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Introduction 
 
Solitary plasmacytoma is a rare, early-stage, localized malig-
nancy of plasma cells that falls between monoclonal gammo-
pathy of unknown significance and multiple myeloma on the 
spectrum of plasma cell disorders. Solitary plasmacytomas are 
usually diagnosed by biopsy, with lack of other lytic lesions on 
imaging, a lack of clonal plasma cells on bone marrow biopsy, 
and no end-organ damage attributable to a clonal proliferative 
disorder.1 
 
Solitary plasmacytomas can be divided into those that affect 
bone or those that affect soft tissue. Of those affecting bone, the 
tumor typically occurs in the vertebrae, ribs, femur, and pelvis. 
Rarely, solitary plasmacytoma may occur in the skull.2 
 
We report a patient with multiple plasmacytomas, with the most 
notable plasmacytoma occurring in the skull at the site of a 
recently excised melanoma. 
 
Case 
 
A 76-year-old man presented to dermatology with complaints 
of scalp bogginess and a dull headache. His past medical history 
was significant for melanoma, most recently of the right parietal 
scalp at the site of his “bogginess”, which had been treated with 
wide local excision and lymph node dissection.  
 
Physical examination revealed a well-healed scalp scar with no 
pigment recurrence but with significant edema and bogginess 
(Figure 1). Brain magnetic resonance imaging revealed a 7 x 3 
x 6 cm signal-enhancing mass in the right parietal calvarium. 
Involvement of the overlying scalp and underlying dura were 
also noted, as well as a persistent mass effect on the subjacent 
brain parenchyma. Computed tomography scan of the chest, 
abdomen and pelvis found no evidence of metastatic disease. 
 
Initially, the mass was suspicious for recurrent melanoma of the 
scalp given its proximity to the previously resected melanoma. 
The patient thus underwent parietal craniectomy with tumor 
resection, cranioplasty, and scalp reconstruction with a free 
musculocutaneous flap.  
 
However, surgical pathology of the scalp, tumor and bone flap 
identified no evidence of melanoma. Instead, pathology showed 
a plasma cell neoplasm composed of cells with densely packed, 
slightly enlarged oval nuclei, “clockface” chromatin, minimal 
eosinophilic cytoplasm, and paranuclear clearing.  

 
 
Evaluation for multiple myeloma with serum protein electro-
phoresis showed minimonoclonal protein spike of IgG kappa 
(0.49 g/dL). Positron emission tomography (PET) scans 
revealed two hypermetabolic lytic lesions in the sternum and 
manubrium. Two subsequent bone marrow biopsies showed 
only hypercellular marrow with no monotypic plasma cell 
infiltrate, and both sites were non-tender to palpation. Labs 
were notable for a hemoglobin of 13.8 g/dL, a creatinine of 0.79 
mg/dL, and a calcium of 9.7 mg/dL. Given the negative bone 
marrow biopsies and lack of end-organ damage, the patient was 
diagnosed with multiple plasmacytomas without meeting 
criteria for multiple myeloma. Accordingly, no systemic 
treatment was initiated, and close follow-up over 12 months has 
revealed no signs of new or worsening disease. 
 
Discussion 
 
This patient’s presentation of a plasmacytoma in the skull 
without signs of systemic myelomatosis is a very rare cancer 
diagnosis. Plasma cell myelomas account for 2% of all new 
malignancies.3 Solitary plasmacytomas of the bone comprise 
only 5–6% of plasma cell neoplasms.4–6 Furthermore, most 
plasmacytomas of the bone occur in the vertebrae, with only 5% 
occurring in the skull.7 Accordingly, we estimate that fewer 
than 100 people are diagnosed with plasmacytoma of the skull 
in the United States each year.7,8  
 
To our knowledge, this is the first reported case of a plasma-
cytoma of the skull presenting at the site of a previously-
resected melanoma. Other sporadic cases of parietal bone 
plasmacytoma were identified in the literature, but all were in 
patients with no significant past oncologic history.9–13  
 
Given the rarity of plasmacytomas, risk factors for their 
development are not well-known. At least one large-scale study 
has shown that plasmacytomas primarily occur in males, 
Blacks, and older individuals, but history of prior malignancy 
or surgery at the site was not identified as a risk factor.8 It thus 
remains unclear for our patient whether his prior scalp melano-
ma may have predisposed him to a plasmacytoma at the same 
site, or if this was simply coincidence.  
 
