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The bone-marrow tumour was recognised by
Von Rustizky in 1873 and was called by him as
"Myeloma". The growths are primarily in the
bone-marrow, which characterise the majority
of myelomas and are classified among the bone
tumours (Ewing, 1946). The authors like Lu-
barsch (1906, 1907), Pappenheim (1907) re-
gard plasma-cytomas as closely allied to the
leukemias and to diseases of the
general.
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Two types °f myeloma are commonly recog-
nised, the ome is pyeloid myeloma consisting
of primitive granulocytes and the other is
plasma-cell myeloma, composed of plasma cells.
The Jlatter, what is also known as plasmacy-
toma, is much the commoner variety. This
tumour gariging in the bone-marrow form mul-
tiple nodules zocompanied usually by local ab-
sorption ©f bone, producing a» early recogni-
zable X-Ray picture, spontaneous fractures are
of common occurrence because of the bone ab-
sorption,
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The disease is one of adult life between the
age of 40 and 60 and is commonly seen in men.
It is characterised by severe pain from soften-
ing and deformity clue to the rarefactions of
bones from the growth within the marrow. About
75 per cent Of cases show some form of nephri-
tis and Bence Jones protein in the urine. The
X-Ray appearances fairly characteristic,
and manifest multiple osteolytic foci which are
hazy and rounded in outline. The bones chief-
ly affected are the ribs, sternum, vertebrae and
fiat bones and occa_sionally the long bones.
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Solitary plasmacytoma has been described
but in most cases the generalised form developes
if the patient has lived long enough. Leukae-
mia is ygually absent. It is difficult to under-
stand why the cells do not pass into the circulat-
ing blood and what factors prevent the deve-
lopment ©of an ordinary Leukaemia. Plasma
cells have been described to have been found in
the circulating blood in cases of typical mye-
loma (Beck and McCleary, 1919j). Recently
records of 25 cases of plasma cell leukcemia have
been collected from the literature by Meyer,
Halpern and Ogden (1945). These authors be-
lieve that the reported cases of plasma-cell leu-

kcemia represent cases of multiple myeloma with
an associated leukcemia.

Pathology

Plasmacytomas are usually soft to the touch
but they may also Pe moderately firm in con-
sistency. They are greyish if appearance. The
cells are ygually plasmacytes, large oval cells,
whose nucleii lie eccentric in the pagophilic cyto-
plasm. There is a perinuclear clear "zone .in
which are placed clumps ©f chromatin which is
also contained in the nucleus and has a cart-
wheel appearance. As a rule mitotic figures are
rare.

Case record

J. aged 40 male, was admitted in the Assam
Medical (ollege Hospital om the 9th January,
.1951 with a letter from a medical officer of a
Tea garden. He had a hiStOIy of fall about a
year back, in 1950, While working in the Tea
factory and thereafter complained of pain in
his left phip-joint, Put tbere was no manlfest:,a—
tion of injury due to this flall. He was admit-
ted into the Tea garden hospital and was thOught
to be a case of osteomye]_itis because of the his-
torv of injury, pain and feyer, and treéted ac-
cordingly. He apparently improved with this
conservative treatment Put the symptoms start-
ed again after 15 days. The pain was less but
2 glight rise of temperature continued.
readmitted into the garden hospital and was
diagnosed this time as 2 of tubErCU..lous
.disease of the joint. He was further elxamlned
by = specialist of the Tea garden hOSpltall""ho
X-rayed him and dlagnolse.d the case as a giant-
cell tumour of the left ilium.

He was
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Complaints

Pain in the inner ggpect of the left thigh and
inability to walk properly, duration about a
year.

Clinical findings

The patient was of moderate built. He was
limpj_ng but there was no shortening of the limbs.
The gluteal fold on the left side was flattened
while the inner agpect of the ypper part of the
thigh was swollen and tender on pressure. All
movements were free.

Examination of Blood : Haemoglobin?60 per
cent, red cell count?3,700,000 per c.mm.,
white cell count?6,700 per c.mm., Difj. count:
polymorphs?67 per cent, lymphocyte?32 per
cent, monocyte?nil, eosinophils?l per cent,
Bone marrow reaction?normoblastic to both ery-

thocytes and leucocytes. E.S.R. (Wintrobe)?
end of 1st hour?3 yn,.; end of 2nd hour?
5 mm. Kahn npegative; Urine?Bence Jones
protein?negative.

BlOpSy')A piece of tissue was taken by an
oblique incision 4" from about 1" medial to
the pelvic spine lateralwards to the ypper part
of the thigh. & piece of superior ramus was
chiselled and sent for histological examination.

Biopsy report : Large number of round cells
differently arranged -with little intercellular
matrix. The cells mostly plasmacytes?
large oval cells of which the nucleus lies eccen-
tric and having basophilic cytoplasm. The
matrix in some shows hyaline degeneration' No
giant cell or osteoid tissue seen (gee Plates XII
and XTI, Figs. 1, 2 and 3). A case of plasma-
cytoma 1is confirmed by Unna-Pappenheim
pyrenin methyl green strands, of bony tissue
lying in between, presenting a trabecular appear-
ance guggestive Of osteo-clastoma of extensive
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type. Head of femur is dislocated medially into
the pelvis (see Plate XIII, Fig. 4). After
the biopsy report was received, the patient

was again sent for X-ray examination of the
different portions of the body and further radio-
logical report confirmed the higtological diag-
nosis and revealed a typj_cal punched excava-
tion in the skull (see Plate XTTT, Fig. 5) and the
radiologist diagnosed this as expression of mul-

tiple myeloma @nd changed his former diagnosis
of osteoclastoma.

