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ABSTRACT

The solitary plasmacytoma of the nasal cavity is one of the locations of extra-medullary
plasmacytoma in the upper aerodigestive tract. The symptoms are nonspecific. e report a case of
solitary plasmacytoma of the left nasal cavity, in a 46 year old patient with a straight nasal
deformity and ipsilateral rhinorrhea bloody, biopsy and histologic study were diagnosed
plasmacytoma. The negativity of the clinical examination confirmed the extramedullary form a
nasal endo location. Through this observation and review of the literature we will try to show the
clinical, biological and radiological expression of these plasmocytomas endonasaux and
therapeutic modalities and monitoring.
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INTRODUCTION

The solitary plasmacytoma of sinonasal cavitiesiigre but not exceptional malignancy. It is due to
the proliferation of a plasma cell clone .the singhalignant plasma cell proliferation may take
several histological forms: one, extra-medullamxti@medullary plasmacytoma: PEM), preferably
reaching the sub mucosa of the upper aerodigeséige other, bone, sitting at the medulla (sojitar
bone plasmacytoma: PSO) [1]. The diagnosis of pdasetl both its forms can not be accepted by
the isolated nature of the injury.

We report a case of extra-medullary plasmacytomaasal sinus level and review of the literature
showing the need for local and general balancetdoeehe nosology ranking and therapeutic
modalities.

MATERIALSAND METHODS
CLINICAL CASE

A man received 46 years in the ENT department aadkNsurgery of the Military hospital of
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Marrakech, for swelling in right orbital. He had medical history apart from chronic smoking 35
packets encrypted year. The start went back to Btimsoby a neglected progressive right nasal
obstruction, rhinorrhea associated with bloody sata. Physical examination on admission
showed a bulging suborbital right with ipsilatenalsal deformity, swelling that is covered with an
inflammatory skin, sensitive and adhering to deapnfplan. The anterior rhinoscopy showed a
filling of the nasal cavity by a friable reddisteshy tumor, covered mucopurulent secretions and
bleeding on contact. The left nostril is free. Thst of the exam shows no oral pharyngolaryngeal
reached or nasopharyngeal endoscopy. the scaroiar banes showed a tumor process occupying
the right nasal cavity with bone loss of the jawhout orbital invasion (Figure 1). There are no
associated lymph node involvement. The nasal biopmycluded the diagnosis of malignant
plasmacytoma of the nasal cavity. The balance oége expansion in search of other sites has been
achieved:

* NFS, coagulation, serum electrolytes, renal aret function are normal.

* VS: 30 mm in the first hour and C-reactive prot@?CR) normal.

» The serum protein electrophoresis is normal

» The Bence Jones proteinuria by electrophoresiginéry protein of 24 hours is negative.
» The bone marrow examination was normal with gaificant cytologic abnormality

* radiographs of the normal bony skeleton

* The calcium and phosphate is normal

The negativity of the balance sheet has allowetbumake the diagnosis of solitary PEM of the
nasal cavity and remove multiple myeloma and PS@ ffeatment included a surgical approach
through Red- Denkers for tumor resection and raigherapy on the tumor website (45 Gy). The
evolution is marked by a good local control andlibek is twenty months.

