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1 |  INTRODUCTION

Multiple myeloma (MM) can cause cerebral venous sinus 
thrombosis (CVST) or cranial neuropathies. Combined uni-
lateral palsies of cranial nerves IX- XII are called Collet- 
Sicard syndrome (CSS), which can be caused by MM 
extramedullary plasmacytomas (MM- EP) or CVST. Our case 
report illustrates a unique combination of MM- EP and CVST 
causing CSS.

Multiple myeloma (MM) is a malignant clonal plasma cell 
dyscrasia typically presenting with anemia, hypercalcemia, 
bony skeletal symptoms, and/or renal failure and comprises 10% 
of hematological malignancies.1 Neurological involvement in 
MM can occur due to the following2: (i) direct infiltration (eg, 
inflammatory neuropathy); (ii) remote effects of the disease 
[eg, hypercoagulability causing cerebral venous sinus thrombo-
sis (CVST)]3; or (iii) complications from treatment (eg, seizures 
from melphalan). Central nervous system (CNS) involvement 
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Abstract
In a patient with Collet- Sicard syndrome and multiple myeloma, both extramedullary 
plasmacytomas and internal jugular vein- sigmoid sinus thrombosis should be consid-
ered as they can coexist.
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is rare (approximately 1% of MM cases)4 and usually due to 
extramedullary plasmacytomas (EP) from longer- standing ad-
vanced stage MM (MM- EP). EP comprise 1% of head and neck 
tumors5 and have a predilection for the skull base6; intracranial 
MM- EP can therefore manifest as cranial neuropathies depend-
ing on the site of the lesion.7 MM- EP carry a poor prognosis, 
with median overall survival of approximately 2 months.8

Collet- Sicard syndrome (CSS) is a rare presentation of 
combined unilateral palsies of cranial nerves IX, X, XI and 
XII from skull base lesions that affect both the jugular foramen 
pars nervosa and the hypoglossal canal. In a recent review of 51 
CSS cases reported in the literature, 40% are caused by malig-
nancies, including EP, and 33% by vascular disease including 
CVST.9 However, the majority of the reported EP cases causing 
jugular foramen syndromes such as CSS are solitary plasmacy-
tomas rather than MM- EP.10 There are no reported CSS cases 
caused simultaneously by both MM- EP and CVST.

2 |  CASE EXAMINATION

2.1 | Case history

A 57- year- old female initially presented at an external facility 
with fatigue and anemia. She was found to have a monoclonal 
band on serum protein electrophoresis and 62% plasmocytosis 
on bone marrow biopsy which confirmed the diagnosis of MM. 
She was treated with dexamethasone 40mg weekly and a 21- day 
cycle of lenalidomide 25 mg once a day for 6 months. Repeat 
bone marrow examination revealed no excess plasma cells, 
and the lenalidomide dose was reduced to 10mg. However, she 
elected to transfer to our facility a year later after complaining 
of four months of hoarseness of voice, difficulty in swallowing, 
and night sweats despite her ongoing treatment.

Initial blood tests revealed normal renal function and cal-
cium level, and the following abnormal results: a normocytic 
normochromic anemia with a hemoglobin of 7.7 g/dl [nor-
mal range (NR) 11.5– 16.5 g/dl], monoclonal band on serum 
protein electrophoresis (0.15 g/dl; NR 0), and beta- 2 micro-
globulin raised at 7152  ng/ml (NR 670– 2143). Serum free 
light chain (FLC) assay revealed elevated kappa (κ) light 
chains (4840 mg/L; NR 6.7– 22.4) with normal lambda (λ) 
light chains (12.9 mg/L; NR 8.3– 27.0) giving an elevated κ/λ 
ratio of 375.2 (NR 0.26– 1.65). There were no bone lesions 
on cross- sectional magnetic resonance imaging (MRI), and 
a computed tomography (CT) scan of the head was reported 
as normal.

2.2 | Differential diagnosis

The investigations were in keeping with suboptimal MM dis-
ease control. Her therapy was optimized to the VRD regimen: 

weekly subcutaneous bortezomib (V) 2.5mg (calculated as 
1.3 mg/m2 body surface area) once a week for three weeks 
followed by one- week break, lenalidomide (R) 25 mg once a 
day for three weeks followed by one- week break, and dexa-
methasone (D) 40 mg once a week. However, her dyspho-
nia, dysarthria, and dysphagia progressed, and she developed 
generalized body fatigue, weakness and episodes of tetany, 
which led to an urgent admission a month later.

