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INTRODUCTION

Extramedullary plasmacytomas (EMP) are a group 
of localized clonal plasma cell neoplasms which are 
extraosseous in location and without clinico-radio-
logical evidence of another plasma cell neoplasm of 
bone marrow origin. These are more common in the 
head and neck region and account for 1% of head 
and neck malignancies and 2-4% of non-epithelial 
neoplasms of the sinonasal tract1. They are three 
times more common in males than females and occur 
usually in the fifth to seventh decade of life1. The 

common sites of occurrence in the head and neck 
region are mostly extra nodal and include the nasal 
cavity, sinuses, oropharynx, salivary gland, and the 
larynx. These can be locally aggressive, causing skull 
infiltration. Patients usually present with symptoms 
of nasal obstruction or, less commonly, epistaxis, rhi-
norrhoea, anosmia, or facial pain. Very rarely, EMP 
can present as expansive lesions of the sinuses, caus-
ing pressure symptoms such as visual blurring2,3. 

The plasmacytoma of the nasal cavity shows a vari-
ety of clinical appearances. It can present as a polyp-
oidal lesion, a sessile lesion, a submucosal lesion, or 
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an ulcerated lesion. One important differential diag-
nosis is inverted papilloma, which can be differenti-
ated from the EMPs, with the endoscopic picture. 
EMPs have a greyish red to grey colour, whereas in-
verted papilloma has a bright fleshy mass appear-
ance1,4. Both these lesions tend to bleed on touch. 
Another close differential diagnosis is squamous cell 
carcinoma. All these tumours have an expansile 
growth and can cause bone erosions or pressure ef-
fects. A tissue biopsy with presence of plasma cells is 
sufficient to rule out inverted papilloma and squa-
mous cell carcinoma.

Diagnosing EMP involves imaging studies, histo-
pathological examination, immunohistochemistry. 
Commonly used immunohistochemical markers for 
the diagnosis of EMP include CD138, CD38, CD56, 
and MUM-1 (Multiple Myeloma Oncogene 1). 
CD138, also known as syndecan-1, is a glycoprotein 
expressed on plasma cells. Its presence is a key indi-
cator of a plasma cell origin, helping to distinguish 
these cells from other cellular components in the tu-
mour5. CD56, also called neural cell adhesion mole-
cule (NCAM), is another marker frequently utilized 
in EMP immunohistochemistry. This marker helps in 
confirming the plasma cell lineage and can be very 
helpful in differentiating EMP from other types of 
tumours6. MUM-1 (Multiple Myeloma Oncogene 1), 
also known as IRF4 (Interferon Regulatory Factor 4), 
is a transcription factor expressed in plasma cells. Its 
positive staining indicates the presence of mature 
plasma cells. Another marker CD79a is found to be 
positive in 50 % of EMP cases. CD79a is a transmem-
brane protein seen in B cell neoplasms. As a plasma 
cell is a matured B cell, few of the plasma cells retains 
CD79a positivity. Though considered as a less sensi-
tive marker for EMP, CD79a positivity is helpful in 
the diagnosis of EMP at unusual sites, such as lung 
and breast. These markers, along with others such as 
kappa and lambda light chains, help to characterize 
the immunophenotype of the tumour cells and dif-
ferentiate EMP from other neoplasms. Additionally, 
bone marrow biopsy is performed to rule out concur-
rent multiple myeloma7.

Surgical excision is considered as a primary modal-
ity of treatment in the sinonasal type, especially when 
the tumour is amenable to complete removal. Treat-
ment approaches also include addition of adjuvant 
radiation therapy to achieve locoregional control. The 
prognosis varies, and EMP can either remain localized 
or progress to multiple myeloma. Regular monitoring 
and follow-up are crucial to detect any recurrence or 
progression, emphasizing the importance of a multi-
disciplinary approach involving haematologists, on-
cologists, and radiation therapists in managing this 
uncommon plasma cell disorder. The rate of progres-
sion to plasma cell myeloma is about 15%8,9. 

