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CLINICAL VIGNETTE  

 
 

Smoldering Multiple Myeloma in a Young Newly Diagnosed Diabetic 
with Microalbuminuria 

 
 

Raghu Konanur Venkataram, MBBS, David D. Kim, MD and Jeff Borenstein, MD, MPH 
 
Case Report 
 
A 49-year-old male with a past medical history of Class I 
obesity, hypertension, and hyperlipidemia, and a long history of 
daily cigar smoking presented for a routine annual physical. His 
only medication was amlodipine 10 mg daily. Family and social 
history were non-contributory. A review of systems was notable 
for occasional palpitations when smoking cigars. On physical 
exam, his body mass index was 33.3 kg/m2, blood pressure was 
114/71 mmHg, and the remainder of his vital signs were within 
normal limits. Other exam findings included mild gynecomastia 
and a 1/4 early diastolic murmur at the right upper sternal 
border. Laboratory test results showed a normal glomerular 
filtration rate (>89 mL/min/1.73 m2), and elevated levels of 
calcium (10.6 mg/dL), albumin (5.2 g/dL), LDL-cholesterol 
(169 mg/dL), triglycerides (247 mg/dL), glucose (115 mg/dL), 
and hemoglobin A1c (7.3%). Following confirmation of 
diabetic-range hyperglycemia with second elevated hemoglo-
bin A1c (7.4%), screening for microalbuminuria revealed a 
urine albumin/creatinine ratio of 200.1 mcg/mg (normal <30.0 
mcg/mg), and the patient was referred to nephrology for further 
evaluation. 
 
Subsequent testing confirmed mild microalbuminuria; albumin/ 
creatine ratio = 35.3 mcg/mg. Total protein/creatinine ratio, 
urinalysis, creatine kinase, parathyroid hormone, vitamin D, 
phosphorus, and urine immunofixation were all within normal 
limits, and hepatitis B antigen and surface antibody, hepatitis C 
antibody, and HIV Ag/Ab tests were negative. Serum immuno-
fixation revealed a monoclonal IgG kappa protein. Quantitative 
serum free light chain analysis demonstrated an elevated kappa 
free light chain level (135.36 mg/L, normal range = 3.30-19.40 
mg/L) and an elevated kappa/lambda light chain ratio (24.88, 
normal range 0.26 - 1.65). 
 
The patient was referred to oncology for further evaluation and 
management. Additional laboratory evaluation included a 
hemoglobin of 12.9 g/dL and beta-2-microglobulin 1.3 mg/L. 
Calcium level normalized to 10.1 mg/dL. Serum protein 
electrophoresis quantitated the monoclonal protein to be 0.2 
g/dL. Twenty-four-hour urine testing for monoclonal protein 
and free light chains was unremarkable. Bone marrow aspira-
tion and biopsy revealed plasma cell dyscrasia with kappa light 
chain restriction involving 20% of the bone marrow specimen. 
Myeloma panel fluorescence in situ hybridization (FISH) 
showed +1q, +11q, and IgH gene rearrangement. Whole body 
PET-CT scan did not show evidence of active bone disease.  

 
 
Patient was diagnosed to have smoldering multiple myeloma. 
The oncologist discussed management options of observation 
verses treatment with lenalidomide. Patient chose to proceed 
with lenalidomide therapy and was referred to the stem cell 
transplant team for stem cell collection in anticipation of future 
need.  
 
Discussion 
 
There is no clear guideline on the level of proteinuria and 
amount of testing to be done. History taking and looking for 
subtle clues can be extremely vital as demonstrated in this case. 
This patient had microalbuminuria. History clearly revealed he 
was not diabetic when he was tested a year ago.  It was ‘too 
soon’ for him to develop microalbuminuria. The reported 
prevalence of microalbuminuria among patients with type 2 
diabetes approximately 10 years after diagnosis ranges from 25-
40%.1 Diabetes could not explain the cause for his micro-
albuminuria. His urine being otherwise benign with no active 
urine sediment and history not suggestive of any autoimmune 
disease essentially ruled out autoimmune nephritis. Another 
important clue that led to looking for multiple myeloma was 
mild hypercalcemia and anemia.2 Non albuminuric proteinuria 
was another important clue, though not marked in this patient. 
Though the patient’s urine protein creatinine ratio was 0.2, 
albumin was only 35.3 mcg/mg. He had predominantly non 
albuminuric protein in the urine, which was low molecular 
weight protein from immunoglobulins. Simultaneous measure-
ment of urine protein creatinine ratio and urine microalbumin 
creatinine ratio is crucial.   
 
