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Multiple Myeloma Similar to Traumatic Trigeminal Neuropathy  
after Dental Treatment: Case Report
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Multiple myeloma is malignant neoplasm of plasma cells. Mandible lesions are rarely the 
first symptoms of multiple myeloma. While sensory dysfunction and pain are the main 
symptoms of traumatic trigeminal neuropathy, the same oral symptoms can appear in cases 
of multiple myeloma with developed mandible lesions. In addition, if the radiological os-
teoporosis or lytic lesion is seen in older patients, further examination is required to find 
the cause of the symptoms. In this paper, we present a case that was tentatively diagnosed 
as traumatic trigeminal neuropathy after left third molar extraction, but later confirmed as 
multiple myeloma.
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INTRODUCTION

Painful post-traumatic trigeminal neuropathy (TTN) is 

caused by oral surgical operation, especially third molar ex-

traction [1]. Diagnostic criteria for TTN include spontane-

ous or stimulus-evoked pain affecting the receptive field of 

one or more divisions of the trigeminal nerve, the develop-

ment within three months of traumatic events, the presence 

of at least one neurologic dysfunction, imaging identifying 

a neurologic lesion, and exclusion of other diseases [2]. The 

clinical features of TTN can vary. Usually, burning or shoot-

ing pain occurs on the side of damaged area, and some-

times at a distance along the dermatome of the affected 

nerve. In addition to the pain, it is accompanied by a sen-

sory dysfunction [3]. Sensory dysfunction can be divided 

into positive sign such as hyperalgesia, dysesthesia, and al-

lodynia and negative sign such as hypoesthesia and anes-

thesia. Because inflammatory mediators are released from 

damaged areas by trauma, it mainly features such as allo-

dynia and hyperalgesia [4]. 

Sensory dysfunction, one of the main diagnostic criteria 

for painful post-traumatic trigeminal neuropathy, can be 

caused by local factors such as trauma as well as systemic 

factors. Systemic factors are associated with systemic dis-

eases such as multiple sclerosis, sarcoidosis, metastasis, viral 

and bacterial infections, leukemia, and lymphoma [5]. 

Among these, multiple myeloma that is common in 

maxillofacial area is a tumor of plasma cell origin that ac-

counts for 1% of all malignant tumors and 15% of hema-

tologic malignant tumors. It occurs mainly in elderly men. 

http://crossmark.crossref.org/dialog/?doi=10.14476/jomp.2020.45.2.34&domain=pdf&date_stamp=2020-06-30
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This disease is characterized by monoclonal proliferation 

of abnormal plasma cells. These cells produce an kappa or 

lambda light chain [6]. Multiple myeloma occurs in several 

bones, and usually appears in the jawbone in the advanced 

stages of the disease. The symptoms of multiple myeloma in 

maxillofacial lesion include odontalgia, paresthesia, gingi-

val hemorrhage and ulcerations [7], which are easy to con-

fuse with a dental-originated lesion. In particular, if symp-

toms occur after dental treatment, it may be easy to be con-

fused with traumatic trigeminal neuropathy. 

Therefore, the purpose of this study is to find out the con-

siderations of diagnosis and treatment of multiple myeloma 

similar to TTN through a case report on a patient with sen-

sory dysfunction patient and multiple myeloma-originated 

pain after dental treatment.

CASE REPORT

An 82-year-old female patient visited the Department 

of Oral Medicine at the Pusan National University Dental 

Hospital with the chief complaint of sensory dysfunction on 

the left chin and around the lip after extraction of the lower 

left third molar one week prior. The patient had no medical 

history. Clinical findings showed no signs of infection such 

as swelling or local fever. On panoramic view, there were 

no abnormal findings except the extraction socket (Fig. 1). 

In order to evaluate the relationship between the extraction 

site and the mandibular canal, a CBCT was recommended. 

However, the patient refused to have a CBCT taken. Based 

on the history and clinical findings, the tentative diagno-

sis was numbness, allodynia and hyperalgesia due to pain-

ful traumatic trigeminal neuropathy. Clinical mapping 

was performed on the sensory dysfunction area (Fig. 2A). 

