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Case Series
Case 1

A 78 years old man was admitted in neurology with one-sided weakness 1 year ago and loss of 
transient consciousness 3 h ago. The patient was found fever and left chest pain during hospitalization. 
Past history revealed bronchiectasis in his 30s. He had abnormal physical examination with 
remarkable moist rales heard over the left lower part of the chest and left limb muscle strength 
decreased. The patient’s hemoglobin was 107 g/L, total serum protein 108.5 g/L (reference range 
60 g/L to 80 g/L), serum globulin 81.5 g/L (reference range 20 g/L to 40 g/L) and abnormal kidney 
function. Chest CT showed bilateral lower zone cystic and columnar bronchiectasis and low density 
imaging of bilateral scapula and thoracic vertebrae (Figure 1). During antibiotic treatment for 
bronchiectasis, the patient had still sustaining low-grade fever. So, further examination was needed. 
Quantification of serum Immunoglobulin (Ig) levels showed a high IgG level of 61.20 g/L (reference 
range, 7.51 g/L to 15.6 g/L) and low IgA of 0.41 g/L (reference range, 0.71 g/L to 3.82 g/L) and 
IgM of 0.33 g/L (reference range, 0.63 g/L to 2.77 g/L). Serum protein electrophoresis revealed 
a monoclonal band, shown by immunofixation to be IgG-λ. Serum-free Lambda (l.c) 295 mg/L 
(normal 5.71 mg/L to 26.3 mg/L), and kappa/lambda 0.0441 (normal 0.26 to 1.65). Bone marrow 
aspiration showed binucleate or multinucleate forms and 29% plasma cells (Figure 2). Hence, the 
diagnosis of multiple myeloma (IgG-Lambda) was established.

Case 2
A 64 years old man’s chief complaint was cough, sputum and whoop, and his white blood cell 

count was 20.32 × 109/L, hemoglobin 73 g/L and platelets 84 × 109/L. Therefore, the patient was 
admitted in hematology department. His past history revealed bronchiectasis in childhood and 
renal failure for nearly 1 year. Similar to the previous one, he had also moist rales over both lung and 
the right dominated. The patient’s serum globulin was 54.3 g/L. Chest CT showed multiple cystic 
and columnar bronchiectasis with tree-in-bud pattern in the bilateral lung and multiple chiseled 
low density imaging of bilateral RIBs, clavicle and thoracic vertebrae (Figure 3). Quantification of 
serum immunoglobulin levels showed a high IgA level of 38.40 g/L. Serum free kappa light chain 
was 26.0 mg/L (normal 3.30 mg/L to 19.40 mg/L), free Lambda (l.c) 0.63 mg/L, and kappa/lambda 
41.56. Serum protein electrophoresis revealed a monoclonal band, shown by immunofixation to be 
IgA k. Bone marrow aspiration showed 4.5% plasma cells, which is 2% immature ones (Figure 4). 
Therefore, multiple myeloma (IgA-kappa) was re-diagnosed.
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Abstract
Bronchiectasis is irreversible abnormal dilatation of one or more bronchi with chronic airway 
inflammation, associated recurrent infections and airflow obstruction. It should be as a complex 
endpoint of the interplay between microbial pathogens, host microbiota, and the influence of these 
on host regulation of inflammation and adaptive immunity. Abnormalities in immune regulation 
could predispose to bronchiectasis both the response to the initial insult that induces the disease 
process and the ongoing inflammatory process. The processes involve many kinds of cells, including 
of T-lymphocytes, cytokines and immunoglobulins. According to the newest BTS Guideline for 
bronchiectasis in adults, it is essential to investigate whether raised serum immunoglobulins are 
polyclonal or monoclonal. Multiple myeloma is a plasma cell malignant proliferative disease with 
monoclonal immunoglobulin secretion. There are few literatures on concurrent association of 
bronchiectasis with multiple myeloma. The rarity prompted us to report the two bronchiectasis 
patients were diagnosed with multiple myeloma.
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Discussion
The association of bronchiectasis with multiple myeloma in 

both men being successively diagnosed is being reported here [1-3]. 
Almost no literature has been on the link between the two diseases. In 
literature, 12 patients of sarcoidosis were reported to have developed 
or be diagnosed simultaneously with multiple myeloma [4,5]. It was 
reported that untreated patients with pulmonary sarcoidosis had 
greater number of cells secreting IgG and IgM per 103 lung 
lymphocytes [6]. It was further demonstrated that purified T 
lymphocytes from lungs of sarcoid patients when co-cultured with 
normal B cells, cell induction to secrete immunoglobulin secretory 
cells occurs, which clinically is seen as polyclonal 
hypergammaglobulinemia as in sarcoidosis [7]. Bronchiectasis is an 
understudied chronic inflammatory disease, particularly from the 
immunopathogenesis aspect. Jorg et al. [8] founded that all 
bronchiectasis samples (22 patients) showed intense T lymphocytes 
infiltrating the bronchial wall. In 10 samples, the infiltrates showed a 
follicle like arrangement. In about half of those follicular 
arrangements, large numbers of B-lymphocytes and plasma cells 
were seen. Recently, in surgical lung sections obtained from the 
bronchiectasis patients, numerous peribronchial lymphoid 
aggregates containing B-lymphocytes, T-lymphocytes, germinal 
centers and endothelial venules were found adjacent bronchi [9]. 
Poorly immune system has been documented in bronchiectasis, which 
maybe predispose them to develop malignancies. By the appearance of 
sarcoidosis, we suppose that T-lymphocyte in the bronchial wall of 
bronchiectasis induce to secrete immunoglobulin secretory. Hilton 
AM et al. [10] concluded that 79% patient had at least one abnormality 
of immunoglobulin, in 53 patients with bronchiectasis of unknown 
cause, usually elevation of IgA, IgG or IgM. 8 patients had all three 

immunoglobulin levels raised, which was related to severity of 
disease. In 2019, a 50-year-old woman of bronchiectasis of uncertain 
origin was reported to appearance of increased a kappa free light 
chains and being due to pulmonary non-Amyloid light chain 
deposition disease by lung biopsy after the 12 years follow-up [11]. 
Serum electrophoresis in the investigation of bronchiectasis is 
essential to determine whether raised serum immunoglobulins are 
polyclonal or monoclonal. The presence of a monoclonal 
immunoglobulin in serum needs further investigation to diagnose 
myeloma, Waldenstrom’s macroglobulinema, and monoclonal 
gammopathy of uncertain significance.

In summary, we describe two patients with bronchiectasis and 
multiple myeloma presenting concurrently and requiring further 
index of suspicion. Although a coincidental relationship cannot be 
excluded, immune Dysregulation or immunoregulatory mechanism 
associated with the pathogenesis of bronchiectasis is considered 
to explain the increasing of multiple myeloma in patients with 
bronchiectasis.
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Figure 1: Chest CT showed bilateral lower zone cystic and columnar 
bronchiectasis and low density imaging of bilateral scapula and thoracic 
vertebrae.

Figure 2: Bone marrow aspiration showed binucleate or multinucleate forms 
and 29% plasma cells.

Figure 3: Chest CT showed multiple cystic and columnar bronchiectasis 
with tree-in-bud pattern in the bilateral lung and multiple chiseled low density 
imaging of bilateral RIBs, clavicle and thoracic vertebrae.

Figure 4: Bone marrow aspiration showed 4.5% plasma cells, which is 2% 
immature ones.
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