Interestingly, the patient’s PET scans also revealed two hyper-
metabolic lytic lesions of the manubrium and sternum, which 
prompted consideration of multiple myeloma as a possible 
diagnosis. Per the International Myeloma Working Group, a 
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diagnosis of multiple myeloma can be made in a patient with a 
biopsy-proven plasma cell neoplasm along with at least one of 
the following criteria: 1) anemia, 2) hypercalcemia, 3) renal 
insufficiency, or 4) lytic lesions on imaging.14 It could thus be 
argued that this patient does meet criteria for multiple myeloma 
given the presence of a skull plasmacytoma with additional lytic 
lesions. However, the bone marrow biopsies of the lytic lesions 
were both negative for plasma cell neoplasms, and the patient 
did not have anemia, hypercalcemia, or renal insufficiency. 
Furthermore, multiple myeloma normally presents with an IgG 
monoclonal protein level of at least 1.5 g/dL,15 while it was only 
0.49 g/dL in this patient. For all of these reasons, it was felt that 
multiple plasmacytomas was a more appropriate diagnosis than 
multiple myeloma. 
 
Ultimately, this case illustrates that scalp bogginess, even if 
occurring at the site of a prior malignancy, should prompt 
consideration of plasma cell neoplasm as a diagnostic 
possibility. In addition, this case demonstrates that a 
plasmacytoma with lytic lesions may not necessarily mean 
multiple myeloma, especially in the context of negative bone 
marrow biopsies and no other signs of end-organ damage. 
 

 

 
Figure 1. Edema and bogginess of the parietal scalp at the site 
of prior wide local excision for melanoma 
 
REFERENCES 
 
1. Mateos MK. Solitary extramedullary plasmacytoma. In: 

UpToDate, Post, TW (Ed), UpToDate, Waltham, MA, 
2024.  

2. Iqbal QUA, Majid HJ. Plasmacytoma. 2023 Jul 31. In: 
StatPearls [Internet]. Treasure Island (FL): StatPearls 
Publishing; 2024 Jan–. PMID: 34424649. 

3. Myeloma - Cancer Stat Facts. SEER. Accessed February 2, 
2023. Available at: 
https://seer.cancer.gov/statfacts/html/mulmy.html. 

4. Knowling MA, Harwood AR, Bergsagel DE. 
Comparison of extramedullary plasmacytomas with 
solitary and multiple plasma cell tumors of bone. J Clin 
Oncol. 1983 Apr;1(4):255-62. doi: 10.1200/JCO.1983. 
1.4.255. PMID: 6668499. 

5. Dimopoulos MA, Goldstein J, Fuller L, Delasalle K, 
Alexanian R. Curability of solitary bone plasmacytoma. J 
Clin Oncol. 1992 Apr;10(4):587-90. doi: 
10.1200/JCO.1992.10.4.587. PMID: 1548521. 

6. Shih LY, Dunn P, Leung WM, Chen WJ, Wang PN. 
Localised plasmacytomas in Taiwan: comparison between 
extramedullary plasmacytoma and solitary plasmacytoma 
of bone. Br J Cancer. 1995 Jan;71(1):128-33. doi: 
10.1038/bjc.1995.26. PMID: 7819027; PMCID: 
PMC2033434. 