2.3 | Investigations

Repeat blood tests revealed worsening anemia with a hemo-
globin of 5.0  g/dl, thrombocytopenia (platelet count of 
128  ×  109/L; NR 150– 400), hypokalemia (2.50mmol/L; 
NR 3.3– 5.4), hyponatremia (131  mmol/L; NR 136– 145), 
hypomagnesaemia (0.44  mmol/L; NR 0.66– 1.07), hypoc-
alcaemia (1.9mmol/L corrected; NR 2.15– 2.55), and hypo- 
albuminemia (30.6 g/L; NR 35– 55), but normal renal function 
and insignificantly elevated liver function tests. These results 
led to the diagnosis of Fanconi syndrome (FS) being caused 
by light chain proximal tubulopathy (LCPT). We corrected 
the electrolyte imbalances with the help of the nephrology 
team, but her neurological symptoms persisted so she was 
reviewed by the neurology team.

Cranial nerve examination revealed absent gag reflex, left 
palatal weakness with contralateral uvula deviation, weak-
ness of the left sternocleidomastoid and trapezius muscles, 
and a weak, wasted and fasciculating tongue that was devi-
ated to the left. Gustatory function in the posterior third of 
the tongue was difficult to assess, and the rest of the neuro-
logical examination was normal. The signs found were all 
in keeping with combined multiple ipsilateral lower cranial 
neuropathies consistent with CSS.

MRI brain scan with contrast revealed reduced T1 signal 
in the marrow of the left clivus, petrous and mastoid temporal 
bones, with gadolinium enhancement extending to the jugu-
lar foramina and hypoglossal canals bilaterally, worse on the 
left. The findings were in keeping with intracranial MM- EP. 
Dedicated imaging of the vasculature with CT venography 
further confirmed CVST in the left sigmoid- jugular sinus 
complex extending to the proximal internal jugular vein 
(Figures 1- 5).

2.4 | Treatment

The VRD therapy was intensified for the MM- EP and 
continued with good effect such that at 6  weeks κ was 
311.0 ml/L, λ was 8.57 mg/L, and κ/λ ratio was much im-
proved at 36.3. The patient was also commenced on rivaroxa-
ban (15 mg twice daily for three weeks followed by 20 mg 
once a day) for the CVST, as she did not want injections of 
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low- molecular- weight heparin (LMWH), and there was no 
reliable warfarin service near her. She was followed up by 
the hematology service regularly in our hospital's chemother-
apy unit to ensure adherence to the VRD treatment.

2.5 | Outcome and follow- up

At 3 months, she had complete resolution of her cranial nerve 
symptoms with no further complications and had found it 
easy to comply with both rivaroxaban and the VRD regimen. 
Repeat neuroimaging at this stage showed partial resolution 
of the CVST; the MM- EP had marginally increased from 

F I G U R E  1  T2- weighted thin- slice fast imaging employing 
steady- state acquisition (FIESTA) magnetic resonance imaging (MRI) 
sequence shows left clival and petrous bone T2 hypointense mass 
(open arrows) displacing the left internal carotid artery anteromedially 
(diamond arrow), with left mastoid effusion (asterisk)

F I G U R E  2  T2- weighted thin- slice FIESTA MRI sequence shows 
thickened left glossopharyngeal and vagus nerves (open arrows) 
entering a narrowed jugular foramen pars nervosa

F I G U R E  3  T2- weighted thin- slice FIESTA MRI sequence shows 
a thickened left hypoglossal nerve (open arrow) within hypoglossal 
canal narrowed by inferior aspect of mass

F I G U R E  4  T1- weighted MRI with contrast showing left clival, 
prevertebral, and petrous mass obscuring left jugular bulb (open arrow)
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2.7 cubic centimeters (cc) to 3.1 cc (approximately 14% in-
crease), which qualified as stable disease as per the response 
evaluation criteria in solid tumors (RECIST) criteria.11 We 
therefore decided to continue the VRD regimen and antico-
agulation for a total of 6 months, in line with respective inter-
national guidelines.12

