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Abstract
Multiple myeloma is less frequently diagnosed in our part of the world. As per the hospital based cancer registry of Nepal,
it accounts for 0.4% of all cancer cases diagnosed annually1. Usually they present with symptoms of chronic renal failure
which is part of CRAB: elevated calcium (C), renal failure (R), anemia (A) and bone lesions (B). The symptoms and signs
vary greatly as many organs can be affected by myeloma. Furthermore, the incidence is high in older age group with co
morbidities demanding the patient tailored treatment. Here, we present a case of multiple myeloma which was treated with
single agent dexamethasone. On initial evaluation patient had stage III disease with features of cord compression, so was
started with immediate radiation therapy to the cervical and lumbar vertebrae followed by single agent dexamethasone
as he denied further cytotoxic treatment. The patient is on regular follow up and in remission after six years of treatment.
We are in the era where there is armor of chemotherapeutic agents along with bone marrow transplantation for the
treatment of multiple myeloma. This case may represent an example and single agent dexamethasone can be an option
for the treatment of the patient who is in poor general condition to receive the cytotoxic chemotherapy or denies to such
therapy but it should be a choice only to a selected subgroup of patient population.
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INTRODUCTION

for dialysis after first cycle of chemotherapy which
may have been precipitated because of pre existing
CRAB. After his acute kidney injury subsided, he was
referred to our department for further management. At
presentation, patient had vertebral metastasis C6 to C7
and D10 to D12 with tingling sensation both lower limbs.
He was then evaluated and staged as Stage III (DurieSalmon Criteria), β-2 microglobulin was 4268 ng/dl with
evidence of “M” band on plasma electrophoresis, along
with bone marrow plasma cell of 90%. Tumor board
meeting decided for immediate radiation therapy (RT) to
the vertebrae in view of impending cord compression.
Single agent Dexamethasone 40 mg/day on Days D1 to
D4, D9 to D12, D17 to D20 every four weeks was planned
as the patient was reluctant for chemotherapy due to
previous complication of chemotherapy and his poor
performance status. Thus, dexamethasone was started
along with radiation therapy following which four
weekly Zoledronic acid was added. At the completion
of RT patient was able to walk by himself. Then he was
kept on regular dexamethasone and Zoledronic acid.
After completion of three cycle of dexamethasone,
the investigations were repeated and recorded as: β-2
microglobulin 2433 ng/dl, absent of “M” band in serum
electrophoresis. The same treatment was continued. He

M

ultiple myeloma (MM) is less frequently diagnosed
in our context. The most common clinical
presentation we encounter is with renal involvement
and/or with skeletal metastasis. Most of the cases are
seen in an older age group with poor performance status
and associated comorbidities hence patient-tailored
treatment is another challenge while treating these
patients ensuring adequate supportive treatment and at
the same time minimizing the treatment related toxicity.
Here, we present a case of MM which was treated with
single agent dexamethasone.

CASE REPORT
A 60 year gentleman presented to our hospital in 2009
with the history of backache for eight months duration.
He was initially evaluated outside hospital, diagnosed
as MM and planned for chemotherapy with Vincristine,
Doxorubicin, and Dexamethasone (VAD) regimen. He
was referred to our hospital with acute renal failure
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could complete six cycles of dexamethasone which was
then stopped as he developed herpes zoster infection.
After being treated for herpes zoster, he was again
started with Zoledronic acid four weekly which he
received for one and half year duration. He was then
kept on three monthly follow-up during which β-2
microglobulin further decreased to 1746 ng/dl, and
bone marrow biopsy showed normal marrow study.
The patient is now on regular 3-4 monthly follow for
the last six years with stable clinical, radiological and
biochemical parameters with latest β-2 microglobulin
level of 1227 ng/dl and normal marrow cellularity.

Patient was then started with single agent
dexamethasone at a dose of 40mg orally for the four
consecutive days repeated after four days off, which is
one of the important regimens since mid-1980s. This has
response rates of 60% to 70% in previously untreated
patients and appeared to be as high as those in patients
treated with VAD regimen6,7. As shown in a prospective
trial which randomly assigned 488 patients older than
65 years to receive treatment in four different groups:
dexamethasone alone, melphalan plus dexamethasone,
dexamethasone plus Interferon-alpha, and melphalan
plus prednisone (MP). With a median follow-up of 7.1
years, no difference was observed in overall survival (OS)
in four treatment group8.

DISCUSSION
MM arises from malignant transformation of a latestage B cell. The incidence rises with advancing age. The
median age ranging from 60 to 66 years2. MM has a wide
clinical spectrum, ranging from the preclinical condition
of monoclonal gammopathy of unknown significance
(MGUS) to the most aggressive form, plasma cell
leukemia. Whatever the clinical presentation, in all cases
plasma cell clone exists and the monoclonal protein
secreted by these cell play major role in end organ
damage3.

As the patient responded wonderfully to the treatment,
zoledronic acid was continued for one and half year.
Administration of zoledronic acid significantly reduces
the skeletal related events along with improvement of
the median overall survival9, 10, 11.
We are in the era where there is armor of
chemotherapeutic agents to treat myeloma along with
bone marrow transplantation. The case reported here
might not be in accordance with the current practice
but could be an option to help achieve remission with
good quality of life and significantly less morbidity
and chemotherapeutic related toxicity in the situation
demanding tailored treatment.

It is a disease of old age and clinical approach to
older patients with myeloma has to be modified to
take into account comorbidities and the likelihood of
higher treatment-related toxicity. Individualization of
management and adequate supportive therapy are
important to obtain the best response while minimizing
adverse effects. As mentioned earlier, the patient had
CRAB and spinal cord compression at presentation4.

CONCLUSION
We reported this case of successful treatment with
single agent dexamethasone and patient on remission
for the last six years, which might be extrapolated in
other patient population of MM whose performance
status is poor and reluctant to receive chemotherapy
due to fear of its toxicity. So we conclude that single
agent dexamethasone still can be a choice for selected
subgroup of patients who cannot tolerate or afford
other treatment regimens.

The reported case was discussed in tumor board and
was planned for emergency radiation therapy (RT) to the
vertebrae. Patient received standard palliative RT used
for cord compression in MM, 30 Gy/10 Fractions5.
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