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ABSTRACT 

Solitary extramedullary plasmacytoma is a rare plasma cell neoplasm, and colonic involvement is exceedingly uncommon. We 
report the case of a 57-year-old man diagnosed with a right colonic plasmacytoma during the evaluation of anemia identified in 
the preoperative workup for elective cholecystectomy. Further investigation revealed a localized lesion without evidence of 
systemic involvement or criteria for multiple myeloma. The patient underwent laparoscopic right hemicolectomy with complete 
tumor resection and an uneventful postoperative recovery. Histopathological examination and immunohistochemical staining 
confirmed the diagnosis of solitary extramedullary plasmacytoma. This case highlights the importance of thorough evaluation of 

unexplained anemia and underscores the role of complete surgical excision as a curative approach for localized colonic 
plasmacytoma. 
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INTRODUCTION 

 
Solitary extramedullary plasmacytoma (SEP) is a 

rare plasma cell neoplasm characterized by a 

localized monoclonal proliferation in soft tissues, in 

the absence of bone marrow involvement and 

without meeting the diagnostic criteria for multiple 

myeloma.¹ Together with solitary bone 

plasmacytoma, SEP forms part of the spectrum of 

plasma cell neoplasms, distinguished primarily by 

its anatomic location and biological behavior. It 

accounts for approximately 3% of all plasma cell 

neoplasms, while involvement of the lower 

gastrointestinal tract is exceedingly rare, with only a 

limited number of cases reported in the literature.² 

Accurate recognition and diagnostic 

characterization are essential, as the prognosis, 

treatment approach, and follow-up strategy differ 

substantially from those of multiple myeloma. 

Although SEP generally follows a more favorable 

clinical course, it carries a risk of progression to 

multiple myeloma, underscoring the importance of 

comprehensive initial staging and long-term clinical 

surveillance. 

 

CASE DESCRIPTION 

 

A 57-year-old man undergoing preoperative 

evaluation for elective cholecystectomy was found 

to have moderate anemia. Hematologic evaluation 

revealed positive direct and indirect Coombs tests 

and positive panagglutinins. 

Colonoscopy demonstrated a raised, centrally 

ulcerated lesion in the ascending colon. Multiple 

biopsy specimens were obtained from the lesion 

(Fig. 1). 

Histopathologic examination demonstrated diffuse 

infiltration by mature plasma cells and scattered B 

lymphocytes. Immunohistochemical staining 

showed positivity for plasma cells (CD138) and 

kappa light chains, with negativity for lambda light 

chains, findings consistent with plasmacytoma. 

 

Positron emission tomography/computed 

tomography (PET/CT) demonstrated 

hypermetabolic mural thickening of the ascending 

colon near the hepatic flexure (SUVmax, 8.4), with 

adjacent hypermetabolic lymphadenopathy 

suspicious for metastatic involvement. 

 

 

 
 
Figure 1. Colonoscopy showing a raised, ulcerated lesion 

in the ascending colon (arrow). 
 

 

The diagnostic criteria for solitary plasmacytoma 

established by the International Myeloma Working 

Group and the Argentine Society of Hematology 

were assessed to exclude multiple myeloma, 

including: 1) a soft-tissue mass composed of clonal 

plasma cells; 2) serum monoclonal gammopathy 

and/or low concentrations or absence of urinary light 

chains; 3) absence of clonal plasma cells on bone 

marrow biopsy; and 4) absence of myeloma-related 

end-Laboratory testing showed elevated serum free 

kappa light chains (150 mg/L) and lambda light 

chains (12.69 mg/L), with weakly positive urinary 

Bence Jones protein of the kappa type. Bone marrow 

biopsy was normal. There was no hypercalcemia, 

renal impairment, or anemia. Whole-body CT 

showed no osteolytic lesions. 
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A presumptive diagnosis of SEP of the ascending colon was 

made. Following review by a multidisciplinary team, comprising 

colorectal surgeons, oncologists, hematologists, pathologists, and 

radiologists, laparoscopic right colectomy with primary ileocolic 

anastomosis was performed for local disease control and 

definitive histopathologic diagnosis. The procedure was 

completed without intraoperative complications.  

Gross examination revealed a firm, whitish lesion measuring 2.8 

× 2.5 cm in the ascending colon, with slightly raised borders and 

central ulceration. The lesion extended through the full thickness 

of the colonic wall into the pericolic fat and caused approximately 

60% luminal stenosis (Fig. 2A). Within the pericolic adipose 

tissue, rounded nodes measuring up to 2.9 cm were identified, 

corresponding grossly to a nodal conglomerate (Fig. 2B). 