MATERIAL AND METHODS

A systematic review of the literature was done in 
accordance with the PRISMA guidelines10. The re-
view was conducted by both authors independently 
and the data was later compiled in a common Micro-
soft Excel work sheet. The search was done in 
PubMed, Cochrane library, Elsevier database, Web of 
Science, Scopus, Crossref and Google Scholar. The 
search words included “plasmacytoma and nose”, 
“extramedullary plasmacytoma”, “extramedullary 
plasmacytoma of nose”, “plasmacytoma and nasal 
cavity”, and “extramedullary plasmacytoma of nasal 
cavity”. Maximum results were obtained when the 
Boolean operator “AND” was used with “extramedul-
lary plasmacytoma” and “nasal cavity”. Reference sec-
tions of the selected articles were also looked into in 
order not to miss any relevant articles.

The inclusion criteria comprised articles with 
cases of EMP in any of the nasal cavity sites such as 

Figure 1.  PRISMA flowchart showing selection of articles for review.
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nasal septum, turbinates and/or nasal cavity proper. 
Literature works where the bulk of the lesion was 
located in the nasal cavity were also included in the 
systematic review. Only articles published after 2002 
in the English language were considered for the 
study. Articles with an available English translation 
were also included in the analysis. Case reports, case 
series, review articles, and short communications 
were included.

Articles addressing the disease primarily or iso-
lated lesions of the paranasal sinuses or nasopharynx 
were not considered for analysis. Literature works 
which were accessible only through subscriptions and 
those with incomplete data were also excluded.

RESULTS

A total of 374 articles were found in the database 
search with the keywords mentioned in the method 
section. After excluding duplications and articles 
not available in the English language, a total of 86 
articles were screened for data. The inclusion crite-
ria were applied and a total of 27 articles detailing 
32 cases were included in our study3,9,11-35 (Table 1). 
The selection process of articles is shown in the 
flowchart (Figure 1).

In the last two decades, the authors were able to 
find a total of 41 cases of EMP involving the nasal 
cavity. 4 articles were not accessible because of their 
payment policy and 5 articles were not in the Eng-
lish language. The lack of data of 9 cases is a limita-
tion for our review.

Among the 32 cases, none of the patient were 
below the age group of 18. The age group range was 
20 to 87 years, with the maximum number of patients 
in the age group of 44 to 62 years (Figure 2). Out of 
32, EMP of the nasal cavity was seen in 25 males and 
7 females (Figure 3). 

The most common presenting symptom was epi-

staxis, followed by nasal obstruction. Patients also 
reported some non-specific symptoms such as dizzi-
ness (1 patient), cough (1 patient), neck pain and 
paroxysms of sneezing (1 patient). 4 patients pre-
sented with a history of a visible mass inside the 
nasal cavity (Figure 4). Diagnostic endoscopic ex-
amination was of limited use because of the pres-
ence of blood clots, blood-tinged crusts, or tendency 
for bleeding. CT was the most preferred radiologi-
cal investigation of choice. Only CT scans with or 
without contrast were performed on 22 patients. 
Both CT and MRI were done in 5 cases, while in 4 
cases only MRI was performed.

Isolated nasal cavity involvement was seen in only 
14 cases, while the majority of cases were involved 
with one or more sinuses, with/without involvement 
of the nasopharynx. Two cases had extensive sites 
involvement, one with spine and the other one with 
discrete laryngeal involvement. 

Bony destruction was seen in 7 cases and all those 
cases had extensive involvement of the nasal and pa-
ranasal sinus region (Table 2, Figure 5). The authors 
noted that there is no uniformity in selecting the IHC 
panel and in certain cases with the microscopic ap-

Figure 2.  Box and Whisker plot showing age distribution of cases. Figure 3.  Chart showing gender distribution.

Figure 4.  Chart showing the frequency of common presenting symptoms 
among patients.
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pearance of the lesion, the diagnosis of EMP was 
made. With the data available, 11 cases reported with 
positivity of CD138 and CD38. The clonality of im-
munoglobulin is an important factor in determining 
the neoplastic nature. In our review, only 19 cases 
were checked for either kappa or lambda chain re-
striction. The distribution showed 10 cases with 
kappa chain restriction and 7 cases with lambda 
chain restriction. Inconclusive results were observed 
for lambda and kappa chain with one case. The diag-
nosis was made based only on the H and E staining 
characteristics of the lesion (Figure 6).

27 cases had typical morphology of plasma cells, 3 
cases exhibited plasmacytoid cellular features and 
one case each presented with plasmablastic and un-
differentiated morphology (Table 3). The most com-
monly observed pattern of arrangement of cells was 
a sheet-like form (25%) (Table 4). 

