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Abstract

Only 10% of people diagnosed with multiple myeloma are under 50, and 2% of people are under the age of 40. Here we pre-

sent the case of a 24-year-old female admitted to the hospital for recurrent genital infections, severe anemia and a normal

phosphocalcique balance. The myelogram studies revealed normochromic normocytic non-regenerative anemia, as well as a

12%  marrow  infiltration  by  abnormal  plasma  cells.  Immunological  analysis  by  immunofixation  revealed  a  homogeneous

band in the gamma-globulin zone. After the 5th chemotherapy cycle, the 6-month follow-up assessment showed complete

remission.
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Introduction

Multiple myeloma (MM) is a malignant hemopathy characterized by a malignant proliferation of plasma cells  that produce im-

munoglobulin (Ig) frequently of the IgG type, and rarely of the IgA type or lambda or kappa light chains [1]. It is the second most

common blood cancer after non-Hodgkin's lymphoma, accounting for approximately 1% of all cancers and 2% of cancer mortality

[2]. The average age of onset is 65-70 years [3], but it can occur in younger individuals, with 1-3% of cases occurring in patients

younger than 40 years [4]. We present here a case of multiple myeloma in a 24-year-old female patient referred to the immunology

department of the University Hospital of Annaba for investigation of severe anemia probably of autoimmune origin. This particu-

lar case underlines that MM can affect young subjects and that it can be the cause of severe anemia.

Patient Information

The patient had no significant medical history and no family history of malignancies. She also had no known genetic history. The

patient also reports several cases of neoplasia and chronic renal failure in her family. She reported being under pressure and stress

from her family and their demands. Six months ago, she began experiencing generalized bone pain, fatigue, weight loss, and weak-

ness. No intervention was performed.

Clinical Findings

The patient was conscious and oriented in time and space with an appropriate verbal response. Her body temperature was 37.2°C,

heart rate was 80 beats per minute, blood pressure was 130/80 mmHg, and respiratory rate was 16 breaths per minute. Clinical ex-

amination of the head and neck revealed no significant abnormalities and the mucous membranes were pink and moist. Respirato-

ry and heart sounds were normal and there were no rales or wheezes. The abdomen was slightly tender to palpation in the epigas-

tric region. The liver and spleen were nonpalpable.  Neurologic examination revealed normal muscle coordination and strength,

and intact  sensation.  No evidence of  neurologic  deficit  was  detected.  Examination of  the  extremities  revealed diffuse  bone pain

with restricted joint motion, particularly in the proximal joints.

Timeline

This  is  a  24-year-old female  patient  originating from Eastern Algeria,  single,  unemployed,  referred to  the  Immunology Depart-

ment of CHU Annaba (Algeria) for evaluation of a severe anemia evolving since 6 months. The patient reports recurrent episodes

of tonsillitis, recurrent genital infections, erosive Helicobacter pylori gastritis, lactose intolerance, and an episode of COVID-19 in

February 2022 (moderated form). The patient also reports multiple cases of neoplasia and chronic renal failure in the family. The

disease history goes back 6 years, marked by the onset of hair and eyelash loss, severe asthenia, generalized abdominal pain, bloat-

ing, anorexia, and oral ulcers.

Diagnostic Assessment and Outcomes

A blood count formula (NFS) was performed, revealing a hemoglobin of 7.3 g/dL, a normochromic normocytic regenerative ane-

mia, a leucopenia of 1850/mm3, a neutropenia of 622/mm3 and a lymphopenia of 820/mm3. The renal function and erythrocyte

sedimentation rate tests were normal, as well as the 24-hour proteinuria (0.9 g/L) and the calcium (2.80 mmol/L). The immunoflu-

orescent tests (IFI) for antinuclear (ANA) and cytoplasmic (ANCA) antibodies were negative. Radiological examinations did not

reveal  any  suspicious  bone  lesions.  The  bone  marrow  analysis  showed  a  normal  cellular  aspect,  and  the  immunohistochemical

study was positive for Syndecan-1 (CD138) in 30% of the cells. The electrophoretic analysis of serum proteins on agarose gel re-

vealed a homogeneous narrow base band in the gamma globulin zone with a decrease in the other immunoglobulin classes (Figure

1). The 24-hour urine electrophoresis with a diuresis of 0.9 L showed no trace of protein with a 24-hour proteinuria of 0.08 mg/L.

The results of an immunofixation of serum proteins on agarose gel revealed the presence of a monoclonal immunoglobulin of IgG

Lambda isotype and the search for Bence Jones protein was negative. The serum free Kappa and Lambda light chain dosages were
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normal and very increased respectively. The free Kappa/free Lambda ratio was 0.15 (norms: 0.26-1.65). The diagnosis of monoclo-

nal  gammopathy was  confirmed and the  patient  was  put  on a  6  VDT protocol  with dexamethasone,  thalidomide biphosphates,

and bortezomib). After the 5th chemotherapy cycle, the 6-month follow-up assessment showed complete remission with a bone

marrow plasmocyte rate of 1%, normal renal balance, calcium and blood count formula (Figure 2), (Figure 3).

Figure 1: Result of serum electrophoresis shows the presence of a homogeneous band migrating in the gamma zone des globulins

Figure 2: Serum immunofixation result shows IgG monoclonal immunoglobulin Lambda with clonal repression of polyclonal immunoglobu-

lins
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Figure 3: Results of electrophoresis and serum immunofixation show the disappearance of monoclonal

immunoglobulin after treatment.

Discussion

Multiple myeloma is a rare disease in young people, characterized by an uncontrolled proliferation of plasma cells and the accumu-

lation of malignant cells in the bone marrow. A retrospective study between 1976 and 1997 revealed that the incidence of monoclo-

nal gammopathies in the adult population was 10.3 per 100,000 inhabitants [1]. Our patient presented atypical symptoms, such as

profound anemia,  recurrent genital  infections and leukopenia and neutropenia.  Other studies have shown that the frequency of

multiple myeloma in patients under 30 years of age is 0.4%. The biomarkers for diagnosis are the presence of at least one defining

myeloma event (EMD) and the presence of at least 10% clonal plasma cells in the bone marrow [2]. Serum protein electrophoresis

and immunofixation should be performed to confirm the diagnosis [3]. Our patient had normal calcium, an IgG type monoclonal

component and a very high serum free light chain, which was a good prognosis. The stigmas of an autoimmune disease were nega-

tive and the treatment aimed to use agents such as bortezomib, dexamethasone, cyclophosphamide and thalidomide [4].

Conclusion

This case presents an unusual presentation of myeloma, although rare. Clinicians must be vigilant and suspect myeloma in young

patients with severe anemia even if no bone or renal involvement is detected. This type of extramedullary presentation is even rar-

er in young people.
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