Discussion

The case was first diagnosed as osteomyelitis
because of the history of injury’ pain and fever.
When the gymptoms and signs increased and
the left joint was involved, the case was then
diagnosed as tubercular hlp This diagnosj_s
was again changed to osteoclastoma after the
X-rayed, but the diagnosis
could only be made after bigpsy report. Fur-
ther X-ray examination confirmed the biopsy
report.

case was correct
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.Multiple myeloma is a tumour of the bone-
The nodules are usually mu]_tiple and
their growth is accompanied by local absorption
of bone. This malignant disease is attended by

marxrow .

symptomg ©of pain and ansemia as in this case.
The myeloma cells may gain entrance into the
circulating blood and mayIbe identified by stain-
ing blood gmears, but in this
myeloma cells could be detected in the blood
Hyperproteinsemia due to increased
globulin could not be detected in this case and
Bence Jones protein did not gppear in the urine.

Roentgenographs examination reveals multiple,
small and large areas of bones destruction which

unaccompanied by proliferative reaction.
These appearances are agpt to be mistaken for
osteoclastoma. Punched areas are well demons-
trated in the X-ray of the skull in this case.
Ewing's tumour of blood, = myeloma derived

from endothelium (endothelial myeloma, diffuse
endothelioma of pone) is in children and

case no such

smear .
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young adults. The patient complains ©f pain
in the affected area. Swe]_]_j_ng may ©°Ff may DOt

be present. Ewing's conception ©of this histo-
genesis as endothelial myeloma has Dbeen
doubted.

The growth in the present case which

started in the pedullary cavity, is highly osteo-
lyth with no evidence of any bone production‘

Jaffe and Lichtenstein (1942) hold that the
Ewing's tumour is probably derived from the
reticular tissue of the marrow. X-ray examina-
tion of the entire skeleton reyeals but one bone
lesion mogtly in the middle portion of the shaft
of a long bone but in multiple myeloma there
are many. Neither the "onion skin" with cer-
tain amount of destruction as found in X-rays
of Ewing's tumour could be seen in multiple
myeloma. Myelocytic myeloma has been des-
cribed consisting of all the cell types seen in
the marrow. Erythroblastic myeloma has also
been described but it is doubtful whether these
tumours should be included in this category.
various considerations gypport the opinion that
multiple myeloma is a gystemic disease and not
confined to the bone-marrow alone. Ha3mic
Reticulosis (Leukaemias) regarded as
systematised hyperplasias of hemopoietic tissue.
The tumour is derived from primary medullary
reticulosis and may be multiple,

is now

discrete or

diffuse. Extra-osseous metastases have been
described by several authors (Battaglia, 1928;
Geschiekter and Copeland, 1928). They have

been sometimes wrongly diagnosed as lympho-

sarcoma. It appears that there are gradations
similar to those of the so-called lymphomas .
They may e single o= multiple, relatively

benign or highly malignant, or in rare instances
may bPe associated with a leukemic blood
picture.

The functions ©f the

lymphocytes and the
plasma cells are still a matter of opinion and
no definite opinion <an be given. It is generally
held that the plasma cells derivatives of

are
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lymphocytes and in certain stage of' the deve-
lopment °f plasmacytoma they may conmsist of
lymphocytes only and may e diagnosed as
lymphomas. Other observers held them as a
type of cell sui generis. Another view is that
the plasma cells Originate from marrow reti-
culum cell and the Jymphocytes from lymphoid
reticulum cell. It is now pogsible to identify
this type of cell and its ancestor. Ill-defined
group ©f tumours such as multiple myelomatosis,
Ewing's- tumour, Hodgkin's disease and Hodg-
kin's sarcoma have all their origin from the pri-
mitive mesenchyme which undergone
further differentiation. The pultiple myeloma-
tosis develops probably from lymphoblastic or
lymphocytic reticulum in which the cells may
form plasma cells and must of the hemopoietic
marrow mgy be involved. The tumour masses
may ©Pe quiescent for = long time
in the primary site or the marrow may reveal
predominance ©f the cells composing the clini-

cally manifested tymour, the disease generalising
in its terminal phase. The reticule?sarcomata

differ from the systematised reticule-endothelial
hyper_plasias and show numerous mitoses and
nuclear hyperchromatism. The reticuloendo-
thelial hyperplasias?retain the character to be
multifocal in the organs of the reticulo-endothe-
lial system and thus in the advanced stage of
the disease many of the limph nodes as well as
the hasmopoietic bone-marrow may be affected.

Prognosis is most uncertain. The patient may
remain well for and then may

has

in bones

some  years;

develop a recurrence. The tumour mpgy appear
to be SlOWlY growing as no gpparent cure can
be ensured Dy appropriate treatment. The
danger of recurrence or development of metas-
tases several years later is also great.
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Fig. 1.?Low pewer view of the plasmacytema showin
large oval cells with eeecentrie nueleus. Ne giant eel

or ©OBteoid tissue seen.

o

7. 2.7High pewer View of the tumeu¥ tissus:



Plate XIII
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Fig. 3.?Very enlargﬁd view of the tissue Flg. 4.?X-Ray picture Of the
cells.

pelvis showing irregular excava-
tions in the lower part of the

Ilium and ypper part O©f pelvis.
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