cellularity and composed
of variable sized mature and immature/atypical plasma cells [Table/
Fig-7], arranged singly and in clusters with varying pleomorphism.
Atypical plasma cells have centrally/eccentrically placed nuclei with
finely dispersed chromatin and few showing nucleoli. Perinuclear
halo is seen in few cells. Occasional binucleation of the cells was
seen. The bone marrow aspiration showed 50% plasma cells. Urine
was positive for Bence Jones proteins. With all these findings, the
final diagnosis of multiple myeloma was made. Follow up scan
could not be done for the patient, since patient passed away after
2 and half months.

[Table/Fig-5]: Axial (a) and coronal (b) CECT images showing heterogenous
enhancement of soft tissue density lesion represented by arrow.
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[Table/Fig-7]: Smear showing plasma cells with pleomorphism (Giemsa 100x).
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DISCUSSION
Multiple Myeloma is the most common primary bone marrow
malignancy in adults. Most plasmacytomas arising from bone
are osteolytic in nature and usually do not contain intralesional
calcifications [1]. The differentials to be considered on the basis of
imaging findings of chest wall lesion were Chondrosarcoma, Chest
wall metastasis and Multiple myeloma [1]. Chondrosarcomas are
malignant cartilaginous tumours most commonly seen in older
patients within the long bones. Chondrosarcoma is often seen
involving the sternum or costochondral cartilage in case of chest
wall lesions. These lesions have ring-and-arc type of calcification
[2] which was not seen in present case. Expansile osteolytic chest
wall metastases can occur mostly from primary renal or thyroid
carcinomas which can have a similar appearance. However, in this
case renal and thyroid carcinomas were ruled out by screening on
ultrasound.
Multiple myeloma is defined by >10% of clonal plasma cells [3].
in bone marrow or biopsy-proven extramedullary plasmacytoma
and by the evidence of end-organ damage including bone lesions
and renal insufficiency. Among plasma cell neoplasms, Multiple
myeloma is the most common.Multiple myeloma present as
multiple osteolytic lesions with distinct margins in the vertebral
column, ribs or clavicles [4]. The typical appearance of multiple
myeloma on plain radiographs consists of well-defined, osteolytic
punched out lesions throughout the skeleton, most classical in the
skull. These lesions can be seen in clavicles, ribs, long bones and
pelvic bones. These lesions are more uniform in size in comparison
to lytic metastatic lesions. Generalised osteopenia is another more
common presentation [5]. Multiple myelomas represent systemic
disease with less 5 year survival rate, plasmacytomas represents
local forms of plasma cell neoplasms. Solitary plasmacytomas and
multiple myeloma are a spectrum of disease ranging from localised
clonal plasma cell infiltration to multiple extramedullary lesions.
Plasmacytoma is divided into osseous (solitary plasmacytoma of
bone) and nonosseous (extramedullary plasmacytoma) primary
lesions. Solitary plasmacytomas of bone have a tendency to
involve axial skeleton with 50 percent cases involving spine. The
rib, sternum, clavicle, or scapula is involved in 20 percent cases.
The extramedullary plasmacytoma occur majorly in the head and
neck region. In a study conducted by Jena M, the cytodiagnosis of
multiple myeloma presenting as chest wall swelling was evaluated.
The study showed plasmacytoid cells showing pleomorphism with
bi and multinucleation on FNAC similar to present study. Jena M
did not study the radiological aspect of multiple myeloma, which
is included in the present study [6]. In another study, conducted by
Kumar S et al., studied multiple cystic swellings as initial presentation
of multiple myeloma which showed Lateral skull radiograph with
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multiple punched out lesions. However, this study did not evaluate
the chest swelling on cross-section as in the present study [7].
Uddin MS et al., presented a case report of solitary plasmacytoma
of rib origin in a young adult which mainly discussed the surgical
aspect. The radiological and pathological aspect was not studied
in detail in this study conducted by Uddin MS et al., [8]. This case
has been presented due to its uncommon presentation of multiple
myeloma as chest wall swelling. In this case, two soft tissue density
lesions on the anterior and posterolateral chest wall, multiple
punched-out lesions in the skull, diffuse osteopenia and multiple lytic
lesions were noted in ribs, sternum & thoracic spine with evidence of
myeloma cells in the bone marrow and bence jones protein in urine.
Presently, multiple myeloma remains incurable, although the use of
thalidomide, lenalidomide, and bortezomib (proteasome inhibitor)
has showed significant survival rates. These are used in combination
with other older drugs such as cyclophosphamide, melphalan and
prednisolone. Stem-cell transplant with postchemotherapeutic/
radiotherapy bone marrow ablation are also used, although relapse
is unpreventable [9].

CONCLUSION(S)
Multiple myeloma presenting as chest wall lesion is rare. Radiologic
imaging plays an important role in providing a provisional diagnosis
and thus, helping the clinician in such cases. FNAC or biopsy is
required to come to a final diagnosis.
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