Surgery was the preferred method of treatment (17 
cases). 7 patients underwent only surgical treatment, 
while in 3 patients, surgery was performed after at-
tempted Radiation therapy. In 7 cases, surgery with 
postoperative radiotherapy was done. Radiation ther-
apy was the only treatment modality in 10 cases. In 4 
cases, various chemotherapeutic regimens were at-
tempted due to the failure of either surgical or radia-
tion therapy or a combination of both. 2 cases 
underwent bone marrow transplantation because of 
multiple remissions. Interestingly, one patient had a 
history of spontaneous regression (Table 5).

DISCUSSIONS

Plasma cell neoplasms encompass a spectrum of 
neoplasms characterized by monoclonal prolifera-
tion of terminally differentiated B cells – plasma 
cells. These are a group of diseases which include 
plasma cell myeloma, plasmacytoma, monoclonal im-
munoglobulin deposition disease, and plasma cell 

neoplasm with associated paraneoplastic syndrome36. 
Plasma cell myeloma is a relatively common haema-
tolymphoid neoplasm associated with multifocal pro-
liferation of plasma cell in the bone marrow, whereas 
plasmacytomas, which are localized proliferations of 
clonal plasma cells without involvement of the bone 
marrow, are relatively less common. Plasmacytoma 
can be osseous, which mainly involves the axial skel-
eton and bones with active haematopoiesis. Extraos-
seous plasmacytoma, also called extramedullary 
plasmacytomas, are even rarer. This was first de-
scribed by Schridde in the year 19059. The incidence 
rate of EMP is 0.1 per 100,000 persons. The mucosa 
of the upper air tract is the most commonly involved. 
Other involved sites are the gastrointestinal tract, 
lymph nodes, bladder, thyroid, breast, and CNS. EMP 
is a diagnosis of exclusion. A thorough clinical and 
laboratory evaluation, along with bone marrow ex-
amination, is necessary to rule out any possibility of 

Figure 5.  Chart showing frequency of bone erosion among cases.

Figure 6.  Frequency of positive IHC markers.

Table 2.  Details of sites of bone destruction.

Bone destruction site Frequency

Nasal cavity and sinus 4

Nasal cavity and septum 1

Nasal cavity and nasopharynx 1

Nasal cavity and spine 1
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plasma cell myeloma, as secondary involvement in 
extramedullary sites is much more common than de 
novo occurrence. 

The diagnosis of EMP is made using the interna-
tional myeloma working group diagnostic criteria, 
which include: no M protein in serum and/urine, 
extramedullary tumour of clonal plasma cells, nor-
mal bone marrow, normal skeletal survey and no 
related organ or tissue impairment37. 

Age
The disease is more commonly observed in elderly 

males aged above 40 years. In our review, the average 
age was 52.68 years with a median of 56.51 years. 
However, the literature showed seven cases of EMP in 

the age group less than 40 years, out of which one 
patient was undergoing treatment for human immu-
nodeficiency virus (HIV)-related disease. The simul-
taneous occurrence of HIV and EMP has not been 
reported elsewhere; hence, the role of HIV in the 
pathogenesis of EMP cannot be established. HIV dis-
eases are known to cause lymphomas of the head and 
neck region. The same mechanisms may lead to the 
pathogenesis of EMP9. This is also supported by a 
case reported by Nakamura et al.24, where a case of 
EMP was seen in a known case of mucosa-associated 
lymphoid tissue lymphoma  (MALToma) following 
treatment with rituximab. The CD20 inhibitor has 
also been associated with histological transformation 
of MALT lymphoma into plasmacytoid changes24. 
Though considered to be a disease of the 5th and 6th 
decade, two cases have been noted in the age group 
of more than 80 years13,23.