RESULT AND DISCUSSION

The endonasal plasmacytoma is a rare tumor (2 tpkmacytomas) representing 4% of non-
epithelial cancers sinonasal [2]. On the other megs even at the upper aerodigestive tract
including the nasopharynx, maxillary sinus, amygdaind sometimes the salivary glands. These
locations remain the most common forms of extraebdme EMP has a male predominance with a
ratio of 3/1 and an average age of 60-70 years (e 2% before age 40) [3,4] but two extreme
cases have been reported in a 5 years and adultge®@ [5]. Willis in 1961 proposed a
classification into three groups [6]: Group I: nipleé myeloma with bone marrow involvement of
long bones visible on radiographs with frequenbtabory abnormalities (Bence-Jones proteinuria,
electrophoresis of pathological proteins). Grougsdlitary bone plasmacytoma without metastasis.
Group llI: plasmocytoma primitive soft tissue, dan@r multiple. This classification helps to guide
therapeutic management but the interrelationshgpsden these groups are discussed by Helmus in
1964 leaving presupposing the evolution of metestatedullary plasmacytoma extra [7]. The
clinical expression is not suggestive of the diagsousually it is a little algic unilateral nasal
obstruction. Epistaxis, local pain, anterior andstpdor rhinorrhea [3]. Headache, and
exophthalmos are also described. The pain is ditdkeed to a rare bone loss, however. The
rhinoscopic examination usually shows mucosal smgland / or in form of variable mucosa,
sometimes polypoid likely to have a lytic changastér [3,8]. It occupies the upper aerodigestive
tract or oral cavity [9, 10]. The lymph node is pire. [11]

85



Mohamed MLIHA TOUATI et al J. of Appl. Sci. And Research, 2016,4(2):84:88

Histological examination performed after biopsygtiastic plasmocytoma says. The differentiation
between multiple myeloma and polyclonal plasma aodiltration is sometimes difficult [8].
Differentiation between, on the one hand multipigelama and other forms extra spinal cord and
bone solitary plasmacytoma, is based on:

- A standard X-ray examination in search of lygsibns incomplete punch, common in the cranial
vault and evocative plasmacytoma.

Computed tomography evaluates the lesion locoragiextension. MRI T2-weighted is sometimes
useful for differentiating inflammation, retenticand the tumor [12] and to assess a possible
invasion of the dura. After treatment, the standadiograph normalizes rarely in case of complete
remission.

- A laboratory test CBC, complete blood electradyteenal and inflammatory balance report (ESR,
CRP). Protein electrophoresis (ELP) serum lookiog rhonoclonal gammopathy [8] and serum
immunoglobulins weight filling looking for a peakhe search for a so-called proteinuria Bence
Jones proteins by electrophoresis of urinary 24$hdAicase plasmacytoma endonasal was detected
by immunoelectrophoresis secretions collected aftashing nasal cavity by De Gast [13]. The
diagnosis of isolated extramedullary plasmacytosastablished at the lack of bone marrow
involvement, the normality of the ELP serum (orealp monclonal regressing after treatment) and
absence of Bence Jones protein. [8] The usual ecfrplasmocytoma endonasal is marked by
metastatic spread in 21-75% of cases [14, 15]. lbemaurrence and distance extension would be
less frequent than for bone solitary plasmacyto#j. [Treatment plasmacytomas extra medullary
is based on surgery and / or radiotherapy [3, &].tRe surgical treatment several first channets ca
be foreseen (Excision by endonasal or transfabiahiel), depending on the tumor extension to the
paranasal sinuses and adjacent structures (ogbithlcraniocérébrale) .For our patient we have
selected vestibular pathway Red Denkers. In casdiffitult removal and / or incomplete,
systematic radiation therapy should be discussseddan the patient's general condition. There is
no superiority of surgery alone versus radiotheralpne or radiosurgery Association. [7] In our
patient we advocated surgery combined with exteradiotherapy. Disseminated forms require
different treatment based on chemotherapy in ialemmedicine [3] .The 5-year survival is around
50% with an average survival of variable dependinghe type of plasmocytoma: extramedullary
(108, 8 months), solitary bone (86.4 months) amdtipie myeloma (24 months). [8]

CONCLUSION

The solitary plasmacytoma of sinonasal cavities ication of extramedullary plasmacytoma,
Clinical and radiology are not specific. The diagisais essentially histological. Biology helps to
appreciate the spinal dissemination to suggestisthlated or not the plasmacytoma. Treatment of
extramedullary form endonasal based on either i@ tombination surgery followed by
radiotherapy, either radiotherapy alone. The pregns related to changes by invading the bone
marrow (multiple myeloma) that warrants monitoringjnical, biological and radiological
extended.
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Figure 1: Facial CT axial section showing tumor tissue dgrmiocess of the right nostril with
maxillary bone loss (arrow)
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