3 |  DISCUSSION

Our patient did not have the appropriate treatment for MM 
at the outset, which may have led to early extramedullary 
disease progression. Disease dissemination usually occurs 
years later even in stable patients treated with autologous 
stem cell transplant.3 By the time she presented to our facil-
ity, she required salvage therapy and as per guidelines we 
instituted the VRD regimen,13 a regimen similar to other 
regimens such as the carfilzomib- based KRD (carfilzomib, 
lenalidomide and dexamethasone),14 which have been shown 
to improve prognosis specifically in disseminated MM in-
cluding MM- EP.15 There is some evidence that in relapsed 
or refractory MM patients with MM- EP, a more intensive 
“lymphoma- like” polychemotherapy regimen can be used.16 
Radiotherapy can offer further prolongation of disease- free 
survival,17 but our patient's MM- EP was deemed stable as per 
the RECIST criteria.11 Indeed, there are reports of significant 

reduction in intracranial MM- EP and improved prognosis 
with salvage regimens without the need for radiotherapy.14 
Surgical treatment is not well established for skull base plas-
macytomas, although some recommend salvage surgery in 
cases of recurrent/persistent disease,10,18 which was not per-
tinent to our case.

Our patient's MM- EP presented with CSS. CSS can be the 
first presenting feature of MM,10,19 or a presenting feature of 
dissemination of previously controlled MM3; mortality can 
be within months of such presentations.20  Jugular foramen 
syndromes and CSS are not the only cranial neuropathies 
that herald MM. Depending on the site of infiltration at the 
skull base,7  MM can first present with: (i) isolated palsies 
of, for example, the oculomotor,21 abducens,22 or hypoglos-
sal23 nerves; or as (ii) multiple cranial neuropathies that are 
either adjacent (eg, of the trigeminal and abducens nerve)24 
or separate (eg, optic neuropathy in combination with other 
cranial neuropathies).25 Even if the presenting feature is cra-
nial, it remains important to look for concurrent neurological 
involvement in the spinal cord26 or peripheral nerves,27 which 
we did in our patient on clinical examination.

The association between MM and FS is well known from 
the 1950s,28 and in adults FS usually occurs due to intracyto-
plasmic deposition of monoclonal (usually κ) light chains in 
the proximal tubular epithelial cells, and this leads to LCPT.29

Patients with multiple myeloma are at an increased risk of 
venous thromboembolism, and thromboprophylaxis is recom-
mended, with either aspirin or LMWH depending on disease, 
patient, and treatment- related factors.30 For our patient, the 
initiation of appropriate chemotherapy occurred only shortly 
before the second admission caused by FS, and thrombopro-
phylaxis had therefore not been commenced. It is unlikely 
our patient developed CVST at this second admission as she 
did not have headache or visual disturbance, which suggests a 
more subacute onset of the thrombosis. While the MRI brain 
scan picked up the MM- EP in our case, the diagnosis of CVST 
was only clarified after definitive CT venography. Indeed, ded-
icated skull- based CT imaging with additional techniques such 
as multidetector- row CT have been shown to adequately diag-
nose the extent of infiltration and even the cause of CSS.31,32 
CVST can occur with intracranial MM- EP,3 but only <5% of 
CVST cases present with multiple cranial nerve palsies,33 and 
CSS caused by CVST has only been described in five cas-
es2,33- 36 based on our literature review (see Table 1).

Warfarin or LMWH is the recommended treatment for 
thrombotic events in MM,30 and warfarin is the internation-
ally accepted standard treatment of CVST.37 However, the risk 
of bleeding needs to be balanced against the risk of recurrent 
thrombosis on an individual basis, especially in hematological 
malignancies where thrombocytopenia increases bleeding risk, 
especially in the first 6 months of anticoagulation.30 Our patient 
did not have thrombocytopenia at the time of commencing anti-
coagulation, and as a team we agreed the risk of further CVST 
or other thromboses was higher in the context of her MM disease 

F I G U R E  5  Computed tomography (CT) venography of the 
intracranial vasculature showing no flow in left sigmoid- jugular 
complex (open arrow) in keeping with occlusive cerebral venous sinus 
thrombosis
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being so active, and it is recommended that in such cases an-
ticoagulation should be continued until the underlying disease 
is controlled.30  Warfarin was difficult to institute because of 
poor local setups for adequate monitoring and dosing, and our 
patient also did not want injections of LMWH. Direct oral anti-
coagulants (DOACs) such as rivaroxaban and dabigatran are not 
recommended because of lack of evidence. For CVST, there is 
some evidence to show safe and efficacious treatment with rivar-
oxaban.38,39 Only several months after this case have we noted 
the recently published randomized controlled trial evidence that 
shows dabigatran is noninferior to warfarin in treating CVST.40

Our case benefited from being managed at a tertiary re-
ferral center, which had the best diagnostic and therapeutic 
options available in the region, except for stem cell therapy 
for which the closest center would have been in South Africa. 
Our report is limited by the paucity of initial evaluation, in-
cluding laboratory workup, from the external facility where 
she first presented in 2018.