Clinical picture
In our systemic review of 32 cases, the lesion 

showed a right-sided preponderance, with a ratio of 
5:4. Clinical features usually depend on the site of 
the tumour and tumour mass size. Anjos Corvo et 
al.11 reported a case of giant sinonasal EMP with ex-
pansile features, where the patient presented with a 
history of nasal obstruction and self-limiting nasal 
bleed. The majority of the EMPs of the sinonasal re-
gion present with nasal obstruction leading to diffi-
cult nasal breathing, nasal discharge, not responding 
to conservative management, or self-limiting sponta-
neous epistaxis. EMPs can also cause headache, anos-
mia, or chronic cough12. In our review, 4 patients 
reported complaints of pain in the craniofacial area, 
such as headache or facial pain, and only one patient 
exhibited bone destruction in radiological studies. 
Another rare presentation is the presence of a visible 
nasal mass in cases of long-standing or neglected 
EMPs of sinonasal origin13,17. The tendency to bleed 
upon manipulation sometimes prompts the surgeon 
to perform an office-based nasal endoscopy. In such 
situations, it might be difficult to clearly delineate 
the exact characteristics of the lesion. Due to the rar-
ity of the condition, the initial diagnosis in most of 
the cases was nasal polyp or inverted papilloma with 
polypoidal changes. The clinical history of epistaxis 
may lead the clinician towards the diagnosis of malig-
nancy of the nasal cavity.

Radiological evaluation
The choice of radiological investigation is still a 

topic of debate. Computerized tomography scans are 
considered as the first line of investigation, either 
with or without contrast. Plasmacytomas appear as 
soft tissue lesions with heterogenous intensity on 
contrast-enhanced CT scans. The tumour may show 
bony erosions, which can present as sclerotic or lytic 
lesions. The expansive nature of these lesions can 

Table 3.  �Histomorphology of plasma cells and  
differentiation pattern.

Morphology Frequency

Plasma cells 27

Plasmacytoid 3

Undifferentiated 1

Plasmablastic 1

Atypical cells 3

Differentiated cells 2

Intermediate differentiation 1

Table 4.  Arrangement of plasma cell in tissues.

Arrangement Frequency

Uniform population 8

Sheets 6

Infiltrative 1

Table 5.  �Treatment modalities offered.

Treatment Frequency

Surgery 10

Radiation 14

Surgery with postoperative radiation 
therapy

7

Chemotherapy 4

Spontaneous regression 1
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sometimes lead to pressure necrosis of bony struc-
tures. The bone erosion may mimic other malignant 
lesions of this region, such as squamous cell carci-
noma, adenocarcinoma, lymphoma, or distant metas-
tasis from other primary sites. In the present review, 
7 cases reported with signs of bone destruction and 
the CT scan was the radiological investigation in all 
of these cases. The enhancing property of these le-
sions is variable. In our analysis, 4 cases were noted to 
have heterogenous enhancement, and two cases ex-
hibited moderate enhancement. 

Another radiological imaging modality is the 
magnetic resonance imaging, which is more useful 
in cases of extension into the orbit or doubtful cases 
of intracranial extension. The use of MRI offers the 
added advantage of radiation-free environment. 

A whole-body PET-CT is useful in cases of multiple 
site involvement. 

CT and MRI imaging complement each other 
and should be the investigations of choice. It is im-
portant to note that radiological imaging alone is 
not conclusive for the diagnosis. These investiga-
tions help the clinician in planning the treatment 
modality and approach21,38.

Histopathology and immunohistochemistry
Histopathological examination, along with other 

ancillary techniques, helps establish the diagnosis. 
IHC aids in determining the plasma cell origin and 
clonality. Histological examination reveals diffuse 
sheets of plasma cells and also help rule out other 
lymphomas with plasmacytic differentiation. One out 
of 32 patients in our review exhibited plasmablastic 
cells and one had an undifferentiated cellular archi-
tecture. Interestingly, both of these cases were found 
to have limited disease. Marginal zone lymphoma 
and lymphoplasmacytic lymphomas are the two ma-
ture B cell neoplasms that can show extensive plas-
macytoid features. However, extensive sampling of 
the tissue may reveal areas with a B-cell component. 
IHC shows CD138, CD38, and MUM-1 positivity. 
There is reduced weak expression of CD56 and cy-
clinD1 compared to plasma cell myeloma. The CD20 
expression in the neoplastic cells should raise the 
possibility of lymphomas over plasmacytoma2,3,5. 

Though rare, these tumours can progress to mul-
tiple myeloma; however, the rate of progression is 
much lower with EMP as compared to solitary bone 
plasmacytoma. In our review, none of the patients 
reported progression of the disease, although a few 
cases reported relapse at the local site. 