Microscopic examination revealed a diffuse proliferation of 

atypical plasmacytoid cells measuring 2.8 × 2.5 cm, with a 

predominantly interstitial growth pattern and displacement of the 

colonic glands. The neoplastic infiltrate extended from the 

mucosa, where focal superficial erosion was present, through the 

subserosal fibro-adipose tissue (Fig. 3A–C). Fifteen regional 

lymph nodes were identified, 3 of which were involved by the 

neoplasm and corresponded to the previously identified nodal 

conglomerate (Fig. 3D). All surgical margins were negative for 

neoplasia. 

Immunohistochemical studies demonstrated strong, diffuse 

CD138 expression by the neoplastic cells, with kappa light-chain 

restriction, supporting a clonal plasma cell population. Only rare 

CD20-positive B cells and CD3-positive T cells were identified, 

scattered throughout the stromal background. Taken together, the 

morphologic and immunophenotypic findings were consistent 

with a plasma cell neoplasm and confirmed the diagnosis of 

extramedullary plasmacytoma. 

The postoperative course was uneventful, with no complications. 

The patient was discharged on postoperative day 5, with 

outpatient follow-up by the colorectal surgery and hematology 

services. 
 

 

 

 

 
 
          Figure 2. Surgical specimen. A. Raised, ulcerated mucosal lesion involving the full thickness of the colonic wall. B. Conglomerate of lymph nodes. 

 

 
 

 

DISCUSSION  

 
The diagnosis of SEP requires integration of clinical, radiologic, 

histopathologic, and immunohistochemical findings, together 

with comprehensive systemic staging to exclude multiple 

myeloma, as this distinction has important implications for 

treatment, prognosis, and follow-up. Given the rarity of colorectal 

involvement, the available evidence is largely limited to case 

reports and small case series; therefore, the optimal diagnostic 

and therapeutic approach remains uncertain. 

Clinically, patients may present with abdominal pain, changes in 

bowel habits, gastrointestinal bleeding, or anemia; however, 

many are asymptomatic, with the diagnosis made incidentally 

during evaluation for other indications, as in the present case.3,4 

Definitive diagnosis requires histopathologic evaluation with 

immunohistochemistry demonstrating a clonal plasma cell 

proliferation. Strong CD138 expression and light-chain 

restriction are characteristic findings.5 In addition, systemic 

involvement must be excluded based on criteria established by 

the  International  Myeloma  Working  Group,   including   bone  

 

marrow evaluation, serum and urine protein studies, and whole-

body imaging to rule out multiple myeloma.6 

In patients with localized disease and resectable lesions, complete 

surgical resection is the treatment of choice and provides 

excellent local control.7 Radiation therapy is generally reserved 

for unresectable tumors, residual disease, or patients who are not 

surgical candidates, whereas systemic therapy is considered for 

disease progression or systemic involvement.7 In the present case, 

multidisciplinary postoperative review determined that the 

resection was oncologically complete; therefore, surveillance was 

recommended with clinical evaluation, laboratory testing, 

colonoscopy, and PET/CT. After 3 years of follow-up, the patient 

remains free of local recurrence, with no evidence of progression 

to multiple myeloma. 

The prognosis of SEP is generally favorable, with high rates of 

local control; however, progression to multiple myeloma has 

been reported in approximately 30% to 50% of patients over the 

long term, underscoring the importance of prolonged clinical and 

biochemical surveillance.6,8,9 
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Figure 3. Histopathologic findings. A. Colonic mucosa showing a neoplastic proliferation of plasma cells extending transmurally into the subserosal fibro-adipose 

tissue, with associated lymphoid aggregates (arrows) (H&E, ×40). B–C. Plasmacytoid proliferation composed of discohesive cells with round, eccentric nuclei, 

consistent with a plasma cell neoplasm (H&E, ×400). D. Lymph node showing neoplastic involvement with replacement and displacement of the nodal parenchyma 

(H&E, ×40). 
 

 
 

CONCLUSION  

 
Colonic extramedullary plasmacytoma is an exceptionally rare 

neoplasm whose diagnosis requires a multidisciplinary approach, 

including thorough histopathologic characterization and 

exclusion of systemic disease. In patients with localized disease, 

complete surgical resection provides effective local control. 

However, the potential for progression to multiple myeloma 

underscores the need for long-term clinical and hematologic 

surveillance. Reporting additional cases may further our 

understanding of the clinical behavior of this rare entity and 

improve its diagnostic and therapeutic management. 
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