4 |  CONCLUSION

MM can affect the nervous system and can manifest in many 
ways including multiple cranial neuropathies such as CSS, 
which can even be the first presenting signs of the disease. 
Patients with MM are more prone to prothrombotic events 
such as CVST, which can be prevented by timely throm-
boprophylaxis. Recent advances in MM treatment have 
improved survival, but MM as a systemic disease can com-
plicate to FS or progress to MM- EP. Urgent salvage regimens 
such as VRD can be used to treat relapses and/or progression, 
resulting in improvement without the need to for surgery or 
radiotherapy as our case illustrates.

ACKNOWLEDGEMENTS
The authors would like to acknowledge the help of Dr 
Ahmed Sokwala, consultant nephrologist at their institution, 
for reviewing the case description and literature review re-
lated to FS due to LCPT. Published with written consent of 
the patient.

CONFLICT OF INTEREST
The authors declare that there is no conflict of interest regard-
ing the publication of this paper.

AUTHOR CONTRIBUTIONS
CWM, FAE and AS summarized the case history and labo-
ratory findings, and developed the background literature 
review. SW provided the neuroimaging and literature on ra-
diology in Collet- Sicard syndrome. MSR contributed to and 
reviewed the hemato- oncology sections of the case report 
and background literature. DSS conceptualized the case re-
port and finalized the manuscript.

ETHICAL STATEMENT
Our work has been conducted in accordance with the 
Declaration of Helsinki (1964). We have obtained written con-
sent from the patient to publish her case and images. In line with 
our Institutional Ethics and Research Committee (IERC) guide-
lines, this case report was exempted from full IERC review.

DATA AVAILABILITY STATEMENT
The clinical history and imaging data used to support the 
findings of this study are included within the article.

ORCID
Dilraj Singh Sokhi   https://orcid.
org/0000-0002-8819-0851 
Adil Salyani   https://orcid.org/0000-0001-9549-8267 

REFERENCES
 1. Palumbo A, Anderson K. Multiple myeloma. N Engl J Med. 

2011;364(11):1046- 1060.
 2. Neo S, Lee KE. Collet- Sicard syndrome: a rare but important 

presentation of internal jugular vein thrombosis. Pract Neurol. 
2017;17(1):63- 65.

 3. MacIntosh PW, Lin AY, Kim JS, Testai FD, Moss HE. Cerebral 
venous thrombosis with papilloedema secondary to skull 
base plasmacytoma. Neuro- ophthalmology (Aeolus Press). 
2017;41(5):284- 286.

 4. Sobol U, Stiff P. Neurologic aspects of plasma cell disorders. 
Handb Clin Neurol. 2014;120:1083- 1099.

T A B L E  1  CVST presenting as Collet- Sicard syndrome

Case report Age (years), gender Risk factor Location of CVST
Duration of 
anticoagulation

Malin et al, 198434 41, female Possible slow- growing tumor Left transverse sinus Unclear

Moon et al, 199433 34, female After an acute febrile illness Left transverse and sigmoid sinus 2 months

Otto et al, 200135 60, male Mild IgG light chain paraprotein Left internal jugular vein 3 months

Handley et al, 201036 30, male After acute upper respiratory 
tract infection

Right internal jugular vein and 
sigmoid sinus

3 months

Neo et al, 20172 71, male Long- term central venous 
catheter for chemotherapy

Left internal jugular vein, 
sigmoid and transverse 
sinuses

6 months

Abbreviation: CVST, cerebral venous sinus thrombosis.

https://orcid.org/0000-0002-8819-0851
https://orcid.org/0000-0002-8819-0851
https://orcid.org/0000-0002-8819-0851
https://orcid.org/0000-0001-9549-8267
https://orcid.org/0000-0001-9549-8267


6 of 6 |   SOKHI et al.