The Wiltshaw et al. classification39 is the most ac-
cepted clinical staging system for soft tissue plasma-
cytomas. In this classification, stage 1 denotes 
limited extramedullary site involvement, stage 2 in-
dicates involvement of regional lymph nodes and 
stage 3 is characterized by the presence of distant 

metastasis. It is of utmost importance to rule out 
other benign and malignant neoplasms in cases of 
stage 2 and 3 soft tissue plasmacytomas. Benign neo-
plasms mimicking EMPs may include lesions with 
the presence of plasma cells seen in chronic granu-
lomatous conditions such as rhinoscleroma and 
plasma cell granulomas. To differentiate from other 
pathologies, one important factor to note is clonal-
ity. Monoclonal origin points towards EMPs whereas 
multiclonal origin is suggestive of an inflammatory 
pathology in most cases. The use of IHC is helpful 
in reaching the correct diagnosis in such confusing 
scenarios1,2.

The diagnosis of EMP is incomplete without a 
bone marrow examination. It is imperative to rule 
out any involvement of the bone marrow as extra-
medullary involvement can also be seen in cases of 
the aggressive form of primary marrow disease, such 
as multiple myeloma. One simple screening tool to 
rule out myeloma is examining for the presence of 
Bence Jones protein (BJP) in the urine, which is a 
homogenous immunoglobulin light chain. The ab-
sence of BJP in urine favours the diagnosis of EMP. 
The excess of BJP points towards increased produc-
tion of either light chain kappa or lambda, which 
further warrants serum electrophoresis. To summa-
rize, EMP is a diagnosis of exclusion1-4,40,41.

Treatment
The treatment protocol includes various modali-

ties like radiation therapy, chemotherapy, surgery, a 
combination of different modalities and, finally, 
bone marrow transplantation. The cornerstone of 
management strategies is to achieve a good locore-
gional and distant site disease-free interval. There is 
no consensus on the choice of primary treatment. 
The role of surgery as a single modality treatment is 
controversial, as incomplete excision may necessi-
tate adjuvant therapies. However, in cases where pa-
tients are not motivated for frequent follow-up visits 
and investigations, this approach can be considered. 
The quality of life following different treatment 
methods has to be evaluated in detail to reach a 
consensus on treatment strategies.

The management mainly involves surgery, where 
complete removal of the mass should be ensured, 
followed by radiotherapy. The surgical approach is 
usually endoscopic transnasal, but, in extensive and 
expansive lesions, lateral rhinotomy may be neces-
sary. As the tumour is highly radiosensitive, local 
radiation therapy has shown equal results to surgery 
in terms of locoregional control. The choice of 
treatment should be based on the extent of the le-
sion, as very large lesions causing complete nasal 
obstruction may not benefit symptomatically from 
radiation therapy. The side effects of radiation can 
further cause morbidity to the patient42. Neoadju-
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vant radiotherapy followed by surgery is also a treat-
ment protocol which was carried out in 5 of the 
cases. Postoperative radiotherapy may help to 
achieve a better locoregional control.

Chemotherapy is indicated only in relapse and 
refractory cases or cases where the surgery is not 
possible. Jacevičiūtė et al.43 suggested the adminis-
tration of chemotherapeutic agents in the anaplas-
tic variant of EMPs. The widely used 
chemotherapeutic drugs include cyclophospha-
mide, melphalan, lenalidomide, bortezomib, cispla-
tin, doxorubicin and bendamustine. Newer 
immunological agents included in the chemother-
apy regimens are daratumumab (anti CD38) and 
elotuzumab (SLAMF7 antibody of IgG1 type). Dara-
tumumab is used in combination therapy, whereas 
elotuzumab can be an effective monotherapeutic 
agent. In a recalcitrant case reported by Cheng et 
al.29, various chemotherapeutic regimens were ad-
ministered in an attempt to achieve remission of the 
disease. The treatment included 3 cycles of PAD 
(Bortezomib, Doxorubicin, Dexamethasone), fol-
lowed by two cycles of VRD (Daratumumab plus 
Bortezomib, Lenalidomide, Dexamethasone) and 4 
cycles of CHOP (Cyclophosphamide, Doxorubicin, 
Vincristine, and Prednisone). The disease control 
was achieved with 9 cycles of decitabine and chi-
damide. In a 51-year-old case reported by Ando et 
al.18, the lesion was managed with CHOP regimen 
followed by radiotherapy. In a case reported by Can-
tone et al.16, bortezomib was administrated for the 
recurrence of the lesion after 5 years from the ini-
tial radiotherapy treatment.

