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Case RepoRt 
A 64-year-old female patient presented with anaemia, fatigue and 
lower back pain since one month. Routine Laboratory investigations 
were done following a thorough clinical assessment. Haemoglobin 
was 10.8 g/dL, ESR was 101mm/1st hr. Serum albumin was 3.37g/
dL (Reference range: 3.2-4.6 g/dl), whereas, serum calcium and 
creatinine were within normal limits. X-ray dorsal spine showed a 
lytic lesion in the body of D8 vertebra. X-ray lumbar spine showed 
evidence of degenerative changes at L4 and L5 level. The bone 
marrow aspiration showed 21% plasma cells including some 
binucleate forms. All these features were compatible with plasma 
cell dyscrasia suggestive of multiple myeloma.

Serum protein electrophoresis and immunofixation electrophoresis 
were done. Serum protein electrophoresis on agarose gel revealed 
two sharp discrete bands in the gamma globulin region [Table/
Fig-1]. Densitometric analysis of monoclonal components revealed 
M spike 1= 1.14 g/dl and M spike 2= 0.79 g/dl. On Immunofixation 
Electrophoresis (Sebia), serum revealed IgA lambda and IgG kappa 
gammopathy [Table/Fig-2]. 

Serum b2 microglobulin measured by chemiluminescence 
was 8251.3ng/ml (Reference range: 609-2366ng/ml). Serum 
Immunoglobulin and free light chains levels were measured by 
nephelometry. IgG level was 18.20gm/L (Reference range: 6.5-
16.4gm/L), IgM level was 0.92gm/L (Reference range: 0.39-
3.38gm/L) whereas IgA level was 9.95 gm/L (Reference range: 0.90-

 

Keywords: Immunofixation electrophoresis, Neoplastic clonal disease, Serum protein electrophoresis

 

B
io

ch
em

is
tr

y 
S

ec
tio

n A Rare Case of Multiple Myeloma 
with Biclonal Gammopathy 

ABhik BAnerjee1, kShAmA PimPAlgAonkAr2, AlAP lukiyAS ChriSty3

aBstRaCt
Multiple myeloma is a debilitating malignancy arising from plasma cells. These malignant plasma cells called myeloma cells proliferate 
and infiltrate the bone marrow. The disease is characterized by the presence of a monoclonal protein in plasma and/or the urine. 

In this report, we present a case of biclonal multiple myeloma which showed two M bands on serum protein electrophoresis. The patient 
had elevated serum IgA and IgG levels. To reveal the nature of M bands or clonality, serum Immunofixation study was performed which 
revealed IgA with Lambda and IgG with Kappa light chains. Such pattern is very rare if we consider the various immunofixation patterns 
observed in different gammopathies. 

5.32 gm/L). The free kappa chain level was 55.60mg/L (Reference 
range: 3.30-19.40mg/L) and the free lambda chains level was 63.70 
mg/L (Reference range: 5.71-26.30mg/L) with a free kappa/lambda 
light chain ratio of 0.87 (Reference range: 0.26-1.65). Urine Bence-
Jones protein was positive with heat coagulation test.

Thus a final diagnosis of Biclonal multiple myeloma was made. 
Unfortunately, patient could not be tracked to know regarding her 
treatment and subsequent follow-up.

DisCussion 
Multiple myeloma is a neoplastic clonal disease characterised 
morphologically by plasma cell infiltration of the medullary space 
and involvement of extraosseous tissues in a multi-focal fashion 
[1].  Monoclonal gammopathy is a group of B cell disorders which 
is known for production of a specific and unique M component. 
However, biclonal gammopathies are defined by simultaneous 
appearance of different M components, two distinct or different 
monoclonal proteins [2]. Biclonal gammopathy is relatively rare in M 
proteinemia and accounts for approximately 1-5% of all myelomas 
[3]. The most commonly encountered combination is IgG and 
IgA (53%), followed by IgM and IgG (24%) as per literature [2,3]. 
According to different literature, either one monoclonal cell clone in a 
monoclonal gammopathy may give rise to biclonal gammopathy or 
else, the same may arise from two different monoclonal cell clones. 
Hence, biclonal gammopathy may arise either due to independent 
proliferation of two separate clones of plasma cells where each 
clone gives rise to an unrelated monoclonal immunoglobulin or 
this may result from a single clone of plasma cells producing two 
different monoclonal proteins [4]. 

Biclonal gammopathies are more symptomatic than its monoclonal 
counterpart. However, no significant difference has been reported 
with monoclonal gammopathy in respect to clinical features, 
presentations or response to therapy. About 40% of the patients 
with biclonal gammopathies present with suggestive clinical signs 
and symptoms. A significant percentage of the symptomatic 
patients have underlying lymphoproliferative disease most 
commonly waldenstrom macroglobulinaemia. Nafia Al-Riyami et al., 
had recently described a rare occurence of biclonal gammopathy in 
a patient with Chronic Lymphocytic Leukemia (CLL) [5]. Rest of the 
symptomatic patients either have multiple myeloma or have some 
underlying non-haematolgical disorder. Nae Yu Kim et al., described 
a rare case of biclonal gammopathy accompanied by prostate 

[table/Fig-1]: Serum protein electrophoresis. [table/Fig-2]: Serum immunofixation 
electrophoresis.
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cancer [4]. In our study, patient presented with anaemia, fatigue 
and low back pain. However, no underlying disorders were found 
other than multiple myeloma.

Ideal biclonal cases show two different Ig Light chain rather than 
two different Ig Heavy chain subtypes because most commonly a 
single myeloma clone can express a single type of light chain only. 
Hence, such true biclonal myeloma cases expressing both kappa 
and lambda are extremely rare. Between 1966 and 1979, a study 
was conducted on 57 patients detected with biclonal gammopathy. 
Out of these 57 patients, 53% patients had IgG, IgA components 
whereas 26% had IgG, IgM components. Of the 115 light chains, 
70% were kappa and 63% were both kappa and lambda [3]. A large 
study comprising of 1027 plasma cell myeloma patients showed only 
2% cases of biclonal gammopathy on serum protein electrophoresis 
[6]. However, there was no mention regarding the combinations of 
biclonal M-proteins detected in the study. There are few other reports 
where combinations of IgG/IgM, IgA/IgG, and kappa/lambda light 
chain biclonal gammopathies have been described [7–10]. Study of 
Nafia Al-Riyami et al., described a rare case of biclonal gammopathy 
with CLL which showed biclonal immunoglobin A (IgA) kappa and 
IgA lambda in serum immunofixation electrophoresis [5]. Mala Mahto 
et al., described a similar case of IgG Kappa and IgA Lambda type 
biclonal gammopathy detected by appearance of two bands in the 
gamma region on serum protein electrophoresis [11]. Bakta and 
Sutarka reported a rare case of biclonal gammopathy with IgA and 
IgM in a 48-year-old male patient [12].

ConClusion
Biclonal multiple myeloma accounts for only 1-5% of all myelomas. 
In the case presented above, we have reported IgA Lambda and 

IgG Kappa type of biclonal gammopathy detected by appearance 
of two bands in the gamma region on serum protein electrophoresis. 
The classes IgA Lambda and IgG Kappa were further confirmed by 
immunofixation.
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