 5. Som PM, Brandwein- Gensler MS, Kassel EE, Genden EM. 
Tumors and tumor- like conditions. In: Som PM, Curtin HD eds. 
Head and Neck Imaging. 5th edn. St Louis: Mosby; 2003:253- 410.

 6. Woodruff RK, Whittle JM, Malpas JS. Solitary plasmacy-
toma. I: Extramedullary soft tissue plasmacytoma. Cancer. 
1979;43(6):2340- 2343.

 7. Na'ara S, Amit M, Gil Z, Billan S. Plasmacytoma of the Skull Base: 
A Meta- Analysis. J Neurol Surg B Skull base. 2016;77(1):61- 65.

 8. Nieuwenhuizen L, Biesma DH. Central nervous system myeloma-
tosis: review of the literature. Eur J Haematol. 2008;80(1):1- 9.

 9. Oliveira IATd, Cordeiro BM, Coelho RD, Souza AFD, Barros YC, 
Teixeira KS. Collet- Sicard syndrome: Case report. 2019.

 10. Oushy S, Graffeo CS, Perry A, Morris JM, Carlson ML, Van 
Gompel JJ. Collet- Sicard syndrome attributable to extramedul-
lary plasmacytoma of the jugular foramen. World Neurosurg. 
2018;110:386- 390.

 11. Eisenhauer EA, Therasse P, Bogaerts J, et al. New response evalu-
ation criteria in solid tumours: Revised RECIST guideline (version 
1.1). Eur J Cancer. 2009;45(2):228- 247.

 12. Durie BGM, Hoering A, Abidi MH, et al. Bortezomib with lena-
lidomide and dexamethasone versus lenalidomide and dexameth-
asone alone in patients with newly diagnosed myeloma without 
intent for immediate autologous stem- cell transplant (SWOG 
S0777): a randomised, open- label, phase 3 trial. Lancet (London, 
England). 2017;389(10068):519- 527.

 13. Richardson PG, Weller E, Lonial S, et al. Lenalidomide, borte-
zomib, and dexamethasone combination therapy in patients with 
newly diagnosed multiple myeloma. Blood. 2010;116(5):679- 686.

 14. Mele G, Pastore D. Efficacy of carfilzomib, lenalidomide, and 
dexamethasone for extramedullary intracranial localization of mul-
tiple myeloma. Case Rep Hematol. 2018;2018:2312430.

 15. Gozzetti A, Cerase A, Lotti F, et al. Extramedullary intracranial lo-
calization of multiple myeloma and treatment with novel agents: a 
retrospective survey of 50 patients. Cancer. 2012;118(6):1574- 1584.

 16. Rasche L, Strifler S, Duell J, et al. The lymphoma- like polychemo-
therapy regimen “Dexa- BEAM” in advanced and extramedullary 
multiple myeloma. Ann Hematol. 2014;93(7):1207- 1214.

 17. Weber DM. Solitary bone and extramedullary plasmacytoma. 
Hematology. 2005;373- 376.

 18. Wein RO, Popat SR, Doerr TD, Dutcher PO. Plasma cell tumors of 
the skull base: four case reports and literature review. Skull Base. 
2002;12(2):77- 86.

 19. Tappin JA, Satchi G, Corless JA, Ashworth F. Multiple myeloma 
presenting as the Collet- Sicard syndrome. J Neurol Neurosurg 
Psychiatry. 1996;60(1):14.

 20. Di Stasi M, Cavanna L, Paties C, et al. Anaplastic myeloma as ex-
tramedullary relapse of multiple myeloma in remission. Case report 
and review of the literature. Acta Haematol. 1986;76(4):202- 207.

 21. Panda BB, Parija S, Mallick J, Pujahari S. Oculomotor nerve palsy 
as a rare presentation and first sign of multiple myeloma. J Clin 
Diagn Res. 2016;10(5):1- 3.

 22. Ibekwe E, Horsley NB, Jiang L, et al. Abducens nerve palsy as 
initial presentation of multiple myeloma and intracranial plasma-
cytoma. J Clin Med. 2018;7(9):253.

 23. Newman NB, Puthenpura V, Mischell S, Ferreira G. Hypoglossal 
nerve mononeuropathy as the first presenting symptom of pro-
gressing multiple myeloma. World J Oncol. 2017;8(1):15- 17.