Presentation and diagnosis of smoldering multiple myeloma are 
learning points in this case. Though multiple myeloma is 
generally a clonal plasma cell malignancy of the elderly, it is 
important not to use age criteria for exclusion.  Early diagnosis 
and risk stratification of smoldering multiple myeloma, may 
have an impact on prognosis. Smoldering multiple myeloma is 
defined by serum monoclonal protein (IgG or IgA) level of ≥3 
g/dL or urinary monoclonal protein ≥500 mg/24 hours and/or 
clonal bone marrow plasma cells ≥10% with the absence of 
myeloma defining events or amyloidosis.3 It can be 
distinguished from active myeloma (multiple myeloma) by the 
absence of hypercalcemia (calcium >1 mg/dL higher than upper 
limit of normal or >11 mg/dL), renal failure (creatinine 
clearance <40 mL/min or creatinine >2mg/dL), anemia 



  
 
(hemoglobin >2 g/dL below lower limit of normal or <10 g/dL), 
or lytic bone lesions (acronym CRAB) attributable to clonal 
plasma cells. Other features that define multiple myeloma 
include bone marrow plasma cells ≥60%, involved/uninvolved 
serum free light chain ratio ≥100, or >1 bone lesion on MRI.  
The risk of progression of smoldering multiple myeloma to 
multiple myeloma is about 10% per year in the first 5 years after 
diagnosis. Historically, treating smoldering multiple myeloma 
with alkylator chemotherapy did not improve survival and 
patients were observed without treatment until progression, 
unlike multiple myeloma which requires immediate treatment.  
 
Risk stratification of smoldering multiple myeloma led to 
discovery of a subgroup that is at higher risk of progression and 
end organ damage and may be better served with closer 
monitoring or upfront treatment. Lakshman et al4 found that the 
following three risk factors independently predicted a shorter 
time to progression of smoldering multiple myeloma from 
diagnosis to requiring therapy: 1) Bone marrow plasma cells > 
20%. 2) Monoclonal protein >2 g/dL. 3) Free light chain ratio 
>20. Using this Mayo 2018 20/2/20 criteria, a high-risk group 
(defined as having ≥2 of the 3 risk factors) was found to have a 
shorter time to progression of 29 months, compared to low-risk 
(0 of 3 risk factors) or intermediate-risk (1 of 3 risk factors) 
groups, which had times to progression of 110 and 68 months, 
respectively. This high-risk group had an estimated risk of 
progression of 24% per year during the first 2 years, 11% per 
year for the next 3 years, and 3% per year for the following five 
years. This patient had 2 of the 3 risk factors (bone marrow 
plasma cells >20% and free light chain ratio >20) and was 
classified as high-risk. In addition to these risk factors, 
chromosomal abnormalities del(17p), t(4;14), gain 1q, and 
hyperdiploidy were found to independently predict higher risk 
of progression in smoldering myeloma.5 Gain 1q was found by 
bone marrow FISH in this patient.   
 
The question of whether treating smoldering multiple myeloma 
will improve survival was readdressed in the era of modern 
therapy. A phase III trial by Mateos et al6 randomized 119 
patients with high-risk smoldering multiple myeloma to 
treatment with lenalidomide plus dexamethasone versus 
observation. Lenalidomide is an analogue of thalidomide with 
less neurotoxicity used to treat multiple myeloma. After a 
median follow-up of 40 months, treatment with lenalidomide 
and dexamethasone led to a significantly higher 3-year survival 
rate compared to observation (94% vs 80%), with a hazard ratio 
for death of 0.31. Another randomized trial by Lonial et al7 of 
lenalidomide versus observation in smoldering multiple 
myeloma found that high-risk patients defined by the Mayo 
2018 20/2/20 criteria had significant progression-free survival 
benefit with treatment compared to observation. Patients 
meeting this high-risk criteria were recommended by the 
authors to receive treatment with lenalidomide rather than being 
observed. After thorough discussion of prognosis and 
management options with our patient, he was recommended to 
initiate treatment with lenalidomide, with which he agreed.   
 
