SHORT CASE

Solitary plasmacytoma of
the bone presenting after
dental extraction
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Abstract
Solitary plasmacytomas of the bone are rare plasmacytic lesions. In
the head and neck region, they are most likely to occur in the
mandible. They show diffuse inﬁltration of plasma cells with an aberrant phenotype on immunohistochemistry (positive for CD138,
CD38, CD79a, CD56 and IRF4/MUM1). They are histologically similar
to plasma cell myeloma (PCM) and are distinguished from PCM on
clinical and radiological criteria.

desmin and NSE. The case was referred to the Haematological
Malignancy Diagnostics Service (HMDS), Leeds, who confirmed
the presence of sheets of atypical plasma cells, with an aberrant
phenotype (CD138þ, CD19-, CD319-, CD56þ, CyclinD1þ/-,
IRF4þ, Ki67 40%, kappa-, lambdaþ), confirming the diagnosis
as a plasmacytoma of the bone (see Figure 1).
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Discussion
Plasmacytomas of the bone are rare lesions, accounting for 3
e5% of all plasma cell lesions. They occur more frequently in
men (male to female ratio of 2:1), with the median age of presentation being 55 years.1
Solitary plasmacytomas of the bone have a predilection for the
axial skeleton (particularly the vertebrae), however, in the head
and neck region are found more often in the body, ramus and
angle of the mandible than the maxilla (due to the presence of
bone marrow in these areas).1e3
Patients usually present with a painful or painless swelling of
the jaw. However, other symptoms can include migration of the
teeth and haemorrhage.1,4 Whilst a monoclonal paraproteins
may be present in the urine or serum, other clinical and radiological features of multiple myeloma should be absent (hypercalcaemia, renal impairment, anaemia, >10% clonal plasma
cells in the bone marrow, multiple bony lesions on imaging).1
Radiologically, the lesion is described as a multiloculated radiolucent lesion that is usually well circumscribed.4
Histologically, these lesions are usually readily identifiable as
plasmacytic in nature. However, diagnosis may be harder in
cases of anaplastic plasmacytomas.1,6 These cells are usually
positive on immunohistochemistry for CD138, CD38, CD79a,
IRF4 (MUM1), CD56 (80% of cases). They can show variable
staining with other B cell markers CD19 and CD20. The vast
majority of cases are negative for CD45 and epithelial markers.5
They show either kappa or lambda clonality, which can be
demonstrated by immunohistochemistry or flow cytometry.
The main differentials are multiple myeloma and extraosseous
plasmacytoma. Solitary plasmacytoma of the bone is differentiated
from multiple myeloma clinically and radiologically, using the
criteria listed above. Extraosseous plasmacytomas occur in tissues
other than bone and are very rare (<1% of plasmacytic lesions).
They have a predilection for the upper respiratory tract and cervical lymph nodes, but otherwise show similar morphology and
immunohistochemistry to their bony counterparts.6

Case report
A man in his early 60s presented with a six-month history of left
cheek and lip swelling. One month prior to biopsy, he had undergone upper anterior tooth extraction and had represented as
the extraction site had failed to heal adequately. Additionally, he
reported difficulty eating and sleeping due to the facial swelling.
He was a non-smoker and did not drink alcohol. He had no other
significant past medical history.
Examination revealed a firm swelling in the upper left premolar region, that was not fluctuant or productive of discharge.
Cone beam computed tomography (CT scan) revealed a poorly
defined bony radio-dense mass centred over the left inferior
turbinate with destruction of adjacent bony structures (medial
wall of left maxillary antrum, floor of left nasal fossa and anterior
two thirds of left hard palate as well as bony nasal septum). The
lesion measured 55 mm in its greatest dimension.
The excision biopsy contained sheets of discohesive mediumto-large sized cells, with eccentric nuclei and variable amounts of
cytoplasm. Scattered prominent nucleoli and mitotic figures were
also noted. There was no epithelial component seen. Immunohistochemistry showed widespread CD45 positivity, patchy CD56
positivity and scattered CD3 positive cells in the background.
Occasional cells with weak AE1/3 positivity were seen. The
lesion was negative on immunohistochemistry for CD20,
MNF116, synaptophysin, chromogranin, CK5/6, P40, S100,
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Figure 1 (a) H&E section of the bone biopsy at 20 magniﬁcation showing inﬁltrate of medium-to-large plasmacytic cells, with eccentric nuclei and
variable amounts of cytoplasm. (bed) Immunohistochemistry showing positivity for CD138 (b), CD56 (c), lambda light chain restriction (d).

Cases are usually treated with radiotherapy. It is reported that
60% of cases with bone marrow involvement progress to plasma
cell myeloma (PCM), vs. 10% of cases with no marrow
involvement. Other features for risk of progression to PCM
include lesion >5 cm (the lesion in this case was 55 mm 
40 mm  40 mm), older age at presentation, monoclonal free
light chains in the urine and an abnormal serum free light-chain
ratio.1,6
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Conclusion
Here, we present a case of a solitary plasmacytoma of the bone in
the maxilla of a 60 year old man. Plasmacytomas of the bone are
rare plasma cell lesions and usually present in the axial skeleton
(the mandible is the most common location in the head and neck
region). They show an aberrant B cell phenotype by immunohistochemistry, and monoclonal light chain expression (either
kappa or lambda). They are differentiated from plasma cell
myeloma on clinical and radiological criteria.
A

Practice points
Pathological features:
C
C
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sheets of plasma cells
aberrant phenotype on immunohistochemistry
 positive for CD138, CD38, CD79a, CD56, IRF4 (MUM1)
 negative for CD45 and epithelial markers.

Differential diagnosis: the absence of the following clinical and
radiological features in solitary plasmacytoma of the bone differentiate it from plasma cell myeloma:
C
C
C
C
C
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hypercalcaemia
renal impairment
anaemia
>10% clonal plasma cells in the bone marrow
multiple bony lesions on imaging.
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3. Which of the following gives an increased risk for progression to
plasma cell myeloma?

Multiple choice questions
1. In the head and neck region solitary plasmacytomas of the bone
are more commonly found in:

A) Plasma cell involvement of the bone marrow
B) Renal failure
C) Hypercalcaemia
Correct answer is (A)

A) The axial skeleton
B) The maxilla
C) The mandible
Correct answer is (C)
2. Solitary plasmacytomas of the bone are differentiated from multiple myeloma based on:
A) Histological morphology
B) Clinical and radiological criteria
C) Immunohistochemistry
Correct answer is (B)
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