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Introduction 

Multiple myeloma (MM) is heterogeneous malignant 

neoplasm that occurs mainly in patients over 50 years of 

age characterized by neoplastic proliferation of a single 

clone of plasma cells (fig 1 a - b) producing a monoclonal 

immunoglobulin. This clone of plasma cells proliferates in 

the bone marrow and often results in extensive skeletal 

destruction with osteolytic lesions, osteopenia, and/or 

pathologic fractures. (Kyle RA, et al. 2004)  

The diagnosis of multiple myeloma is often 

suspected because of one or more of some clinical 

presentations as; bone pain with lytic lesions discovered on 

routine skeletal films, an increased total serum protein 

concentration and/or the presence of a monoclonal protein 

in the urine or serum, systemic signs or symptoms 

suggestive of malignancy, such as unexplained anemia, 

hypercalcemia, which is either symptomatic or discovered 

incidentally, is common, acute renal failure with a bland 

urine analysis or rarely the nephrotic syndrome due to 

concurrent primary amyloidosis. (Kariyawasan et al., 

2007)  

https://www.uptodate.com/contents/overview-of-the-management-of-multiple-myeloma/abstract/1
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It is important to distinguish multiple myeloma both 

from other causes of the clinical presentations above and 

other plasma cell dyscrasias for the purposes of prognosis 

and treatment. It is also important to evaluate patients 

suspected of having multiple myeloma in a timely fashion 

since a major delay in diagnosis has been associated with a 

negative impact on the disease course.  

Most patients with MM present with signs or 

symptoms related to the infiltration of plasma cells into the 

bone marrow, kidney damage or other organs from excess 

light chains. (Kariyawasan et al., 2007)  

  

Fig. (1:a-b) microscopic pictureof plasma cell (a) and stages of plasma cell 

proliferation (b) ) (Kyle RA et al. 2004)  

 

 

 

https://www.uptodate.com/contents/overview-of-the-management-of-multiple-myeloma/abstract/1
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EPIDEMIOLOGY  

MM accounts for approximately 1 percent of all 

cancers and slightly more than 10 percent of hematologic 

malignancies in the United States (US).The annual 

incidence in the US is approximately 4 to 5per 100,000. A 

similar incidence has been reported in the South Thames 

area of the United Kingdom and in European general. 

(Kyle. RA, et al., 2004) The median age at diagnosis is 66 

years.  

MM occurs in all races and all geographic locations. 

The incidence varies by ethnicity; the incidence in African 

Americans and blacks from Africa is two to three times that 

in whites (Huang SY, et al., 2007)  

A small but unknown fraction of cases are familial. 

The risk of developing MM is approximately 3.7-fold 

higher for persons with a first-degree relative with MM. 

MM has been reported in clusters of two or more first-

degree. (Lynch. HT, et al., 2001)  

In Egypt the data are limited to determine the actual 

incidence rate but there is study done To determine the 

clinical and laboratory characteristics and survival of 

diagnosed Egyptian multiple myeloma patients admitted to 
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the Haemato-Oncology Department between 2000 and 

2010. Records of all patients in whom multiple myeloma 

was diagnosed at the Kasr Al Aini Hospital between 2000 

and 2010 were included in this retrospective study. The 

mean age of patients was 58.5 years (range, 27-80 years). 

Fifty-nine percent were males. The majority of patients (73 

%) had an immunoglobulin G monoclonal band and 70 % 

were Kappa chain-positive. Mean overall survival was 37.5 

months (range, 1-84 months). El Husseiny N, et al (2013) 

Survival analysis was statistically insignificant with 

respect to age, sex, International Staging System and type 

of treatment (p  >  0.05). Our records were largely 

comparable to those reported in Chinese studies but 

different from those noted in Western and Arabic countries. 

(Qiu L, et al., 2008).  

Detection of monoclonal free light chains (FLCs) 

(fig 2) is important for diagnosis and monitoring of 

monoclonal gammopathies. Although FLCs are especially 

important in light-chain diseases, such as light-chain 

myeloma, primary systemic (AL) amyloidosis, and light-

chain deposition disease, FLC abnormalities occur in as 

many as 97% of plasma cell disorders, including 95% of 


