Case study

SOFT TISSUE PLASMACYTOMA : SURGERY, RADIOTHERAPY OR
IMMUNOCHEMOTHERAPY ?

Abstract

Soft tissue plasmacytoma is a rare tumor. It belongs to the extramedullary
plasmacytomas. Diagnosis is based on biopsy, and treatment is mainly based on
radiotherapy. Immunochemotherapy followed by autotransplantation, surgery are a
possible weapon in its management.

We report the case of a 39-year-old man who had a thigh plasmacytoma on a femur
fracture 10 years ago, diagnosed on biopsy, and treated with radiotherapy alone.
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Introduction

Soft-tissue plasmacytomais a rare monoclonal proliferation of plasma cells in soft
tissues or organs[1].The relationshipbetween multiple myeloma,
solitaryboneplasmacytoma and soft-tissue plasmacytomais not wellunderstood. For
someauthors, these 3 entitiesrepresentdifferent aspects of the samedisease[2]. The
incidence of soft-tissue plasmacytoma at diagnosis varies from 1.7% to 4.5%
[3];with the skin being the mostfrequent site, followed by the liver, pleura and
CNS[4]. We report an observation of soft-tissue plasmacytoma and attempt to

identify the main features of thisentitythrough a review of the literature.

Case presentation :

This was a 39-year-old patient with a history of a leftfemur fracture operatedon
2013, treatedwith a screw-plate and orthopaediccement, whopresentedwith a
symptomatology of progressive onsetevolving for 6 months, made up of a

painfulswelling of the leftthigh, more marked at the fracture



site.Clinicalexaminationrevealed a patient with a PS (statural performance) of 1, with
a hard, firm, painfulswelling 16cm long on the leftthigh.

MRI of the leftthighrevealed a tumoral mass in the middle third of the
leftthighmeasuring 11*8cm by 18cm (Figure 1).

Soft tissue biopsywas consistent with a plasmacytomawith Kappa monotypy;
CD138+, MUM1 +, CD45-, ERG-, CD20-, CD3-, CD99-(Figure 2).

The pet scan showed a hypermetabolic tissue process in the lowerhalf of the
leftthighwith an SUV max of 9.05, and no suspicioushypermetabolism over the rest of
the volume explored (Figure 3).

Bone radiologywas normal, withnormocytichormochromicanaemia at 8g/dl, normal
renalfunction tests and serum calcium levels. Serumproteinelectrophoresisshowed a
narrow monoclonal band migratinginto the gamma zone at 30g/l, with Kappa IgG
immunoglobulin. Light chainassayshowed a Kappa chain at 117mg/l, and a Lambda
chain at 34.7mg/I;with a K/L ratio of 3.38. Myelogram, osteomedullarybiopsy and 24-
hour proteinuriawere normal. Multidisciplinary management of our patient
involvedtraumatologists, hematologists, radiologists, nuclearmedicinephysicians and
radiation therapists. The decision of the RCP was to receiveradiotherapy sessions

only on the tumor mass.

Discussion

Multiple myelomais the mostcommon type of malignant plasma
cellproliferation.myelomacells can formtumors, calledplasmacytomas.Plasmacytomas
can sometimes arise aftersurgery, fromlaparotomyscars or catheter insertions[5], as
in our case.

It is possible that the inflammatory process of a woundmayfacilitate the migration of
myelomacellsinto the skin, creating a reservoir for proliferation[6].

The appearance of a soft-tissue plasmacytomaalong a surgicalscar 10 yearsprior to
diagnosiswasreported in a patient with multiple myeloma [7].

Positive diagnosisisessentiallybased on immunohistochemicalstudies.

MRI isuseful in assessing the nature of the plasmacytoma (bony or extraosseous)

and itsextent.



Positron emissiontomographyis the mostusefulwhole-body technique when soft tissue
involvementissuspected[8], with a sensitivity of 96% and specificity of 87%.Surgical
resection of plasmacytomaisgenerally not necessary, as thesemalignanttumors are
radiosensitive. For the most part, surgical excision isreserved for cases wherethereis
a loss of anatomical structural integrity or spinal cord compression [9]. If
surgeryisperformed, itisusuallycarried out prior to radiotherapy and as a complement
to definitiveradiotherapy.

Treatment of plasmacytomaisthereforeessentiallybased on radiotherapy. A response
rate of 80-90% can beachievedwithradiotherapyalone[10].

Immunochemotherapy has also been proposed to improvedisease control and
prevent progression to multiple myelomafollowingradiotherapy, although data are
largelyinsufficient[11].

However, VMP or VRD regimenscombinedwithDaratumumabappear to be the
treatment of choice for patients who are not eligible for autotransplantation[12].
Intensive treatmentwith VTD or VRD/cisplatin, doxorubicin, cyclophosphamide and
etoposide (PACE) isoffered to patients eligible for autotransplantation.

The International Myeloma Group (IMWG)
uniformresponsecriteriarequiredisappearance of soft-tissue masses for
completeremission (CR) and >50% reduction for partial response (PR) [13].

The presence of soft-tissue plasmacytomaisassociatedwithsignificantly shorter
progression-free survival and overallsurvival, although the incidence isonly 6% and

10% respectively[14].

Conclusion :
Soft-tissue plasmacytomais a rare tumor;its management ismultidisciplinary.

Radiotherapyremains the mainstay of treatment. The risk of local and distant relapse,

and of transformation into multiple myeloma, warrants regular monitoring.
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Figure 1: T2 sagittal section of a tumor mass in the middle third of the leftthigh.
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Iasmacvtoma (HES: 10x40): welldifferentiated,

monomorphic, plasma cell-like cells.B: Immunohistochemicalappearance (IHC: 10x4):

strong, intense, diffuse membrane expression of CD138.C:

Immunohistochemicalappearance (IHC: 10x 4): Plasma cellsalso express monotypic 1gG

Kappa.



Figure 3: Positron emissiontomography: tissue process of the lowerhalf of the leftthigh.