Radiotherapy is recommended to achieve locore-
gional disease control, with a dose of 40-45 Gy in 

20-22 fractions if the tumour size is less than 2 cm 
and 50-55 Gy for larger tumours. The prognosis de-
pends on the size of the lesion and nodal involve-
ment at the time of presentation. 

Bone marrow transplant is also a treatment op-
tion in plasma cell disorders with marrow involve-
ment. 2 out of 32 cases underwent bone marrow 
transplant. Though rare, a case of spontaneous reso-
lution of the plasmacytoma was also found in our 
review. Positron emission tomography CT is the 
gold standard investigation for clinical staging and 
evaluating suspected cases of relapse. EMPs have 
very good prognosis with a 10-year survival rate of 
70-80%. Stage 2 and 3 disease, incomplete surgical 
clearance and resistance to chemo-radiotherapy 
worsen the prognosis44,45. 

Considering the relatively high rate of relapse or 
recurrence when compared with other benign le-
sions, patients diagnosed with EMP should be kept 
on regular follow-up. 

PERSONAL EXPERIENCE

A 53-year-old male presented to the ENT outpa-
tient department in March 2023 with complaints of 
left nasal blockage and difficulty breathing. He also 
reported experiencing on-and-off headaches. Diag-
nostic nasal endoscopic examination (DNE) of the 
patient revealed a pale pedunculated mass arising 
from the left middle turbinate, extending up to the 
anterior end of the middle and inferior turbinate 
(Figure 7). The rest of the physical examination re-
vealed no additional details. Following this, a non-
contrast computerized tomography of the nose and 

Figure 7.  Diagnostic nasal endoscopy showing a polypoidal mass arising from 
the left middle turbinate area, extending anteriorly.

Figure 8.  CT of the nose and paranasal sinuses, coronal section showing soft tissue 
lesion arising from the left middle turbinate, with extension to the maxillary sinus.
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paranasal sinuses was performed, which showed soft 
tissue lesion involving the middle turbinate, extend-
ing anteriorly to the involved turbinate. The radi-
ologist reported the scan as inverted papilloma 
(Figure 8). The patient underwent endoscopic exci-
sion biopsy with partial middle turbinectomy, infe-
rior turbinectomy and middle meatal antrostomy on 
the 28th of March 2023. A retrospective staging was 
done according to the Wiltshaw et al.39 criteria, and 
the patient was classified as having stage 1 EMP of 
the nasal cavity.

Histopathological examination showed diffuse 
sheets of atypical plasma cells. Occasional binucle-
ate and multinucleate forms were also identified in 
the histological examination. Immunophenotyping 
showed CD138, MUM-1 and CD38 positivity with 
lambda light chain restriction (Figure 9, Figure 10). 
Radiological, haematological, biochemical, and 
bone marrow findings did not show any features of 
plasma cell myeloma and a diagnosis of extramedul-
lary plasmacytoma of sinonasal origin was made. 

The case was presented in the institutional tu-
mour board meeting and the patient was referred to 
the Oncology Department for further management 
on postoperative day 10. In view of limited disease, 
chemotherapy was not included in the treatment 
plan. The patient received 40 Gy radiation therapy 
in 20 fractions over 4 weeks. 

The patient has been on regular follow-up since 
receiving the last dose of radiation. Diagnostic nasal 
endoscopy and clinical examination of the neck are 
performed at each hospital visit, and the patient is 
currently free of any locoregional recurrence.

The patient consent was obtained for the inclu-

sion of relevant images in the publication and the 
study has been conducted in accordance with the 
ethical standards outlined in the Declaration of Hel-
sinki (2013 amendment). 

CONCLUSIONS

Extramedullary plasmacytoma of the nasal cavity 
is a relatively uncommon condition, primarily ob-
served in elderly males. It typically presents with 
non-specific symptoms such as nasal blockage, dif-
ficulty in nasal breathing, spontaneous self-limiting 
nasal bleeding, or facial pain. The clinical examina-
tion may not immediately point towards the diagno-
sis, as the appearance of the lesion is polypoidal. 
The evaluation in suspected cases includes radio-
logical examination, and diagnosis is confirmed by 
tissue histopathology and immunohistochemistry. 
Treatment modalities include surgical intervention, 
radiation therapy and sometimes chemotherapy. Ex-
tramedullary plasmacytoma can progress to multi-
ple myeloma over time. 
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