Prednisolone (Solondo tab.; Yuhan Co., Seoul, Korea) in ta-

pering doses (30 mg prednisolone reduced by 5 mg daily) 

and gabapentin (Neurontin, 100 mg, three times a day; 

Pfizer, New York, NY, USA) was prescribed for 7 days, and 

low-level laser therapy was performed. Two days later, the 

patient returned to the hospital with sudden severe sharp 

and aching pain. Because there were no signs of infection 

and symptoms indicative of other disease, systemic cortico-

steroid (Dexamethasone disodium phosphate 5 mg/mL) was 

injected directly into muscle. During the patient’s third visit 

(five days later), the patient described the pain as seeming 

to decrease slightly after the injection but, that pain site was 

wider and more persistent. The extraction socket seemed to 

be in a delayed healing state with bleeding tendency on in-

traoral examination (Fig. 2B). Because these symptoms were 

different from general traumatic trigeminal neuropathy, a 

CBCT was again recommended to confirm the need for ad-

ditional microneurosurgical treatment and to exclude the 

possibility of other diseases. Additional systemic steroid in-

jection (Dexamethasone disodium phosphate 5 mg/mL) was 

L

Fig. 1.Fig. 1. Left mandible third molar extraction socket on panoramic 

view at first visit.

Fig. 2.Fig. 2. (A) Clinical mapping on hypoesthesia area at first visit. (B) Delayed healing with bleeding tendency on extraction site (14 days after 

extraction). (C) Abnormal mass was observed in the extraction site on intraoral examination (22 days after extraction).
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performed and gabapentin (Neurontin, 100 mg, three times 

a day), Brufen (400 mg, three times a day; Boots Pure Drug 

Co., Ltd., Nottingham, UK), Mucosta (100 mg, three times 

a day; Otsuka Pharmaceutical Co., Ltd., Tokyo, Japan) and 

Augmentin (375 mg, three times a day; GlaxoSmithKline, 

Middlesex, UK) were prescribed for 14 days. The patient 

was asked to use a hexamedine gargle for 5–10 minutes 

three times a day. Ten days later (three weeks after extrac-

tion), the patient visited suddenly with local fever on left 

cheek and more pain. The CBCT taken at last visit showed 

osteoporosis (Fig. 3), and as a result, the cortical bone of the 

mandibular canal was not well observed, therefore, it was 

not possible to determine whether the nerve damage was 

caused by trauma during extraction. In addition, abnormal 

soft tissue mass on extraction site was observed (Fig. 2C). 

Based on no change of symptom in the antibiotic prescrip-

tion to exclude infections, CBCT finding, and soft tissue 

mass, the patient was referred to the department of oral and 

maxillofacial surgery for biopsy. Histopathological findings 

resulted in plasmacytoma (Fig. 4A). The patient was referred 

to the department of hemato-oncology for blood test, radio-

logic test and bone marrow biopsy. As a result of the blood 

test, mild anemia, slightly decreased white blood cells, ab-

normal increase of Ig G, and monoclonal peak in gamma 

region was observed. An increased fluorodeoxyglucose in-

take on positron emission tomography-computed tomog-

raphy was observed in both humeri, spine, sternum, pelvic 

bones, femurs, left mandible, and ribs. And it was read as 

Fig. 3.Fig. 3. Osteoporosis around the extrac-

tion socket on cone beam computed 

tomography view.
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Fig. 4.Fig. 4. Histological examination of the lesion. (A) Plasmacytoma consisting of abnormal mitosis, pleomorphism, and hyperchromatism plasma 

cells (H&E staining, ×300). (B) CD 138 positive on plasma cells (Immunohistochemistry, ×300). (C) lambda chain positive on plasma cells 

(Immunohistochemistry, ×300).
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multiple bone metastasis. Abnormal plasma cell prolifera-

tion (20%–30%) was observed on the bone marrow biopsy, 

and immunohistochemistry showed positive patterns in 

CD138 (Fig. 4B) and lambda chains (Fig. 4C). Based on the 

results of these tests, multiple myeloma (Ig G, lambda re-

striction type) was finally diagnosed and treated. 