7. Ozsahin M, Tsang RW, Poortmans P, Belkacémi Y, 
Bolla M, Dinçbas FO, Landmann C, Castelain B, 
Buijsen J, Curschmann J, Kadish SP, Kowalczyk A, 
Anacak Y, Hammer J, Nguyen TD, Studer G, Cooper 
R, Sengöz M, Scandolaro L, Zouhair A. Outcomes and 

https://www.zotero.org/google-docs/?XgMomz
https://www.zotero.org/google-docs/?uJZkAW


  
 

patterns of failure in solitary plasmacytoma: a multicenter 
Rare Cancer Network study of 258 patients. Int J Radiat 
Oncol Biol Phys. 2006 Jan 1;64(1):210-7. doi: 
10.1016/j.ijrobp.2005.06.039. Epub 2005 Oct 17. PMID: 
16229966. 

8. Dores GM, Landgren O, McGlynn KA, Curtis RE, 
Linet MS, Devesa SS. Plasmacytoma of bone, 
extramedullary plasmacytoma, and multiple myeloma: 
incidence and survival in the United States, 1992-2004. Br 
J Haematol. 2009 Jan;144(1):86-94. doi: 10.1111/j.1365-
2141.2008.07421.x. Epub 2008 Nov 11. PMID: 19016727; 
PMCID: PMC2610331. 

9. Raghavendra H, Kumar MD, Panigraghi M, Reddy 
SM. Solitary Giant Extradural Plasmacytoma. Asian J 
Neurosurg. 2017 Oct-Dec;12(4):721-723. doi: 
10.4103/1793-5482.215764. PMID: 29114293; PMCID: 
PMC5652105. 

10. Castillejo LA, de Jesús Julian J, González P, Román R. 
Giant solitary extradural plasmacytoma of the skull: 
illustrative case. J Neurosurg Case Lessons. 2021 May 
24;1(21):CASE21127. doi: 10.3171/CASE21127. PMID: 
35854863; PMCID: PMC9245741. 

11. Zingale A, Magro G, Albanese V. Parietal bone non-
secreting solitary myeloma (plasmacytoma) with spread to 
the epidural space and scalp. Case report. J Neurosurg Sci. 
1995 Dec;39(4):249-52. PMID: 8803846.  

12. Zigouris A, Drosos D, Alexiou GA, Fotakopoulos G, 
Mihos E, Pahatouridis D, Tsiouris S, Fotopoulos AD, 
Voulgaris S. Primary plasmacytoma of the cranial vault: a 
case report. Cases J. 2009 Dec 7;2:9154. doi: 
10.1186/1757-1626-2-9154. PMID: 20062671; PMCID: 
PMC2803951. 

13. Naganuma H, Sakatsume S, Sugita M, Satoh E, 
Asahara T, Nukui H. Solitary plasmacytoma of the skull: 
immunohistochemical study of angiogenic factors and 
syndecan-1--two case reports. Neurol Med Chir (Tokyo). 
2004 Apr;44(4):195-200. doi: 10.2176/nmc.44.195. 
PMID: 15185759. 

14. Rajkumar SV, Dimopoulos MA, Palumbo A, Blade J, 
Merlini G, Mateos MV, Kumar S, Hillengass J, 
Kastritis E, Richardson P, Landgren O, Paiva B, 
Dispenzieri A, Weiss B, LeLeu X, Zweegman S, Lonial 
S, Rosinol L, Zamagni E, Jagannath S, Sezer O, 
Kristinsson SY, Caers J, Usmani SZ, Lahuerta JJ, 
Johnsen HE, Beksac M, Cavo M, Goldschmidt H, 
Terpos E, Kyle RA, Anderson KC, Durie BG, Miguel 
JF. International Myeloma Working Group updated 
criteria for the diagnosis of multiple myeloma. Lancet 
Oncol. 2014 Nov;15(12):e538-48. doi: 10.1016/S1470-
2045(14)70442-5. Epub 2014 Oct 26. PMID: 25439696. 

15. Mangiacavalli S, Cocito F, Pochintesta L, Pascutto C, 
Ferretti V, Varettoni M, Zappasodi P, Pompa A, 
Landini B, Cazzola M, Corso A. Monoclonal 
gammopathy of undetermined significance: a new proposal 
of workup. Eur J Haematol. 2013 Oct;91(4):356-60. doi: 
10.1111/ejh.12172. Epub 2013 Aug 17. PMID: 23859528.   

 
 