 24. Thiruvengadam SS, Prayson RA. Multiple myeloma present-
ing with unilateral abducens and trigeminal nerve palsies. J Clin 
Neurosci. 2016;26:143- 144.

 25. Pak N, Shakki Katouli F, Radmard AR, et al. Multiple Cranial 
Nerve Palsy Concomitant with Leptomeningeal Involvement in 
Multiple Myeloma: A Case Report and Review of Literature. Int J 
Hematol Oncol Stem Cell Res. 2018;12(1):8- 13.

 26. Gregorio LM, Soyemi TO. Multiple myeloma presenting as dural 
plasmacytoma. Radiol Case Rep. 2019;14(8):1007- 1013.

 27. Smith N, Kimberger K, Parrish C, Currie S, Butterworth S, Alty J. 
Multiple myeloma with multiple neurological presentations. Pract 
Neurol. 2019;19(6):511- 517.

 28. Engle RL Jr, Wallis LA. Multiple myeloma and the adult Fanconi syn-
drome. I. Report of a case with crystal- like deposits in the tumor cells 
and in the epithelial cells of the kidney. Am J Med. 1957;22(1):5- 23.

 29. Kapur U, Barton K, Fresco R, Leehey DJ, Picken MM. Expanding 
the pathologic spectrum of immunoglobulin light chain proximal 
tubulopathy. Arch Pathol Lab Med. 2007;131(9):1368- 1372.

 30. Leebeek FW. Update of thrombosis in multiple myeloma. Thromb 
Res. 2016;140(Suppl 1):S76- 80.

 31. Lucato LT, Passos RBD, Campos CR, Conforto AB, 
McKinney AM. Multidetector- row computed tomography 
in the diagnosis of Collet- Sicard syndrome. BMJ Case Rep. 
2009;2009:bcr2007120972.

 32. Barbiero FJ, Baehring JM, Fulbright RK, Becker KP. MRI find-
ings in Collet- Sicard syndrome. Neurology. 2017;88(8):811.

 33. Moon TS, Sung KB, Shin DJ. A case of Collet- Sicard syndrome 
resulting from jugular vein thrombosis. J Korean Neurol Assoc. 
1994;12(2):348- 353.

 34. Malin J- P, Haas J, Schliack H, Vogelsang H. Zur Ätiologie des 
Foramen jugulare- und des Collet- Sicard- Syndroms. Aktuelle 
Neurol. 1984;11(02):50- 53.

 35. Otto M, Otto V, Götzinger R, Cordes P, Wessel K. Collet- Sicard's 
syndrome as a result of jugular vein thrombosis. J Neurol. 
2001;248(2):143- 144.

 36. Handley TP, Miah MS, Majumdar S, Hussain SS. Collet- sicard syn-
drome from thrombosis of the sigmoid- jugular complex: a case re-
port and review of the literature. Int J Otolaryngol. 2010;2010:1- 5.

 37. Ferro JM, Bousser MG, Canhão P, et al. European stroke organi-
zation guideline for the diagnosis and treatment of cerebral venous 
thrombosis -  endorsed by the European Academy of Neurology. 
Eur J Neurol. 2017;24(10):1203- 1213.

 38. Patel SI, Obeid H, Matti L, Ramakrishna H, Shamoun FE. Cerebral 
venous thrombosis: current and newer anticoagulant treatment op-
tions. Neurologist. 2015;20(5):80- 88.

 39. Rusin G, Wypasek E, Papuga- Szela E, Żuk J, Undas A. Direct oral 
anticoagulants in the treatment of cerebral venous sinus throm-
bosis: a single institution's experience. Neurol Neurochir Polska. 
2019;53(5):384- 387.

 40. Ferro JM, Coutinho JM, Dentali F, et al. Safety and efficacy of 
dabigatran etexilate vs dose- adjusted warfarin in patients with 
cerebral venous thrombosis: a randomized clinical trial. JAMA 
Neurol. 2019;76(12):1457- 1465.

How to cite this article: Sokhi DS, Mithi CW, 
Ebrahim FA, Salyani A, Waa S, Riyat MS. Collet- 
Sicard syndrome due to concurrent extramedullary 
intracranial plasmacytoma and jugular venous sinus 
thrombosis in multiple myeloma. Clin Case Rep. 
2021;9:e04457. https://doi.org/10.1002/ccr3.4457

https://doi.org/10.1002/ccr3.4457