DISCUSSION

Plasmacytoma resulting from proliferation of abnormal 

plasma cell is classified into multiple myeloma, solitary 

plasmacytoma (SBP), and extramedullary plasmacytoma 

(EMP). SBP and EMP are localized forms, but multiple my-

eloma is systemic proliferation of neoplasm cells [8]. 

The most common clinical features of multiple myeloma 

are bone pain, fatigue, and anemia. These symptoms are as-

sociated with the proliferation and expansion of abnormal 

plasma cells in the bone marrow. The first sign of multiple 

myeloma is rarely in the mandible and often occurs in ad-

vanced stage [9]. Lesions are mainly found in the posterior 

of mandible because of hematopoietic activity. The most 

common oral symptoms are swelling, bone pain, odontal-

gia, paresthesia, gingival hemorrhage and tooth mobility [7].

The radiological features of multiple myeloma vary. The 

lytic lesions appear to be multiple well defined, or irregu-

lar and diffuse radiolucent lesions [10]. In addition, it shows 

pathologic fractures and osteoporosis [11]. Differential di-

agnosis is needed for metastatic disease with bony destruc-

tion, osteomyelitis, and benign odontogenic tumors [10]. 

In this case, the patient presented hypoesthesia, allodynia 

and hyperalgesia with sharp and aching pain 1 week after 

extraction. The patient had no medical history. No abnor-

mality was found in the intraoral examination and pan-

oramic view. Based on persistent pain after dental treatment 

and sensory dysfunction such as paresthesia and hypoes-

thesia, the tentative diagnosis was painful traumatic tri-

geminal neuropathy. In order to identify damage to man-

dibular canal and causes of pain other than nerve dam-

age, CBCT taking was planned, but delayed due to patient’s 

rejection. At second visit, because of severe pain without 

infection symptom such as swelling and local fever, sys-

temic corticosteroid injection was applied. In general, post-

traumatic neuropathy due to unidentified inflammation has 

progressive symptoms, severe pain and it has been treated 

with analgesic, but recently corticosteroid therapy is per-

formed to reduce the duration of pain [12]. However, the 

patient had little response to anti-inflammatory analgesics 

and high-dose steroid therapy with persistent severe pain. 

To clearly identify the cause of pain, a CBCT was again rec-

ommended and taken with the patient’s consent. Because 

no clear radiolucent lesion was observed on CBCT, bone 

lesion was excluded. In addition, because of osteoporosis, 

the cortical bone of the mandibular canal was not well ob-

served, so it was difficult to diagnose damage to the man-

dibular canal by trauma. However, additionally the mass of 

extraction site occurred and was diagnosed as plasmacyto-

ma by biopsy. The patient was referred to hemato-oncology 

and the final diagnosis was multiple myeloma. 

There were no specific underlying diseases in history tak-

ing and apparent abnormal lesions on radiographic findings 

at first visit, but sensory dysfunction with severe bone pain 

in the oral cavity was the first sign of multiple myeloma. 

The patient did not complain of any systemic symptoms but 

anemia was observed on the blood test. This is a symptom 

related to prognosis (CRAB; hypercalcemia, renal deficiency, 

anemia, bone lesions), which are typical clinical manifesta-

tions for multiple myeloma [13]. Multiple myeloma should 

be diagnosed as plasmacytoma with a bone biopsy, or clon-

al plasma cells of bone marrow should be more than 10% 

[14]. In this case, bone marrow biopsy showed nearly 70% 

hypercellular marrow with proliferation plasma cells (20%–

30%). Immunohistochemical analysis revealed monoclonal 

Ig G staining with lambda chain.

In conclusion, even in the absence of a medical history, 

if older patients complain of severe pain and sensory dys-

function, and osteoporosis or lytic lesion are observed on 

the radiographs, the dentist must make additional screening 

test decisions, such as blood tests for excluding the associa-

tion with systemic disease, through frequent re-call checks. 

Early diagnosis of multiple myeloma affects survival rates, 

so it is important for dentists to recognize possible symp-

toms in the oral cavity such as swelling and osteolytic le-

sion and refer for accurate diagnosis and treatment [15].
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