 

REFERENCES 
 
1. Adler AI, Stevens RJ, Manley SE, Bilous RW, Cull CA, 

Holman RR; UKPDS GROUP. Development and 
progression of nephropathy in type 2 diabetes: the United 
Kingdom Prospective Diabetes Study (UKPDS 64). 
Kidney Int. 2003 Jan;63(1):225-32. doi: 10.1046/j.1523-
1755.2003.00712.x. PMID: 12472787. 

2. Kyle RA, Gertz MA, Witzig TE, Lust JA, Lacy MQ, 
Dispenzieri A, Fonseca R, Rajkumar SV, Offord JR, 
Larson DR, Plevak ME, Therneau TM, Greipp PR. 
Review of 1027 patients with newly diagnosed multiple 
myeloma. Mayo Clin Proc. 2003 Jan;78(1):21-33. doi: 
10.4065/78.1.21. PMID: 12528874. 

3. Rajkumar SV, Dimopoulos MA, Palumbo A, Blade J, 
Merlini G, Mateos MV, Kumar S, Hillengass J, 
Kastritis E, Richardson P, Landgren O, Paiva B, 
Dispenzieri A, Weiss B, LeLeu X, Zweegman S, Lonial 
S, Rosinol L, Zamagni E, Jagannath S, Sezer O, 
Kristinsson SY, Caers J, Usmani SZ, Lahuerta JJ, 
Johnsen HE, Beksac M, Cavo M, Goldschmidt H, 
Terpos E, Kyle RA, Anderson KC, Durie BG, Miguel 
JF. International Myeloma Working Group updated 
criteria for the diagnosis of multiple myeloma. Lancet 
Oncol. 2014 Nov;15(12):e538-48. doi: 10.1016/S1470-
2045(14)70442-5. Epub 2014 Oct 26. PMID: 25439696. 

4. Lakshman A, Rajkumar SV, Buadi FK, Binder M, 
Gertz MA, Lacy MQ, Dispenzieri A, Dingli D, Fonder 
AL, Hayman SR, Hobbs MA, Gonsalves WI, Hwa YL, 
Kapoor P, Leung N, Go RS, Lin Y, Kourelis TV, 
Warsame R, Lust JA, Russell SJ, Zeldenrust SR, Kyle 
RA, Kumar SK. Risk stratification of smoldering multiple 
myeloma incorporating revised IMWG diagnostic criteria. 
Blood Cancer J. 2018 Jun 12;8(6):59. doi: 
10.1038/s41408-018-0077-4. PMID: 29895887; PMCID: 
PMC5997745. 

5. Neben K, Jauch A, Hielscher T, Hillengass J, Lehners 
N, Seckinger A, Granzow M, Raab MS, Ho AD, 
Goldschmidt H, Hose D. Progression in smoldering 
myeloma is independently determined by the chromosomal 
abnormalities del(17p), t(4;14), gain 1q, hyperdiploidy, 
and tumor load. J Clin Oncol. 2013 Dec 1;31(34):4325-32. 
doi: 10.1200/JCO.2012.48.4923. Epub 2013 Oct 21. 
PMID: 24145347. 

6. Mateos MV, Hernández MT, Giraldo P, de la Rubia J, 
de Arriba F, López Corral L, Rosiñol L, Paiva B, 
Palomera L, Bargay J, Oriol A, Prosper F, López J, 
Olavarría E, Quintana N, García JL, Bladé J, Lahuerta 
JJ, San Miguel JF. Lenalidomide plus dexamethasone for 
high-risk smoldering multiple myeloma. N Engl J Med. 
2013 Aug 1;369(5):438-47. doi: 10.1056/NEJM 
oa1300439. PMID: 23902483. 

7. Lonial S, Jacobus S, Fonseca R, Weiss M, Kumar S, 
Orlowski RZ, Kaufman JL, Yacoub AM, Buadi FK, 
O'Brien T, Matous JV, Anderson DM, Emmons RV, 
Mahindra A, Wagner LI, Dhodapkar MV, Rajkumar 
SV. Randomized Trial of Lenalidomide Versus 
Observation in Smoldering Multiple Myeloma. J Clin 



  
 

Oncol. 2020 Apr 10;38(11):1126-1137. doi: 10.1200/ 
JCO.19.01740. Epub 2019 Oct 25. PMID: 31652094; 
PMCID: PMC7145586. 

 




