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Case Report

Multiple Myeloma as a rare cause of membranoproliferative glomerular nephritis

Albert Nimalan', Sivansuthan S’
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Abstract

Multiple myeloma (MM) is a relatively unco
-mmon cancer characterized by the neoplastic
proliferation of plasma cells producing a monoc
-lonal immunoglobulin(Ig). Renal failure in
multiple myeloma is around 48% and it may be
the presenting manifestation of MM.[1] Renal
involvement is multifactorial including light
chain cast nephropathy amyloidosis, monoclonal
Ig deposition disease and less frequently
cryoglobulinaemic glomerulonephritis and
proliferative glomerulonephritis.[2-5] Hence
membrano proliferative glomerulonephritis
(MPGN) is a rare form in MM. Here we report
a case of multiple myeloma with MPGN in a
60-year-old male who succumbed to death while

on chemotherapy.
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Introduction

Multiple myeloma accounts for 17 % of all
haematological malignancies, and its incidence
increases with age.[6] One important organ that
commonly gets affected is kidney and the three
most common forms of monoclonal Ig-mediated
kidney diseases are light chain cast nephropathy,
monoclonal Ig deposition disease (MIDD),
and AL amyloidosis.[2-4] Beyond these three

forms, Glomerular nephritis with active urinary
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sediment such as membranoproliferative and
cryoglobulinaemic glomerular nephritis are also

reported in literature (4-5)

MPGN is a pattern of glomerular injury on
light microscopy that characteristically shows
mesangial hypercellularity and proliferation of

endocapillaries. [4]

Primary pathogenesis described was immune
complex deposition leading to activation of
complement and dysregulated persistent activation

of alternative complement pathway.

MPGN has been classified as type I, I and I1I based
on the microscopic appearances. Type I shows
discrete immune deposits in mesangium and sub
endothelium, Type II shows continuous dense
ribbon like deposits along the basement membrane,
tubules and Bowman'’s capsule, Type 111 shows
similar features like type I in addition to that there

are sub epithelial deposits. [4,7-8]

Multiple myeloma with renal impairment should
be considered as a treatable medical emergency
since the recovery of renal function is associated

with survival benefit.
Case report

A 60 years old male diagnosed patient with
hypertension for 7 years was on losartan presented
with insidious onset of generalized body swelling
for 2 months associated with frothy urine. He did

not have haematuria, pruritus, loss of appetite,
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nausea and vomiting.He denied dyspnoea,
orthopnoea, paroxysmal nocturnal dyspnoea,
jaundice, hematemesis, malena and diarrhoea. Rest
of'the system enquiry did not reveal any significant
findings.

Positive examination findings were pallor and
severe generalized oedema with ascites.

His baseline investigations revealed a normocytic
normochromic anaemia with Hb of 8.2¢g/dl with
rouleux formation with normal WBC and platelets.
Inflammatory markers were elevated (ESR 66 in
I*hour; CRP 51mg/l). Serum Ca** - 2.31 mmol/L,
Mg* -0.85mmol/L, PO,*- 1.08 mmol/L and serum
uric acid — 361 mmol/L

As the patient had high ESR, normocytic
normochromic anaemia with rouleaux formation
and reversed albumin globulin ratio, it was
decided to proceed with Urine Bence Jones Protein
which was negative whereas the serum protein
electrophoresis revealed a monoclonal peak in
gamma region. Skeletal survey did not show any
osteolytic lesions

The renal functions (serum creatinine) worsened
from a baseline of 101 pmol/L to 1536pumol/L
within 2 weeks. Urine full report and UPCR
showed nephrotic range proteinuria with active
sediments and ultrasonically found to have normal
size kidneys.

Routine serology evaluation including Anti-
streptolysin o titre(ASOT), human immunode
ficiency virus (HIV), VDRL, antinuclear antibody
(ANA), hepatitis B and C screening, ANCA
studies and Anti glomerular basement membrane
antibodies were all negative. Complement studies
revealed C3 level of 57 mg/dL (reference range,
90-180mg/dL) & C4 of 17 mg/dL (reference
range 1647 mg/dL). Echocardiogram showed no
vegetations.

Bone marrow biopsy revealed plasma cell
infiltration of 40 % was in favour of multiple
myeloma.
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Renal biopsy and immunofluorescent studies
showed features of MPGN. Congo red stain was
negative for amyloidosis. He was given methyl
prednisolone pulses followed by oral predisolone

He was found to have MPGN on the background
of MM which is very rarely mentioned in the
literature.

He was referred to the oncologist as soon as the
diagnosis was confirmed. While on chemotherapy he
succumbed due to severe pneumonia complicating
sepsis and multi organ involvement

Discussion

The international Myeloma Working group criteria
for the diagnosis of MM emphasize the importance
of'end-organ damage in making the diagnosis thus
the diagnosis of MM requires Clonal bone marrow
plasma cells >=10% or biopsy proven bony or soft
tissue plasmacytoma plus one of the following

1. Presence of related organ or tissue impairment
(end organ damage is suggested by hypercal
cemia, renal insufficiency, anaemia and bone
lesion, changes in these factors must be related
to the underlying plasma cell proliferative
disorder)

2. Presence of a bio marker associated with near
inevitable progression to end-organ damage [9]

In this patient there were clonal plasma cells>10%
with plus renal insufficiency and anaemia were
evident for the diagnosis

Most patients with MPGN and a monoclonal
gammopathy have no identifiable disease, called as
MPGN associated with monoclonal gammopathy
ofrenal significance (MGRS). [10] In contrast our
patient found to have multiple myeloma.

Hypocomplementemia is common in all types of
MPGN that is supportive in our patient as well. In
complement mediated MPGN, there are usually
low serum C, and normal C, complement levels
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due to activation of alternate pathway as in this
case.[11]

Treatment of these disorders can lead to
improvement in the MPGN unfortunately the
outcome was not achieved due to the demise of

the patient.
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